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Opinions 


President's  page 

Chicken  soup 

The  cold  of  winter  is  upon  us,  as 
are  seasonal  "colds."  Some 
days,  every  other  patient  seems  to 
arrive  with  a red  nose,  wads  of  tis- 
sue and  a raspy  throat.  A few  try  to 
insist  on  an  antibiotic  "cure,"  but 
most  recognize  the  common  cold  as 
an  uninvited  irritant  and  are  simply 
looking  for  relief.  (It  may  be  noted 
that  most  of  these  sufferers  have  ex- 
perienced close  encounters  with 
young  children,  the  incubators  of 
humankind's  winter  bane.) 

When  I was  a little  girl,  I had 
more  than  my  share  of  these  afflic- 
tions, and  my  parents  were  caring 
and  indulgent.  I remember  mentho- 
latum  from  a cracked  green  and 


There  are  no  small 
victories  in  the  fight 
against  heart  disease. 
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white  metal  tube,  which,  when 
placed  up  my  nostrils,  gave  glorious 
temporary  relief.  My  father  came 
home  from  work  at  night  with  the 
rare  gift  of  a comic  book,  destined  to 
allay  my  sneezing  and  coughing  via 
the  useful  method  of  distraction. 

In  this  column  I offer  remedies, 
old  and  less  old,  which  may  give 
your  patients  relief  and  you  a Marcus 
Welby  certificate.  It  is  also  comfort- 
ing to  know  that  over  these  many 
years  some  things  barely  change. 

"For  a cold  in  ye  head,  take  sage 
leaves,  rut  them  well,  and  apply 
them  to  ye  nostrils  in  ye  morning."  - 
-Pharmacist's  book,  1650. 

"Mix  in  a half  glass  of  vinegar  a 
spoonful  of  salt  and  half  as  much 
cayenne  pepper.  Warm  'til  dis- 
solved. Chill  and  drink."  —Peter 
Cartwright,  Methodist  preacher, 
1850. 

"Hot  drink,  no  food,  bed  rest,  and 
a good  book."  —Sir  William  Osier, 
1895. 

"Boil  ground  black  pepper  with 
milk.  Inhale  the  fumes."  —Kentucky 
mountaineer,  1925. 

"Enforced  repose  of  a hot  foot 
bath,  innards  awash  with  the  tonic 
impact  of  lemon  and  honey  heated 
in  clear  water."  — M.F.K.  Fisher, 
gourmand  author,  1950. 

"Stay  at  home  in  a warm  room, 
and  increase  the  moisture  in  the  air 
...  drink  plenty  of  fluids,  take  an  as- 
pirin or  two  at  night..."  - AMA  Family 
Medical  Guide,  1982. 


Pauline  M.  Jackson,  MD 


"1/2  tsp.  salt  and  1/2  tsp.  baking 
soda  in  a pint  of  water.  Snuff  up 
nose."  —Wisconsin  internist,  1990. 

"After  all  is  said  and  done,  for  a 
cold  nothing  can  beat  chicken  soup. 
Put  an  experienced  chicken  in  a pot 
with  water,  onions,  carrots,  pepper- 
corns and  a little  salt.  Cook ' til  it  falls 
apart.  Strain.  Discard  fat.  Save  the 
wishbone  to  distract  a sniffing  child. 
Feed  the  overdone  chicken  and 
vegetables  to  a hungry  pet.  To  the 
invalid,  offer  the  broth  steaming  hot 
with  a whole  chili  plus  a halved 
large  garlic  clove  swimming  inside 
and  thin  slices  of  lemon  on  top.  This 
is  the  cure  for  the  common  cold."  — 
Wisconsin  psychiatrist,  1994. ❖ 
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EVP  report 

Is  anybody  listening? 


As  readers  of  this  column  know, 
over  the  past  few  years  I've 
developed  a pen-pal  relationship 
with  William  B.A.J.  Bauer,  MD,  a 
retired  physician  in  Ladysmith,  Wis, 
and  Green  Valley,  Ariz.  To  be  frank, 
I've  learned  a lot  from  Dr  Bill,  and 
his  letters  to  me  always  cause  me  to 
pause,  think  and  many  times  begin 
new  actions. 

The  letter  that  follows  was  on  my 
desk  after  my  return  in  early  Janu- 
ary from  the  AMA  State  Legislation 
Meeting.  Despite  its  moniker,  those 
of  us  there  spent  the  majority  of  our 
time  discussing  what  to  do  about 
another  Bill's  plan  to  reshape  the 
health  care  delivery  system. 

More  on  that  in  a moment,  but 
first  Dr  Bill's  letter. 

Dear  Tom: 

Somehow  I got  thinking  about 
your  job,  so  much  burdened  at  pres- 
ent with  the  national  Medicare  prob- 
lem. It  may  be  of  little  help  to  hear 
from  a retired  physician  and  yet  you 
might  be  interested  in  a thumbnail 
sketch  as  viewed  by  one  who  has 
listened  and  participated  in  it  for 
half  a century. 

Maybe  too  little  but  probably  too  late 


The  first  problem  is  for  how  long 
physicians  have  permitted  the  prob- 
lem to  go  unanswered.  Way  back  in 
my  doctor-father's  time  evidence  of 
the  accumulated  conflicts  were 
clearly  in  view.  Again  and  again 
physicians  were  confronted  with  the 
reality  that  if  they  didn't  do  it  the 
government  would.  In  simple  terms 
the  threat  was  "socialized  medicine." 

Too  much  paper  ivork 
Gradually,  because  of  little  interest 
and  even  less  activity  by  doctors, 
the  government  began  invading  our 
realm  with  rules  and  regulations  that 
increased  our  paper  work.  This  in 
turn  increased  our  costs  and  in  turn 
added  to  the  costs  to  the  patient. 

Need  for  tort  reform 
Needs  for  controlling  increasing 
malpractice  costs  were  met  with 
more  enthusiasm  and  more  actual 
activity  but  with  very  little  success. 

Another  problem,  not  clearly 
brought  out,  is  how  often  individu- 
als demanded  specialists  as  their 
right  even  when  it  was  unnecessary. 

Doctors  overcharging 

Then  there  is  the  real  problem  of 

doctors  who  took  all  the  traffic  would 


Thomas  L.  Adams,  CAE 

bear.  And  even  worse,  doctors  who 
actually  padded  their  bills. 

This  is  not  an  over-simplification. 
It  is  what  I call  the  need  to  focus  on 
the  realities  that  need  be  met  rather 
than  on  the  vague  and  emotional 
nuances.  Clinton  et  al,  let's  give  them 
credit  for  this,  appear  to  be  sincere  is 
their  aim.  Their  idealism  and  com- 
passion are  real  but  the  reality  of 
their  answers  leaves  something  to 
be  wanted.  In  brief,  idealism  in  all 
life  is  beautiful;  but  unless  matched 
by  reality  the  idealism  becomes  to- 
tally a dream. 

And  this  lack  of  reality  is  well 
indicated  by  articles  enclosed.  You 
may  already  have  seen  them  but  if 
not  you  will  find  them  a positive 
source  for  much  needed  attention. 
Please  return  at  some  later  date  for 
my  own  reference. 

Best,  Bill 
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Do  You  Know 

The  Physician-Citizen  of  the  Year? 


The  State  Medical  Society  of  Wisconsin  is  asking  the  people  of  Wisconsin  to 
nominate  doctors  for  the  Physician-Citizen  of  the  Year  award.  The  award  was 
created  to  recognize  the  civic,  cultural,  economic,  charitable  and  health  care 
services  provided  by  doctors  to  their  local  or  state  communities.  Here  are  the 
criteria: 

• The  doctor  must  be  a Wisconsin  resident. 

• The  doctor  must  be  either  an  MD  or  a DO. 

• Except  in  unusual  circumstances,  the  service  to  the  community  should  be 
uncompensated.  (Preference  is  given  to  current  service  over  lifetime 
service.) 

• Previous  winners  of  the  award  are  not  eligible.  (The  Medical  Society  will 
notify  you  if  the  doctor  you  nominate  is  a previous  winner.) 

• The  deadline  for  submitting  nominations  is  Feb.  14,  1994. 

How  do  you  nominate  someone? 

Write  to  the  Medical  Society  and  provide: 

• The  name  of  the  doctor. 

• The  doctor’s  home  or  office  address. 

• Your  name  and  address. 

• Why  you  think  the  doctor  deserves  to  win:  What  has  the  doctor  done  for 
the  community? 

• Send  to:  Commission  on  Public  Information,  State  Medical  Society  of 
Wisconsin,  P.O.  Box  1109,  Madison,  WI  53701. 
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Continued  from  page  4 
the  articles  to  which  Dr  Bill  alluded; 
suffice  it  to  say  it  was  a collection  of 
Wall  Street  Journal  and  New  York 
Times  articles  on  the  failings  of  Presi- 
dent Bill's  health  reform  plan. 

After  thinking  about  Doctor  Bill's 
letter  and  my  discussions  at  the  AMA 
meeting,  I got  mad.  We  know  what's 
wrong  with  the  system,  we've  told 
others  what  must  be  done  to  fix  the 
system  with  the  AMA's  Health 
Access  America  plan  and  our  own 
Wisconsin  Care  Plan.  It  makes  you 


want  to  scream, " Is  anyone  listening 
out  there?" 

Politicians,  whether  it's  the  gov- 
ernor or  the  president,  want  to 
"solve"  problems  their  way,  which 
may  not  always  be  the  best  way.  I 
think  that's  why  both  Governor 
Thompson's  Health  Care  Partner- 
ship and  President  Clinton's  reform 
plans  are  both  in  trouble.  Neither 
one  is  right  for  the  times. 

We  are  now  in  the  second  quarter 
of  the  four-quarter  football  game. 


We  have  to  talk  with  our  elected 
representatives  in  Madison  and 
Washington  and  make  them  under- 
stand the  fundamental  problems  that 
Dr  Bill  spoke  of  in  his  letter  that 
we've  solved  in  Health  Access 
America  and  Wisconsin  Care. 

If  President  Clinton  and  Gover- 
nor Thompson  will  heed  the  words 
of  Dr  Bill,  we  can  fix  this  thing  and 
not  harm  the  quality  of  care  your 
patients  have  always  received  and 
deserved. ♦ 


Letters 

Support  for  generalist  track  in  medical  school 


To  the  editor:  I applaud  the 
scholarly  and  thoughtful  re- 
port on  physician  workforce  by  UW- 
MSN  medical  student  Eric  Gun- 
dersen.  I strongly  support  his  calls 
for  curriculum  reform  and  greater 
support  for  family  practice  pro- 
grams. These  solutions  are  now 
nearly  consensus  in  America  and 
deserve  enhanced  support  from 
politicians  in  and  out  of  medicine. 

I would  like  to  add  to  Gundersen's 
recommendations  the  possibility 
that  general  internal  medicine  (GIM) 
and  general  pediatrics  (GP)  also 
deserve  enhanced  support.  There  is, 
as  yet,  no  consensus  on  an  ideal  role 
or  title  for  generalists;  there  is  a 


growing  consensus  that  generalists 
must  return  to  a central  position  in 
the  system  and  deserve  more  re- 
spect, greater  relative  reward,  and 
less  management  hassle.  Family 
practice  likely  could  not  train  all  the 
generalists  we  need,  so  we  must  not 
fail  to  include  GIM  and  GP  in  plan- 
ning the  future. 

I especially  liked  Gundersen's  call 
for  a "primary  care  track"  in  under- 
graduate medical  education.  I have 
twice  made  similar  proposals  to  our 
deans,  both  of  which  failed  on  the 
grounds  of  being  "too  radical." 

As  a model,  review  the  history  of 
primary  care  residency  tracks  in  GIM 
and  GP:  they,  too,  were  considered 


radical  and  accepted  mainly  because 
generous  federal  (HRSA)  grants 
were  available.  Note  also  that  inter- 
nal medicine  residencies  are  rapidly 
reforming  themselves  and  are  be- 
ginning to  look  much  like  "radical" 
primary  care  tracks.  It  took  a crisis 
in  internal  medicine  to  get  reforms 
from  the  naturally  conservative  in- 
stitutions. But  reflective  conserva- 
tism in  management  is  not  the  prob- 
lem, but  rather  collective  tendencies 
to  deny  problems  and  underesti- 
mate the  values  of  establishing  goals 
and  monitoring  outcomes  of  our 
educational  enterprise. 

"Radical"  ideas  are  fundamen- 
tally important  to  social  and  scien- 
tific progress  and  are  categorically 
worthy  of  respect,  careful  analysis, 
and  limited  trials.  In  this  sense,  I 
strongly  join  Eric  Gundersen  in  call- 
ing for  a generalist  track  in  the  cur- 
riculum of  the  University  of  Wis- 
consin Medical  School,  hopeful  that 
the  inevitable  paradigm  shift  is 
coming  soon. 

—Norman  Jensen,  MD 
Madison* 
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Medicine  ruled  by  the  whims  of  tyranny 


To  the  editor:  The  letter,  "Is 
WIPRO  the  best  we  can  do?" 
by  David  Murdock  that  appeared  in 
the  December  issue  of  WMJ  summa- 
rizes some  of  the  frustrations  we  as 
physicians  have  experienced  with 
WIPRO.  Unfortunately,  Dr  Murdock 
describes  the  symptoms  and  not  the 
disease. 

Medicine  is  being  assaulted  to- 
day by  the  corrupt  philosophy  of 
collectivism,  ie,  the  individual  and 
his  needs  are  superseded  by  soci- 
ety's needs  and  as  such  man  has 
become  programmed  to  sacrifice 
himself  for  the  good  of  society. 
WIPRO's  existence  stems  from  this 
philosophy  enacted  when  govern- 
ment created  Medicare  and  Medi- 
caid—two  entitlement  programs  in 
which  the  "providee"  obtains  serv- 
ices using  someone  else's  money. 
Both  of  these  programs  are  justified 


by  government  because  we  as  indi- 
viduals must  assume  medical  re- 
sponsibility for  those  who  cannot  or 
choose  not  to. 

The  physician,  like  all  productive 
people,  is  feeling  the  financial  drain 
(look  at  your  gross  and  take  home 
paycheck)  required  to  maintain  this 
philosophy  and  at  the  same  time  he 
is  being  attacked  by  those  who  cre- 
ated and  run  these  programs  as 
greedy  and  dishonest.  These  arro- 
gant bureaucrats  provide  no  service 
(save  for  harassment)  and  product 
no  goods;  yet  they,  through  the 
sanction  of  government,  are  telling 
you  how  to  practice  medicine 
through  the  shifting  arrays  of  the 
paper  chase  syndrome. 

Trying  to  approach  WIPRO  in  a 
logical  manner  will  only  lead  to 
frustration.  WIPRO  exists  as  a mer- 
cenary branch  of  the  tyranny  re- 


quired by  government  to  maintain 
these  collectivist  programs.  The  lat- 
est changes  by  WIPRO  includes  the 
study  of  statistical  data  of  outcome 
based  medicine.  What  will  stem  from 
this  is  cookbook  medicine  that  will 
sanction  those  deemed  outside  the 
standard  deviation. 

Expecting  WIPRO  to  fundamen- 
tally change  is  like  asking  the  scor- 
pion not  to  sting— he,  like  WIPRO, 
can't.  It  is  in  their  nature  to  be  what 
they  are.  What  can  be  done  to  change 
our  plight?  We  must  reject  collectiv- 
ism for  its  corrupt  nature  of  limiting 
man's  freedom  to  pursue  happiness. 
Unless  we  have  the  courage  to  take 
a stand  and  not  allow  "the  sanction 
of  the  victim,"  our  profession  and 
society  will  be  ruled  by  the  whims  of 
tyranny. 

—James  P.  Fogarty,  MD 
Barron-> 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


mmm 

Diners  Club 

1 9 

VISA 

5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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Millions  Victimized  by 
Family  Members 
Every  Year! 

Are  you  concerned  about  the  effects  of  family  violence 
and  victimization  within  your  community? 

Become  an  advocate  within  your  community  for  the 
prevention  of  family  violence. 

Violence  among  family  members  has  reached  staggering  proportions,  livery  year  more  than 
2 million  cases  of  child  abuse  and  neglect  are  reported,  between  2 and  a million  women  are 
battered  by  their  spouses,  and  between  700,000  and  1 . 1 million  of  the  elderly  population  are 
abused. 

The  American  Medical  Association  Inis  formed  a A ational  Coalition  of  Physicians  Against 
Family  Violence.  Through  the  Coalition  the  American  Medical  Association  hopes  to  involve 
you  in  activities  that  address  issues  of  child  abuse,  sexual  assualt,  domestic  violence  and 
elder  abuse  because  you  have  the  unique  ability  to  identify  the  symptoms,  first-hand,  by 
joining  the  National  Coalition  you  will  be  showing  your  concent  about  the  effects  of  family 
violence  and  victimization,  and  will  become  a committed  advocate  within  your  community 
for  the  prevention  of  family  violence. 

Through  the  Coalition  you  will: 

• be  informed  about  local  contacts  and  referrals 

• become  aware  of  local  and  regional  resources 

• be  provided  with  information  regarding  model  educational  programs 

• become  aware  of  treatment  guidelines  and  protocols. 

• have  access  to  newsletters,  public  education  materials  ;uul  other  publications 

• receive  tin  official  membership  card  and  frameable  poster  tilerting  your  patients  of  your 
interest  in  and  concern  for  this  problem. 

The  only  cost  to  you  is  your  commitment  to  help  curb  this  problem.  Simply  complete  the 
membership  application  form  below  and  mail  to  the  Department  of  Mental  Health,  American 
Medical  Association,  SIS  N . State  Street,  Chicago,  II.  60610. 


Yes  , include  my  name  in  the  Coalition's  membership 

Name 

Address 

City/State/Zip 


Telephone  # 


Specialty 


Auxiliary  Member  □ Ves  □ No  Other 

Area  of  interest  within  Family  Violence:  Q Child  Abuse  QH  Sexual  Assault  Q Domestic  Violence 

□ Flder  Abuse  □ Other 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Scientific 


The  outcome  status  of  chronic  pain  patients 
4 years  after  multidisciplinary  care 

Timothy  E.  Tyre,  PhD;  Diane  E.  Walworth,  RN;  and  Emily  M.  Tyre;  Waukesha  and  Akron,  Ohio 


Thirty-three  patients  previously  treated  for  a variety  of  chronic  pain  syn- 
dromes (largely  non-surgical  back  problems)  were  selected  for  study  on 
the  basis  of  2 years  or  greater  post-discharge  status.  A patient  profile  was 
developed  revealing  an  86%  successful  retum-to-work  rate  and  minimal 
use  of  narcotics  4 years  after  discharge.  In  addition,  there  was  relatively 
low  use  of  either  inpatient  or  outpatient  medical  services  after  treatment. 
These  patient  behaviors  were  specific  goals  of  the  pain  management  pro- 
gram in  which  these  patients  had  participated.  Interesting  data  were  also 
collected  on  medication  use  after  treatment  and  methods  of  pain  control 
used  most  successfully.  Selected  outcome  variables  were  also  studied 
across  specific  diagnostic  categories  (surgical  v non-surgical  back  prob- 
lems, amputee  pain,  reflex  sympathetic  dystrophy,  and  others)  for  this 
group.  In  general,  rather  compelling  positive  outcomes  are  shown  for  the 
long-term  effects  of  multi-disciplinary  pain  management.  Wi's  Med 
J.1994;93(l):9-12. 


CONSIDERABLE  ATTENTION  has 
been  paid  to  understanding 
the  medical,  economic,  and  social 
effects  of  chronic  pain  over  the  last 
several  decades.  Alternative  treat- 
ment models,  including  behavior- 
ally  oriented,  multi-disciplinary  pain 
management  programs,  have  been 


Dr  Tyre  and  Walworth  are  with  the  pain 
rehabilitation  program  at  the  Waukesha 
Memorial  Hospital.  Tyre  is  with  the 
University  of  Akron  Department  Psy- 
chology in  Akron,  Ohio.  Reprint  requests 
to:  Timothy  E.  Tyre,  PhD,  Waukesha 
Memorial  Hospital,  725  American  Ave, 
Waukesha,  WI  53188-5099.  Copyright 
1994  by  the  State  Medical  Society  of  Wis- 
consin. 


developed  throughout  the  country 
to  address  these  complicated  cases. 
Waukesha  Memorial  Hospital  has 
been  a midwest  leader  in  this  area  of 
occupational  medicine,  with  a com- 
prehensive pain  service  that  has 
treated  patients  with  chronic  benign 
pain  since  1978. 

The  profile  of  a chronic  pain  pa- 
tient is  remarkably  similar  through- 
out this  country.1  Typically,  these 
patients  suffer  from  unremitting 
pain  following  an  industrial  injury. 
A large  percentage  (60%  to  80%)  of 
these  are  back  injuries,  with  or  with- 
out surgical  intervention.  Over-use 
of  narcotic  analgesics,  reactive  de- 
pression and  frequent  use  of  and,  in 
some  cases,  dependence  on  the 
health  care  system  are  also  charac- 


teristics of  this  group.  Many  studies 
have  been  completed  supporting  the 
economic  effects  of  lost  work  days, 
poor  worker  morale,  and  overall 
negative  industrial  production  re- 
lated to  back  injury  and  chronic 
pain.2 

Studies  were  available  in  the  early 
1980s  showing  good  short-term 
outcomes  for  behavioral  treatment 
of  these  patients,3  yet  few  have  been 
offered  showing  extended  outcomes. 
This  study  has  focused  exclusively 
on  the  long-term  status  of  patients 
treated  and  discharged  from  a mul- 
tidisciplinary pain  clinic.  Emphasis 
was  on  clarifying  methods  of  pain 
control  in  everyday  use  of  these 
patients.  Occupational  status,  health 
system  use  patterns,  and  medica- 
tion use  were  also  studied.  The 
sample  was  broken  down  by  source 
of  injury  and  principle  diagnosis. 
Lastly,  the  group  was  analyzed  by 
sex,  age,  and  marital  status. 

Methods 

Thirty-three  chronic  pain  patients 
were  randomly  selected  from  a 
larger  pool  of  previously  treated 
patients  with  a study  criteria  requir- 
ing post  discharge  status  of  24 
months  or  greater.  Trained  hospital 
volunteers  conducted  a telephone 
interview  survey  using  a standard- 
ized interview  format.  Respondent 
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Table  1.  — Demographic  characteristics  of  selected  chronic  pain  patients  from  long  term  follow-up  study  (discharge  < 24 
months)  (N-33). 


No  of  % Using  medical 


X = Age 

years  post 

% Married 

% Single 

% Return 

services 

post-discharge 

discharge 

to  work 

Inpatient 

Outpatient 

Males 

X-41.05 

X-4.4 

70% 

30% 

82%  (14 

10% 

45% 

(N-20) 

(14) 

(6) 

out  of  17) 

(20-2) 

(20-9) 

Females 

X-35.08 

X-4.0 

76.9% 

23.07% 

92%  (11 

7.69% 

15.38% 

(N-13) 

(10) 

(3) 

out  of  12) 

(13-1) 

(13-2) 

All  Patients 

X-38.06 

X-4.24 

72.73% 

27.27% 

86.2%  (25 

9.09% 

33% 

(N-33) 

T (24) 

T (9) 

out  of  29) 

(33-3) 

(33-11) 

Table  2.  — Summary  of  selected  outcome  status  by  diagnosis  for  long  term  follow-up  chronic  pain  patients  (discharge  greater 
than  24  months). 


% Using  medical 

% Work  services  post-discharge 


X age  M 

X age  F 

% Female 

% Male 

injury 

% RTW 

In  Pt 

Out  Pt 

Post 

F 66% 

F 66% 

F 33% 

F 33% 

surgical 

43.0  Y 

41.0  Y 

37.5% 

62.5% 

M 60% 

M 60% 

M 20% 

M 30% 

/back 

Total: 

Total: 

Total: 

Total: 

N-8 

62.5% 

62.5% 

25% 

25% 

Non 

F 28% 

F 100% 

F 0% 

F 42.86% 

surgical 

39.7  Y 

35.4Y 

41.18% 

58.8% 

M 80% 

M 70% 

M 10% 

M 50.0% 

back 

Total: 

Total: 

Total: 

Total: 

N-17 

58.82% 

82.35% 

5.88% 

47.06% 

Post 

carpal 

tunnel 

N-2 

NA 

29.0  Y 

100% 

— 

50% 

100% 

0 

0 

Reflex 

sym 

dystrophy 

N-2 

31.5  Y 

100% 

100% 

100% 

0 

50% 

Amputee 

pain 

N-l 

71.0  Y 

— 

— 

100% 

100% 

NA 

0 

0 

Cervical 
neck  pain 
N-2 

37.5  Y 

— 

— 

100% 

0% 

100% 

0 

50% 

Generalized 

pain  syn 
N-l 

— 

27.0  Y 

100% 

— 

100% 

0% 

0% 

0% 
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compliance  was  100%.  Non-  par- 
ametric statistical  analyses  were 
performed  on  selected  demograph- 
ics, treatment  outcomes,  and  meth- 
ods of  pain  control  currently  used 
by  these  patients 

Results 

Table  1 provides  a demographic 
summary  of  the  study  sample.  The 
average  age  of  male  patients  was  41 
years,  females  35  years,  and  an  over- 
all average  age  of  38  years.  The 
average  number  of  years  since  dis- 
charge was  similar  for  both  men  and 
women  with  mean  scores  of  4.4  years 
for  males  and  4.0  years  for  females. 
This  sample  included  a majority  of 
patients  who  reported  intact  mari- 
tal status  (72%).  Notably  high  rates 
of  successful  return  to  work  are  noted 
with  82%  of  males  returning  and 
92%  of  females.  The  group  rate  was 
86%  return  to  employment.  A low 


rate  of  use  of  inpatient  services  is 
revealed  at  9%,  and  althouqh  outpa- 
tient services  are  higher  at  33  % these 
data  suggest  overall  low  rates  of  use 
compared  to  national  averages  for 
chronic  pain  patients.4 

Table  2 breaks  the  study  sample 
down  by  diagnosis.  The  largest 
number  of  patients  are  non-surgical 
back  problems  followed  with  post- 
surgical  back  injuries.  Relatively 
high  rates  of  return  to  work  are 
reported  by  both  these  groups,  al- 
though patients  with  non-surgical 
back  injuries  enjoy  the  highest  level 
of  successful  return,  with  a response 
rate  of  80%.  A retum-to-work  rate  of 
62.5%  is  seen  for  patients  with  back 
problems  requiring  surgery.  This 
lower  level  is  likely  attributable  to 
enforced  disability  retirements.  The 
additional  diagnostic  categories  in 
the  sample— which  include  carpal 
tunnel,  reflex  sympathetic  dystro- 


phy (RSD),  and  cervical  neck  pain- 
all  show  100%  successful  return  to 
work  at  4 years  past  discharge. 
Review  of  Table  2 will  also  reveal 
the  largest  percentage  of  discharged 
patients  used  outpatient  diagnostic 
services. 

Table  3 provides  a breakdown  of 
medication  categories  in  use  by  all 
patients.  The  study  group  is  broken 
out  by  diagnosis  for  additional  clar- 
ity. A 53%  portion  of  patients  with 
non-surgical  back  problems  report 
"no  pain  medication"  in  use  at  the 
time  of  this  follow-up.  Diagnostic 
groups  combined  for  this  variable 
reveal  48%  abstinence  from  pain 
medications.  Approximately  10%  of 
the  study  sample  reports  continued 
use  of  tricyclic  antidepressant  medi- 
cations (low  dosage)  at  greater  than 
24  months  post  discharge.  Non- 
narcotic analgesics  do  continue  to 
be  used,  yet  at  a relatively  low  level 


Table  3.  — Summary  of  daily  medication  use  for  long  term  follow-up  chronic  pain  patients  broken  down  by  diagnosis 
(discharge  > 24  months). 


No  pain 
medications 

Tricyclic 

Non-narcotic 

analgesia 

Narcotic 

analgesia 

Benzodiazepines 

Post  surgical 

N-2 

— 

N-5 

N-l 

N-l 

back  (N-8) 

25% 

— 

62.5% 

12.5% 

12.5% 

Non-surgical 

N-9 

N-2 

N-4 

N-3 

N-3 

back  (N-17) 

52.94% 

11.76% 

23.53% 

17.64% 

17.64% 

Post  carpal 

N=2 

— 







tunnel  (N-2) 

100% 

— 

— 

— 

— 

Reflex  sym/ 

N-l 

N-l 

N-l 



_ 

dystrophy  (N-2) 

50% 

50% 

50% 

— 

— 

Amputee  pain 

— 

— 

N-l 





(N-l) 

— 

— 

100% 

— 

— 

Cervical  neck 

N-2 



_ 

pain  (N-2) 

100% 

— 

— 

— 

— 

Gen  pain 

— 

— 



N-l 



Syndrome  (N-l) 

— 

— 

— 

100% 

— 

All  patients 

N-16 

N-3 

N-ll 

N-5 

N-4 

(N-33) 

48.48% 

9.09% 

33.33% 

15.15% 

12.12% 
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Table  4.  — Summary  of  principle  pain  control  methods  for  long  term  follow-up  chronic  pain  patients  broken  down  by 
diagnosis  (discharge  < 24  months  1983-1988). 


Relaxation 

tech 

Exercise 

Body 

mechanics 

Pacing 

Distraction  TENS 

Non-narc. 

analgesic 

Narcotic 

analgesic 

Other 

Post  surgical 

N-l 

N-2 

— 

N-l 

N-l 



N-l 



N-l 

back  (N-8) 

12.5% 

25% 

— 

12.5% 

12.5% 

— 

12.5% 

— 

25% 

Non  surg  back 

N-8 

N-5 

N-l 

N-l 



N-l 

N-2 

N-l 

N-l 

(N-17) 

47.06% 

29.41% 

5.88% 

5.88% 

— 

5.88% 

11.76% 

5.88% 

5.88% 

Post  carpal 











N-l 





N-l 

tunnel  (N-2) 

— 

— 

— 

— 

— 

50% 

— 

— 

50% 

Reflex  symdys- 









N-l 



N-l 



_ 

trophy  (N-2) 

— 

— 

— 

— 

50% 

— 

50% 

— 

— 

Amputee  pain 

— 

N-l 

— 

— 

— 

— 

— 

— 

— 

(N-l) 

— 

100% 

— 

— 

— 

— 

— 

— 

— 

Cervical  neck 



N-l 













N-l 

pain  (N-2) 

— 

50% 

— 

— 

— 

— 

— 

— 

50% 

Gen  pain 

N-l 

— 

— 

— 

— 

— 

— 





syndrome  (N-l) 

100% 

— 

— 

— 

— 

— 

— 

— 

— 

All  patients 

N-10 

N-9 

N-l 

N-2 

N-2 

N-2 

N-4 

N-l 

N-4 

(N-33) 

30.30% 

27.27% 

3.03% 

6.06% 

6.06% 

6.06% 

12.12% 

3.03% 

12.12% 

(33%).  A small  percentage  of  these 
patients  (13%)  have  reported  con- 
tinued use  of  muscle  relaxant  prepa- 
rations. 

Table  4 summarizes  the  principle 
forms  of  pain  control  in  use  by  pa- 
tients. A combination  of  relaxation 
techniques  and  regular  exercise  are 
reported  as  the  most  frequent  sources 
of  pain  control.  Other  methods  of 
pain  management  reported  in 
smaller  frequency  of  use  include 
pacing  of  activity,  distraction  proce- 
dures, transcutaneous  electrical 
nerve  stimulation  (TENS)  and  non- 
narcotic analgesic  preparations.  In- 
terestingly, the  largest  diagnostic 
group  of  the  sample  (patients  with 
non-surgical  back  problems)  appears 
to  rely  most  heavily  on  exercise  and 
relaxation  techniques. 


Discussion 

The  care  of  chronic  pain  patients 
continues  to  be  a necessary  special- 
ity service  within  industrial  medi- 
cine. Back  injuries  and  over-use 
trauma  to  the  upper  and  lower  ex- 
tremities reflects  a worker  injury 
trend.  Long-term  outcome  studies 
that  demonstrate  concrete  evidence 
of  patient  behavior  change  are  piv- 
otal to  evaluating  the  efficacy  of 
multi-disciplinary  behavioral  treat- 
ment programs.  The  data  revealed 
in  this  study  supports  positive  long- 
term outcomes  in  several  important 
areas,  including  successful  return  to 
work,  minimization  of  health  sys- 
tem over-reliance  and  decreased  use 
of  narcotic  analgesics.  The  impor- 
tance of  consistent  application  of 
treatment  techniques  emphasizing 
exercise,  relaxation  procedures. 


pacing,  and  proper  body  mechanics 

are  underscored. 
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Transurethral  insertion  of  a vaginal  contraceptive 
suppository  into  the  urinary  bladder 

J.  S.  Mayersak,  MD  and  Carl  J.  Viviano,  MD,  Wausau 


The  accidental  insertion  of  a 
contraceptive  suppository 
containing  the  spermicidal  detergent 
nonoxynol-9  into  the  urinary  blad- 
der constitutes  an  emergency  that 
can  be  initially  managed  by  the 
physician,  but  which  is  often  misun- 
derstood. 

There  are  a variety  of  contracep- 
tive suppositories  available  without 
prescription  to  the  female  patient 
under  the  trade  names  of  Semicid, 
Conceptrol,  and  Encare.  Each  of  the 
preparations  has  a similar  concen- 
tration of  nonoxynol-9.  Semicid  has 
100  mg  and  Conceptrol  has  150  mg 
of  nonoxynol-9.  Encare  has  2.27%  of 
nonoxynol-9  (table).  These  supposi- 
tories, when  inadvertently  inserted 
into  the  urinary  bladder  via  the 
urethra,  cause  severe  debilitating 
chemical  cystitis  secondary  to  the 
nonoxynol-9.1'3 

Because  the  urinary  bladder  has 
more  surface  area  than  the  vagina, 
these  suppositories  dissolve  within 
15  minutes  after  their  insertion  into 
the  urinary  bladder.  The  different 
cell  lining  of  the  bladder  and  the 
effect  of  various  enzymes  in  the  urine 
contribute  to  this  rapid  dissolving 
of  the  suppository  and  the  absorp- 
tion of  the  nonoxynol-9  into  the  sys- 
temic circulation.  Theoretically, 
Conceptrol,  with  its  higher  amount 
of  nonoxynol-9,  would  be  capable 
of  causing  a more  severe  cystitis. 
The  cystitis  observed  with  Semicid, 
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however,  is  so  severe  that  it  is  diffi- 
cult to  imagine  a cystitis  more  se- 
vere because  of  an  increased  amount 
of  the  nonoxynol-9  in  the  supposi- 
tory. Prompt  and  effective  treatment 
is  imperative. 

Some  physicians  under-estimate 
the  danger  of  inserting  these  vagi- 
nal suppositories  into  the  urinary 
bladder  and  think  that  these  sup- 
positories do  not  cause  severe  dam- 
age to  the  urinary  bladder— a mis- 
conception reinforced  when  the 
physician  contacts  the  poison  con- 
trol centers  and  is  informed  that 
nonoxynol-9  is  a detergent  not  re- 
quiring specific  care  or  treatment. 

Extensive  advertising  by  the 
companies  producing  these  prod- 
ucts states  that  they  are  an  effective, 
safe,  nonsystemic,  reversible  method 
of  birth  control.  The  effects  and 
absorption  of  nonoxynol-9  would 
suggest  a tempering  of  the  claims  of 
"safe  and  nonsystemic."  Nonoxynol- 
9 has  been  used  to  lubricate  latex 
condoms  in  various  parts  of  the 
world  in  an  effort  to  prevent  the 
spread  of  AIDS,  and  significant  irri- 
tation has  been  reported  by  prosti- 
tutes when  these  nonoxynol-9  lubri- 
cated condoms  are  used  for  anal, 
oral,  or  vaginal  sex.4  The  nonoxynol- 
9 was  capable  of  removing  the  fin- 
gernail polish  of  the  workers  in  these 
studies.  Bleeding  and  sloughing  of  a 
thin  layer  of  the  cells  of  the  cervix 
have  been  reported  to  be  caused  by 
the  nonoxynol-9.  There  is  an  in- 
creased risk  of  genital  ulcers  in 
females  using  nonoxynol-9  contain- 
ing products.5-6 

In  animal  studies  using  carbon- 
14  labeled  nonoxynol-9,  approxi- 
mately 50%  of  the  administered  dose 
of  the  detergent  is  found  in  the  sys- 
temic circulation  within  6 hours. 
Nonoxynol-9  is  eliminated  un- 


metabolized in  the  urine  or  the  bile.7 

This  systemic  absorption  infor- 
mation does  not  take  into  account 
the  recommendation  made  by  the 
companies  producing  the  supposi- 
tories that  another  suppository 
should  be  placed  in  the  vagina  if 
intercourse  does  not  occur  within  1 
hour  of  the  initial  insertion  of  the 
vaginal  suppository.  The  systemic 
toxicity  of  the  nonoxynol-9  is  cumu- 
lative and  dose-related.  The  effect  of 
repeated  doses  of  nonoxynol-9 
would  become  important  in  its  sys- 
temic toxicity.  This  would  be  par- 
ticularly true  if  the  intra-urinary 
bladder  suppository  was  the  second 
suppository  used  after  an  initial 
vaginal  suppository. 

The  oleophylic  and  hydrophilic 
binding  properties  of  nonoxynol-9 
causes  prolonged  retention  of  the 
drug  in  the  blood.8  In  animal  stud- 
ies, the  intra-peritioneal  injection  of 
nonoxynol-9  for  5 days  showed  a 
significant  increase  in  the  collagen 
and  DNA  content  in  the  liver  and 
kidney.9 

Up  to  17  commercial  oligomeric 
components  of  nonoxynol-9  are 
demonstrated  with  liquid  chroma- 
tography evaluation,  and  their  dis- 
tribution varies  slightly  from  manu- 
facturer to  manufacturer.10  With  the 
different  oligomeric  distributions, 
there  would  be  a non-uniform  toxic- 
ity in  the  different  products,  depend- 
ing on  the  source  of  the  nonoxynol- 
9.  Nonoxynol-9  is  nonylphe- 
noxypolyethoxyethanol.  Nonoxynol 
4, 15,  and  30  are  used  a pharmaceu- 
tical formulating  aids  as  nonionic 
surfactants.11 

Because  the  drug  is  excreted 
unchanged  in  the  bile  and  urine,  it 
would  be  appropriate  to  obtain  ap- 
propriate renal  and  liver  function 
studies  on  any  patient  who  has  in- 
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serted  a nonoxynol-9  containing 
suppository  into  the  urinary  blad- 
der. This  is  because  animal  studies 
have  demonstrated  pathological 
changes  in  the  kidney  and  liver  from 
nonoxynol-9  in  increased  and  re- 
petitive doses. 

Clinical  presentation 

Patients  usually  come  to  the  emer- 
gency room  within  2 hours  of  acci- 
dentally inserting  a vaginal  contra- 
ceptive suppository  into  the  urinary 
bladder.  Usually,  there  is  a history 
of  intoxication  of  the  patient  associ- 
ated with  the  misplacement  of  the 
suppository. 

The  patient  complains  of  severe 
urgency,  stranguria,  intensive  su- 
prapubic pain,  and  hematuria.  Be- 
cause of  the  severe  acidity  of  the 
suppositories,  alkalization  of  the 
urine  is  indicated.  The  pH  of  the 
spermicide  is  3.35.  For  Conceptrol, 
the  pH  of  the  vaginal  suppository  is 
4.5.  The  acidic  nature  of  the  sup- 
positories is  thought  to  contribute 
directly  to  the  severe  chemical  cysti- 
tis encountered. 

Physical  examination  may  reveal 


marked  urethral  edema  and  urethral 
pain.  The  intensity  of  the  pain  the 
patients  exhibit  is  greatly  out  of 
proportion  to  that  expected  by  most 
physicians  from  the  accidental  place- 
ment of  the  suppository  into  the 
bladder.  Urological  evaluation 
demonstrates  a marked  reduction 
in  the  capacity  of  the  urinary  blad- 
der with  uninhibited  bladder  con- 
tractions. These  patients  have  a 
severe  hemorrhagic  cystitis  with 
pseudopolyp  formation  and  marked 
elevation  of  the  mucosal  surfaces  of 
the  urinary  bladder. 

Biopsies  of  the  urinary  bladder 
have  demonstrated  that  there  may 
be  eosinophilic  infiltration  into  the 
bladder  wall.  Associated  cutaneous 
fixed  drug  eruption  has  been  re- 
ported. 

The  poison  control  center's  rec- 
ommendation was  that  these  sup- 
positories contain  a detergent-like 
substances  and  no  specific  therapy 
was  recommended. 

Recommendations 

Because  the  patients  are  usually  seen 
15  minutes  after  insertion  of  the 


contraceptive  vaginal  suppository 
into  the  urinary  bladder,  the  sup- 
pository will  have  already  dissolved 
and,  in  the  semi-liquid  form,  had 
extensive  contact  with  the  walls  of 
the  urinary  bladder. 

A three-way  catheter  should  be 
inserted  into  the  urinary  bladder, 
and  the  bladder  emptied.  Irrigation 
with  an  alkaline  solution  should  be 
initiated  as  has  been  suggested  by 
Gottesman  because  of  the  severely 
acidic  nature  of  the  suppositories. 
The  alkaline  solution  irrigation  may 
assist  in  the  reduction  of  the  symp- 
toms and  duration  of  the  chemical 
cystitis. 

Broad  spectrum  antibiotic  cover- 
age should  be  instituted  along  with 
antispasmodic  therapy  for  the  unin- 
hibited bladder  contractions.  The  use 
of  intravenous  steroids  at  high  doses 
is  recommended.  The  patient  should 
be  hospitalized  and  an  oral  steroid 
tapering  dose  with  prednisone  be 
started. 

Urological  evaluation  should  be 
performed  since  these  patients  have 
been  reported  to  have  marked 
submucosal  bladder  hemorrhage 


Composition  of  vaginal  contraceptive  suppositories. 


Semicid 

Encare 

Conceptrol 

nonoxynol-9 

100  mg 

2.27%  (no  mg  given) 

8.34%  150  mg 

Repeat  recommendation 

within  1 hr  or 
with  each  act  of 
intercourse 

within  1 hr  or 
with  each  act  of 
intercourse 

within  1 hr  or 
with  each  act  of 
intercourse 

How  supplied 

Strip  package  of  10 

boxes  of  12 

10  inserts 

Inactive  ingredients 

benzethonium 

chloride 

citric  acid 

D&C  Red  #21  Lake 

D&C  Red  #33  Lake 

Methylparaben 

Polyethlene  glycolsodium 

water. 

fragrance 
lactalbumin 
polyethlene  glycols 
potassium 
coco-hydrolyzed 
animal  protein 
bicarbonate 
sodium  lauryl  sulfate 
sodium  tartrate 
tartaric  acid 

Lauroampho- 
diacetate  sodium, 
Trideceth  sulfate 
polyethlene  glycol 
1000 

Polyethlene  glycol 
1450,  povidone. 
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and  blood  clot  formation  in  the  blad- 
der. Significant  hemorrhage  from 
the  bladder  can  occur.  Because  a 
significant  absorption  of  the  non- 
oxynol-9  can  occur  via  the  bladder 
mucosa,  appropriate  liver  and  renal 
function  studies  should  be  obtained 
to  serve  as  baseline  studies  during 
the  treatment  of  the  patient. 

It  is  obvious  that  these  nonoxynol- 
9 containing  suppositories  do  not 
behave  as  a benign  detergent  in  the 
urinary  bladder,  but  are  capable  of 
causing  severe  and  possibly  perma- 
nent bladder  damage.  There  was  a 
significant  reduction  in  the  capacity 
of  the  urinary  bladder  reported  in 
some  of  the  cases  with  nonoxynol-9 
intravesical  suppository  insertion. 
The  bladder  symptoms  persisted  for 
up  to  6 weeks. 

Physicians  should  appreciate  the 
severe  nature  of  the  problem  and 
with  vigorous  treatment  an  effort  to 
reduce  the  severe  symptoms  and 
long-term  potential  problems  can 
be  accomplished.  The  treatment 
must  be  instituted  promptly  on  the 
arrival  of  the  patient  with  the  vagi- 
nal suppository  in  the  urinary  blad- 
der syndrome. 
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Child  Safety  Tips 

Injuries  have  been  the  leading  cause 
of  death  in  children,  adolescents  and 
young  adults  for  nearly  40  years.  This 
year,  one  out  of  every  four  children  in 
the  U.S.  will  suffer  an  injury  serious 
enough  to  require  medical  attention. 


Children 
Our  Future 


The  American  Academy  of  Pediat- 
rics is  working  to  reduce  childhood 
injuries.  As  part  of  the  effort,  the 
nation's  45,000  pediatricians  have 
declared  October  as  Child  Health 
Month.  Together  we  can  place  solu- 
tions before  problems.  Here  are  a 
few  safety  precautions  to  start  with. 

• Give  your  home  a safety  check. 

Use  smoke  detectors.  Turn  down 
your  water  heater  to  120".  Use  win- 
dow guards  and  stairway  gates. 
Never  leave  children  alone  in  the 
tub.  Store  poisonous  cleaners, 
chemicals,  matches,  lighters  and 
small  objects  out  of  reach.  Use 
childproof  caps  on  medicines. 
Don't  use  baby  walkers.  Know 
how  to  access  emergency  services. 
Learn  CPR.  If  you  have  a gun, 
keep  it  unloaded  and  locked  away. 

• Help  your  children  to  be  safer. 

Buy  bike  helmets  and  insist  they 
wear  them.  Children  up  to  age  4 
should  be  in  safety  seats  when  in 
vehicles.  All  others  should  wear 
safety  belts.  Install  a 4-foot-high, 
4-sided  fence  with  a self-latching 
gate  if  you  own  a pool  or  hot  tub. 
Inspect  playgrounds  for  hazards 
such  as  concrete  or  hard  dirt  sur- 
facing under  climbing  equipment. 

For  more  information,  send  a 
stamped,  self-addressed  envelope  to: 
Safety  Tips,  Dept.  C,  American  Acad- 
emy of  Pediatrics,  P.O.  Box  927,  Elk 
Grove  Village,  IL  60009-0927. 
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Use  of  devices  for  mobility  by  the  elderly 

Lori  L.  Brooks,  MD;  Jacqueline  J.  Wertsch,  MD;  and  Edmund  H.  Duthie,  Jr.,  MD,  Milwaukee 


Our  study  examined  the  use  of  devices  for  mobility  by  the  elderly.  We 
looked  at  whether  the  device  was  prescribed,  who  prescribed  it,  and  how 
it  was  obtained.  Seventy  elderly  people,  age  75  years  or  older,  who  were 
current  users  of  canes,  walkers,  or  wheelchairs  were  interviewed.  Sev- 
enty-one percent  of  the  devices  had  been  prescribed.  The  prescribed 
devices  were  chosen  45%  of  the  time  by  physical  therapists,  32.5%  by 
physicians,  and  22.5%  by  nurses.  An  exceptionally  high  percentage  of 
wheelchair  users  (93%)  in  the  skilled  care  facility  may  reflect  economics 
(wheelchair  and  standard  walkers  are  provided  free)  and  perceived 
socialization  benefits.  This  study  shows  that  many  elderly  begin  using 
devices  for  mobility  on  their  own  (94.3%).  Clinicians  need  to  be  alert  to 
these  non-prescribed  devices  to  assure  their  appropriateness  and  safe  use. 
Wis  Med  J.1994;93(l):16-20. 


As  early  as  2830  BC  devices 
for  mobility  were  used.  A 
carving  on  the  entrance  of  an  Egyp- 
tian tomb  shows  Hirkouf  leaning  on 
a crutch.1  In  medieval  times,  the 
social  implications  of  crutch  use  was 
appreciated  as  illustrated  by  the 
legend  of  Pope  Sixtus  Quint  (1585). 
He  allegedly  used  crutches  to  por- 
tray feebleness  and  vulnerability 
when  being  considered  for  office. 
After  being  elected  to  succeed  Gre- 
gory XIII,  he  immediately  discarded 
the  crutch  in  triumph.1  Today,  in  the 
United  States  there  is  widespread 
use  of  canes,  walkers,  and  wheel- 
chairs. 
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Court,  West  Allis,  WI  53214.  Copyright 
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The  use  of  mobility  aides  by  the 
elderly  in  our  society  is  not  only 
very  common  but  also  very  costly.2 
The  process  by  which  elderly  indi- 
viduals obtain  mobility  devices 
varies.  They  may  simply  start  using 
a cane  bought  at  the  local  drugstore 
or  found  in  the  attic.  In  such  cases,  it 
has  been  noted  that  an  incorrect 
length  or  inappropriate  handle  can 
be  dangerous.5-5  Sainsbury  found 
that  18  of  the  24  individuals  who 
had  fallen  while  using  their  canes 
had  canes  of  incorrect  length.6  A 
wheelchair  can  also  be  a source  of 
morbidity  if  prescribed  and  used  in- 
correctly.7-8 Thus,  it  appeared  of  in- 
terest to  examine  not  only  what  de- 
vices for  mobility  were  actually  being 
used  by  a group  of  elderly,  but  also 
whether  the  device  was  prescribed, 
who  prescribed  it,  and  how  it  was 
obtained. 

Methods 

Seventy  elderly  people  were  inter- 
viewed. Fifty-eight  of  the  70  resided 
in  a skilled  nursing  facility,  while 
the  remaining  12  resided  in  an  inter- 
mediate care  nursing  facility.  These 
two  nursing  homes  were  available 
for  participation  in  this  study  and 
were  not  chosen  for  comparison 
purposes.  The  individuals  were 
chosen  by  the  head  nurse  on  each 
floor  using  inclusion  criteria: 


1)  age  75  or  older; 

2)  a current  user  of  a cane,  walker 

or  wheelchair;  and 

3)  capable  of  communicating  with 

the  interviewer. 

The  Short  Portable  Mental  Status 
(SPMS)  questionnaire9  was  admini- 
stered to  each  participant,  and  a 
minimum  score  of  7 out  of  10  was 
required  for  inclusion  in  the  study. 
A score  of  7 was  chosen  in  accor- 
dance with  the  published  scoring 
guidelines,9  as  the  majority  of  the 
participants  had  up  to  an  eighth- 
grade  education. 

Human  Research  Review  Com- 
mittee procedures  were  followed, 
with  a consent  form  signed  by  each 
individual  prior  to  the  interview.  A 
questionnaire  was  administered 
inquiring  about  which  assistive 
devices  they  had  ever  used,  whether 
they  are  currently  using  them  or 
had  done  so  previously,  when  they 
began  using  them,  where  they  ob- 
tained them,  cost  factors  involved,  if 
they  are  effective,  and  whether  they 
were  prescribed.  The  designation  of 
prescribed  v non-prescribed  was  not 
applied  solely  to  prescriptions  by 
physicians.  If  an  assistive  device  was 
chosen  for  a resident  by  a physician, 
physical  therapist,  or  nurse,  it  was 
considered  prescribed.  If  no  health 
care  professionals  were  involved  in 
choosing  or  initiating  device  use,  it 
was  considered  non-prescribed.  The 
data  was  statistically  analyzed  by 
frequency  analysis  and  cross  tabu- 
lation. Statistical  significance  was 
determined  using  the  chi  square  test 
with  p < 0.05. 

Results 

Non-prescribed  devices  were  used 
by  94.3%.  Of  these,  34.3%  had  exclu- 
sively used  only  non-prescribed 
devices,  and  60%  have  used  both 
prescribed  and  non-prescribed  de- 
vices. The  prescribed  devices  were 
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chosen  45  % of  the  time  by  a physical 
therapist,  32.5%  by  a physician,  and 
22.5%  by  a nurse.  Manual  wheel- 
chairs were  the  devices  used  most 


frequently  (87.1%),  with  standard 
walkers  being  used  second  most 
frequently  (60%)  and  straight  canes 
third  (54%). 


How  the  mobility  devices  were 
obtained  was  examined.  Interest- 
ingly, 10.1  % of  the  devices  were  in 
the  individual's  possession  before 


Table  1.  — Mobility  devices  used,  by  who  prescribed  the  device,  cross  tabulation. 


MD 

PT 

Nurse 

Self 

Family 

Rolling 

n 

2.0 

7.0 

0.0 

2.0 

0.0 

11.0 

walker 

% of  total 

6.5 

% of  row 

18.2 

63.6 

0.0 

18.2 

0.0 

% of  col 

5.1 

13.0 

0.0 

5.3 

0.0 

Standard 

n 

15.0 

17.0 

2.0 

6.0 

4.0 

44.0 

walker 

% of  total 

26.0 

% of  row 

34.1 

38.6 

4.5 

13.6 

9.1 

% of  col 

38.5 

31.5 

7.4 

15.8 

36.4 

Large 

n 

0.0 

2.0 

0.0 

0.0 

0.0 

2.0 

quad 

% of  total 

1.2 

cane 

% of  row 

0.0 

100.0 

0.0 

0.0 

0.0 

% of  col 

0.0 

3.7 

0.0 

0.0 

0.0 

Small 

n 

4.0 

1.0 

0.0 

1.0 

3.0 

9.0 

quad 

% of  total 

5.3 

cane 

% of  row 

44.4 

11.1 

0.0 

11.1 

33.3 

% of  col 

10.3 

1.9 

0.0 

2.6 

27.3 

Straight 

n 

9.0 

7.0 

0.0 

21.0 

1.0 

38.0 

cane 

% of  total 

22.5 

% of  row 

23.7 

18.7 

0.0 

55.3 

2.6 

% of  col 

23.1 

13.0 

0.0 

55.3 

9.1 

Lofstrand 

n 

0.0 

0.0 

0.0 

1.0 

0.0 

1.0 

crutches 

% of  total 

0.6 

% of  row 

0.0 

0.0 

0.0 

100.0 

0.0 

% of  col 

0.0 

0.0 

0.0 

2.6 

0.0 

Axillary 

n 

1.0 

0.0 

0.0 

0.0 

0.0 

1.0 

Crutches 

% of  total 

0.6 

% of  row 

100.0 

0.0 

0.0 

0.0 

0.0 

% of  col 

2.6 

0.0 

0.0 

0.0 

0.0 

Manual 

n 

7.0 

20.0 

25.0 

7.0 

3.0 

62.0 

wheel- 

%  of  total 

36.7 

chair 

% of  row 

11.3 

32.3 

40.3 

11.3 

4.8 

% of  col 

17.9 

37.0 

92.6 

18.4 

27.3 

Light 

n 

1.0 

0.0 

0.0 

0.0 

0.0 

1.0 

wheel- 

%  of  total 

.6 

chair 

% of  row 

100.0 

0.0 

0.0 

0.0 

0.0 

% of  col 

2.6 

0.0 

0.0 

0.0 

0.0 

Total 

n 

39.0 

54.0 

27.0 

38.0 

11.0 

% 

23.1 

32.0 

16.0 

22.5 

6.5 
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being  used.  Many  were  left  from 
deceased  spouses,  and  several  were 
bought  at  the  1913  Worlds  Fair.  Gifts 
from  family  or  friends  accounted 
for  8.3%  of  the  devices.  Overall, 
37.9%  of  the  devices  were  purchased 
by  the  user  and  41.4%  were  pro- 
vided by  the  nursing  home.  Nurs- 
ing homes  most  commonly  supplied 
manual  wheelchairs  (64.3%),  with 
standard  walkers  being  second 
(22.9%).  Some  straight  canes  which 
had  been  donated  to  the  nursing 
home  were  dispersed  to  some  of  the 
residents. 

Cross  tabulation  (Table  1)  re- 
vealed a variation  among  devices 
chosen  and  who  chose  them.  Nurses 
chose  manual  wheelchairs  92.6%  of 
the  time.  Straight  canes  were  chosen 
by  patients  themselves  55.3%  of  the 
time.  Families  chose  standard  walk- 
ers most  frequently  (36.4%),  with 
their  second  choice  being  either  a 
small  quad  cane  or  manual  wheel- 
chair 27.3%  of  the  time. 

There  were  169  devices  used  by 
the  70  people  interviewed,  with  120 
devices  being  currently  used  (Table 
2).  Many  individuals  had  used  sev- 
eral different  devices.  Manual  wheel- 
chairs were  the  most  common 
mobility  device  ever  used  (61),  with 
standard  walker  being  second  (42), 
and  straight  cane  third  (38). 

Analysis  of  when  each  device  was 
used  showed  that  63%  of  straight 
canes  were  previously  used,  but  the 
vast  majority  of  manual  wheelchairs 
(96.7%)  were  being  used  at  the  time 
of  the  study. 

The  most  common  reason  stated 
by  the  patient  for  using  a manual 
wheelchair  in  the  skilled  facility  was 
arthritis  or  unsteadiness  (18.2%). 
Strokes  and  frequent  falling  were 
second  and  third  respectively.  Most 
of  these  wheelchairs  (54.5%)  were 
used  all  the  time,  while  16.4%  were 
used  for  pushing  and  14.5%  were 
used  only  when  doing  "long  dis- 
tances." 

Discussion 

There  are  many  factors  other  than  a 


medical  prescription  that  may  de- 
termine what  mobility  device  is 
actually  used  by  a person.  For  the 
elderly,  receiving  a cane  can  be  per- 
ceived as  a right  of  passage  into  old 
age.  Grandparents  receive  ornate 
canes  as  presents.  Canes  may  be 
handed  down  in  the  family.  Some 
elderly  use  canes  to  proclaim  their 
frailty.  In  contrast,  some  elderly  per- 
ceive the  cane  as  a defensive 
weapon.5  A relative's  cane  may  be 
retrieved  from  the  attic.  Or  a cane 
may  be  bought  at  the  local  drug- 
store. 

The  purpose  of  our  study  was  to 
examine  what  devices  for  mobility 
were  being  used  by  the  elderly, 
whether  the  device  was  prescribed, 
who  prescribed  it,  and  how  it  was 
obtained. 

Mobility  devices  are  not  difficult 
to  obtain.  Many  pharmacies  and 
home  health  care  stores  provide 
myriad  devices  to  purchase  without 
physician  prescription.  It  is  also 
important  to  note  the  "recycling"  of 
devices  prescribed  for  other  people. 
It  is  not  uncommon  for  devices  to  be 
passed  on  to  elderly  neighbors  or 
friends  when  a spouse  or  parent 
either  dies  or  cannot  use  the  device 
any  longer.  Because  these  devices 
are  expensive,  they  are  often  stored 
in  the  attic  and  retrieved  for  differ- 
ent purposes  at  a later  date. 

We  found  that  the  majority  (71  %) 
of  all  the  devices  ever  used  by  this 
elderly  population  were  prescribed 
by  a health  care  professional.  There 
was,  however,  a high  frequency  of 
multiple  device  use  (169  devices 
used  by  70  subjects).  Most  (94.3%) 
had  used  both  prescribed  and  non- 
prescribed  devices.  Only  a very  few 
(5.7%)  had  used  only  prescribed  de- 
vices. Thus,  it  appears  wise  to  care- 
fully inquire  about  all  devices  used, 
as  usually  the  elderly  have  more 
than  one  ambulation  aid,  of  which  it 
is  likely  that  at  least  one  was  not 
prescribed  for  that  individual.  These 
individuals  need  to  be  encouraged 
to  bring  all  devices  either  to  the 
physician's  office  or  to  a therapist  to 


ensure  that  the  appropriate  meas- 
urements were  made  and  that  the 
patient  uses  the  device  appropri- 
ately. 

We  also  examined  who  prescribed 
the  devices  used  by  the  elderly  in 
this  study.  This  was  determined  by 
patient  report.  The  designation  of 
prescribed  v non-prescribed  was  not 
applied  solely  to  prescriptions  by 
physicians,  but  if  an  assistive  device 
was  chosen  for  a resident  by  a phy- 
sician, physical  therapist,  or  nurse, 
it  was  considered  prescribed.  In  our 
population,  we  found  that  the  pre- 
scribed devices  were  chosen  by 
physical  therapist  45%  of  the  time, 
by  a physician  32.5%  of  the  time, 
and  by  nurses  22.5%  of  the  time. 
There  was  a difference  in  the  pre- 
scribing patterns  of  these  health  care 
providers.  The  physical  therapist 
chose  the  wheelchair  and  standard 
walker  almost  equally.  Nurses  gave 
manual  wheelchairs  almost  exclu- 
sively, while  the  physician  was  more 
likely  to  chose  a standard  walker. 
The  nursing  staff  pointed  out  that 
they  had  ready  access  to  wheelchairs, 
but  requesting  a cane  or  walker 
required  significantly  more  time 
because  they  had  to  be  obtained  from 
the  physical  therapy  departments. 
The  elderly  often  perceived  the 
nursing  staff  as  giving  them  a wheel- 
chair to  use  so  that  they  would  not 
fall. 

An  interesting  observation  made 
earlier  by  others  was  that  the  wheel- 
chair can  play  an  important  social 
role  in  the  nursing  home.10  In  the 
nursing  home,  the  use  of  mobility 
devices  may  not  simply  reflect  func- 
tional needs  of  the  residents. 
Pawlson  observed  that  in  a nursing 
home  multiple  social  and  environ- 
mental factors  influenced  the  deci- 
sion to  use  a wheelchair.10  For  ex- 
ample, he  reported  that  the  wheel- 
chair allowed  the  nursing  home 
residents  to  sit  wherever  they 
wanted  and  thus  they  could  social- 
ize more  independently.  The  wheel- 
chair gives  them  more  control  over 
their  environment  because  it  gives 
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them  the  ability  to  chose  their  "sit- 
ting area."  He  noted  that  nursing 
home  residents  described  a percep- 
tion of  the  wheelchair  improving 
not  only  their  mobility,  but  also  their 
feeling  of  independence,  sense  of 
physical  well-being,  and  sense  of 
emotional  well-being.10 

We  found  considerably  greater 
wheelchair  use  in  the  skilled  nurs- 
ing facility  than  in  the  intermediate 
care  facility.  This  is  not  surprising 
since  in  Wisconsin  skilled  nursing 
facilities  must  provide  manual 
wheelchairs  free  of  charge  to  resi- 
dents who  require  one,  while  those 
residents  in  the  intermediate  care 
center  were  required  to  purchase 


any  devices  that  they  needed.  The 
vast  majority  of  the  rolling  walkers 
currently  used  belonged  to  individu- 
als at  the  intermediate  care  facility, 
while  the  vast  majority  of  standard 
walkers  and  manual  wheelchairs 
currently  used  were  at  the  skilled 
care  facility. 

Of  those  people  using  manual 
wheelchairs  in  the  skilled  facility 
14.8%  just  pushed  it  and  never  sat  in 
it.  They  were  using  the  wheelchair 
like  a rolling  walker.  This  reflected 
the  economic  reality  of  being  in  a 
skilled  care  facility  where  they  could 
be  provided  a wheelchair  free  but 
would  have  to  purchase  their  own 
rolling  walker.  In  addition,  it  re- 


flects the  very  practical  fact  that  by 
pushing  a wheelchair  instead  of 
using  a rolling  walker,  the  individ- 
ual will  always  have  a place  to  sit 
when  they  get  to  their  destination. 
Using  a wheelchair  as  a rolling 
walker  is  not  safe;  the  wheelchair 
has  more  momentum  and  no  stop- 
ping mechanism.  The  danger  of 
using  a wheelchair  in  this  way  needs 
to  be  appreciated  by  health  care 
professionals  who  encourage  pa- 
tients to  walk  behind  their  wheel- 
chair. 

Conclusion 

The  use  of  adaptive  assistive  de- 
vices by  nursing  home  residents  is 


Table  2.  --  Frequency  analysis  of  all  devices  used  by  facility  and  previous  v current  use. 


Combined  Skilled  Nonskilled 


Device 

Ever 

Now 

Prev 

Now 

Prev 

Now 

Prev 

used 

used 

used 

used 

used 

used 

used 

Rolling 

n 

11.0 

9.0 

2.0 

1.0 

1.0 

8.0 

1.0 

walker 

% 

6.5 

5.3 

1.2 

50.0 

50.0 

88.9 

11.1 

Standard 

n 

44.0 

31.0 

13.0 

29.0 

12.0 

2.0 

1.0 

walker 

% 

26.0 

18.3 

7.7 

70.7 

29.3 

66.7 

33.3 

Large  base 

n 

2.0 

2.0 

0.0 

1.0 

0.0 

1.0 

0.0 

quad  cane 

% 

1.2 

1.2 

0.0 

100.0 

0.0 

100.0 

0.0 

Small  base 

n 

9.0 

4.0 

5.0 

3.0 

5.0 

1.0 

0.0 

quad  cane 

% 

5.3 

2.4 

2.9 

37.5 

62.5 

100.0 

0.0 

Straight 

n 

38.0 

14.0 

24.0 

13.0 

20.0 

1.0 

4.0 

cane 

% 

22.5 

8.3 

14.2 

39.4 

60.6 

20.0 

80.0 

Lofstrand 

n 

1.0 

0.0 

1.0 

0.0 

1.0 

0.0 

0.0 

crutches 

% 

0.6 

0.0 

0.6 

0.0 

100.0 

0.0 

0.0 

Axillary 

n 

1.0 

1.0 

0.0 

1.0 

0.0 

0.0 

0.0 

crutches 

% 

0.6 

0.6 

0.0 

100.0 

0.0 

0.0 

0.0 

Manual 

n 

62.0 

60.0 

2.0 

54.0 

2.0 

5.0 

1.0 

wheelchair 

% 

36.7 

25.5 

1.2 

96.4 

3.6 

83.3 

16.7 

Light 

n 

1.0 

1.0 

0.0 

0.0 

0.0 

1.0 

0.0 

wheelchair 

% 

0.6 

0.6 

0.0 

0.0 

0.0 

100.0 

0.0 

n - # of  devices 
% - percentage  of  devices 
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exceedingly  common.  The  reasons 
for  device  use  are  complex  and  of- 
ten reflect  psycho-social  aspects. 
Devices  are  often  self-prescribed.  It 
is  important  for  physicians  who  care 
for  the  elderly  to  inventory  the 
devices  used  to  ensure  their  appro- 
priateness and  safe  use. 
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AN  ARMY  SCHOLARSHIP  COULD 
HELP  YOU  THROUGH  MEDICAL  SCHOOL 

The  U.S.  Army  Health  Professions 
Scholarship  Program  offers  a unique 
opportunity  for  financial  support  to  mecP 
ical  or  osteopathy  students.  Financial 
support  includes  tuition,  books,  and 
other  expenses  required  in  a particular 
course. 

For  information  concerning  eligibil- 
ity, pay,  service  obligation  and  application 
procedure,  contact  the  Army  Medical 
Department  Personnel  Counselor: 

Call  CPT  Timothy  Voller 

D800'235'8159 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE! 
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Public  health 

The  Wisconsin  Women's  Cancer  Control  Program 

Patrick  L.  Remington,  MD,  MPH;  Linda  Haskins;  Judith  Zvara;  Barbara  Nehls-Lowe,  MPH;  Darren  Bush,  MA;  April 
Cardell;  and  Susan  Wood,  Madison 


The  Wisconsin  Division  of 
Health,  together  with  a broad- 
based  coalition  of  organizations  and 
individuals  from  throughout  the 
state,  has  established  the  Wisconsin 
Women's  Cancer  Control  Program. 
This  program  is  funded  by  the  Cen- 
ters for  Disease  Control  and  Preven- 
tion (CDC),  as  part  of  the  1993  Na- 
tional Breast  and  Cervical  Cancer 
Early  Detection  Program. 

The  goal  of  the  Women's  Cancer 
Control  Program  is  to  reduce  mor- 
tality from  breast  and  cervical  can- 
cer by  increasing  the  number  of  low- 
income  and  under-served  women 


The  public  health  column  is  not  reviewed 
by  the  WMJ editorial  board.  Dr  Reming- 
ton is  the  chief  medical  officer  for  chronic 
disease  in  the  Bureau  of  Public  Health, 
Wisconsin  Division  of  Health  and  the 
program's  principle  investigator. 
Haskins  is  the  manager,  Zvara  and  Nehls- 
Lowe  are  health  educators,  Cardell  is  the 
program  assistant,  and  Bush  the  research 
analyst  for  the  program.  Wood  is  the 
chief  of  the  Section  of  Chronic  Disease 
Prevention  and  Health  Promotion,  Bu- 
reau of  Public  Health.  Reprint  requests 
to:  Patrick  L.  Remington,  MD,  Wiscon- 
sin Division  of  Health,  1414  E Washing- 
ton Ave,  Room  96,  Madison,  WT  53704- 
3041.  Copyright  1994  by  the  State  Medi- 
cal Society  of  Wisconsin. 


40  years  of  age  and  older  who  are 
routinely  screened,  and  by  improv- 
ing the  quality  of  screening,  referral, 
and  follow-up.  This  report  docu- 
ments the  public  health  burden  from 
breast  and  cervical  cancer  and  de- 
scribes how  the  new  Women's  Can- 
cer Control  Program  will  be  imple- 
mented in  the  state. 

Breast  and  cervical  cancers 
in  Wisconsin 

Each  year,  nearly  1,000  Wisconsin 
women  die  from  breast  and  cervical 
cancer.  It  has  been  estimated  that  as 
many  as  one  third  of  these  deaths 
could  be  prevented  through  the  use 
of  routine  mammography  and  Pa- 
panicolaou tests.1 

Despite  the  existence  of  safe  and 
effective  screening  methods,  many 
poor,  minority,  and  older  women 
fail  to  benefit  from  early  diagnosis 
and  treatment.23  One  major  barrier 
to  screening  is  the  high  cost  of  the 
test  for  women  who  are  not  insured 
or  women  who  have  a large  deduct- 
ible. In  addition,  many  women  be- 
lieve that  they  are  not  at  risk  or  that 
screening  is  necessary  only  if  symp- 
toms are  present.4,5 

In  response  to  the  continuing 
burden  from  breast  and  cervical 
cancer,  in  1990  Congress  passed  the 
Breast  and  Cervical  Cancer  Mortal- 


ity Prevention  Act  and  appropri- 
ated $30  million  to  the  CDC  to  de- 
velop the  national  breast  and  cervi- 
cal cancer  control  program.  The 
current  funding  level  is  $78  million, 
supporting  program  activities  in  45 
states  (see  map). 

Wisconsin  Women's  Cancer 
Control  Program 

In  September  1992,  the  CDC  granted 
funds  to  the  Wisconsin  Division  of 
Health  (DOH)  to  develop  the  capac- 
ity to  implement  a statewide  system 
for  delivering  breast  and  cervical 
cancer  services.  As  part  of  this  small 
grant,  the  DOH  worked  with  or- 
ganizations and  individuals  from 
around  the  state  to  examine  existing 
service  capacity  and  to  develop  a 
preliminary  proposal. 

In  September  1993,  the  CDC 
awarded  the  DOH  a $15  million,  5- 
year  grant  to  further  develop  and 
implement  comprehensive  breast 
and  cervical  control  activities 
through  the  Wisconsin  Women's 
Cancer  Control  Program.  Wiscon- 
sin is  now  one  of  18  states  that  will 
deliver  full-service  early  detection 
screening  programs.  Another  27 
states  are  now  funded  to  build  the 
capacity  to  carry  out  full-service 
screening  programs. 

Continued  on  next  page 
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= Capacity-Building  States  H = Comprehensive  States 

Fig.-National  breast  and.  cervical  cancer  early  detection  program,  1994. 


Continued  from  preceding  page 

The  Women's  Cancer  Control 
Program  will  establish  a compre- 
hensive breast  and  cervical  cancer 
control  program  in  Wisconsin  to 
significantly  increase  the  proportion 
of  older,  low-income  women  who 
are  screened  for  breast  and  cervical 
cancer.  This  supports  Wisconsin's 
Public  Health  Agenda  for  the  Year 
2000  to  reduce  mortality  by  increas- 
ing the  number  of  women  who  are 
screened  using  mammography  and 
Papanicolauo  tests.6 

The  program  will  both  develop  a 
statewide  comprehensive  plan  for 
breast  and  cervical  cancer  control, 
and  provide  screening  services 
through  contracts  with  providers 
throughout  the  state.  The  program 
has  the  following  components: 


Coalition  building.  Convene  a state- 
wide breast  and  cervical  cancer 
coalition  with  a broad  array  of  pro- 
viders, community  and  local  gov- 
ernmental leaders,  and  other  repre- 
sentatives in  both  the  public  and 
private  sectors.  Establish  work 
groups  in  each  of  the  areas  listed 
below  to  develop  a statewide  com- 
prehensive plan  for  breast  and  cer- 
vical cancer  control  and  to  advise 
the  DOH  on  the  Women's  Cancer 
Control  Program. 

Public  education.  Develop  the  best 
strategies  to  educate  the  target  popu- 
lations about  breast  and  cervical 
cancer  and  inform  them  about  the 
availability  of  screening.  Identify 
methods  of  supporting  local  efforts 
to  recruit  high  risk  women  into  the 
screening  program. 


Professional  education.  Identify  the 
best  methods  of  informing  health 
care  providers  about  the  screening 
program,  and  identify  training  and 
education  needs  and  methods  for 
physicians,  nurses  and  allied  health 
professionals. 

Quality  assurance.  Advise  the  DOH 
on  program  operations  issues  such 
as  detailed  quality  assurance  lan- 
guage for  screening  agreements  and 
effective  enforcement  mechanisms. 
Identify  strategies  to  enhance  qual- 
ity assurance  through  legislation, 
administrative  rules,  provider  or- 
ganizations policies  and  professional 
education.7 

Suweillance  and  evaluation.  Recom- 
mend ways  to  enhance  the  existing 
Continued  on  page  24 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


tVfptn tcnv r,  V um-sirmy-a 


Jerome  E.  Kronsnoble,  William  E.  Herte,  Marie  A.  Kuemmel 
Suite  20,  850  Elm  Grove  Road,  Elm  Grove,  WI  53122,  (414)  784-3780.  (800)  437-4326 


Continued  from  page  22 
breast  and  cervical  cancer  surveil- 
lance system.  Review  and  make 
recommendations  about  the  system 
designed  to  track  screening  and  fol- 
low-up activities  for  services  reim- 
bursed by  the  program. 

Service  delivery.  Address  issues  re- 
lated to  delivery  of  existing  screen- 
ing services  and  to  integration  of  the 
new  Women's  Cancer  Control  Pro- 
gram into  existing  health  care  deliv- 
ery systems.  These  issues  include: 
identifying  and  recruiting  appropri- 
ate target  populations;  reimburse- 
ment; provider  recruitment;  client 
eligibility;  and  basic  components  of 
the  screening  program. 

During  the  first  year  of  the  pro- 
gram, the  DOH  will  work  with  local 
public  health  departments  through- 


out the  state  to  develop  systems  to 
identify  low-income  women  need- 
ing to  be  screened,  refer  for  screen- 
ing, assure  appropriate  treatment 
and  follow-up.  By  the  second  year 
of  the  program,  an  estimated  16,000 
low-income  women  will  be  screened 
annually  for  breast  and  cervical 
cancer. 

The  reimbursable  screening  serv- 
ices include  physical  breast  exami- 
nation, screening  and  diagnostic 
mammography,  fine  needle  aspira- 
tion, Papanicolaou  testing,  pelvic 
examination  and  colposcopy  and 
colposcopy-directed  biopsy.  This 
program  will  enssure  appropriate 
referral  and  follow-up  for  women 
screened  through  a tracking  and 
follow-up  system. 

This  program  will  target  women 
age  40  years  and  older.  The  majority 
of  program  resources  will  be  directed 


toward  economically  disadvantaged 
and  ethnic  minority  women.  Spe- 
cial attention  will  be  given  to  women 
who  are  uninsured  or  under-insured 
or  living  in  areas  of  the  state  with 
limited  cancer  screening  and  treat- 
ment resources. 

The  Women's  Cancer  Control 
Program  will  be  collaborating  with 
local  health  departments,  tribal 
agencies,  family  planning  clinics, 
tribal  health  clinics,  federally  funded 
community  health  centers,  public 
hospitals,  private  practitioners, 
community-based  organizations 
and  other  health  care  providers  who 
serve  the  economically  disadvan- 
taged population. 

Conclusion 

The  DOH  has  demonstrated  an  abil- 
ity to  work  with  numerous  state- 
Continued  on  page  26 


"I  m practicing 
medicine  the  way  I , 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload." 

Owen  Brodie, 

MD,  joined 
CompHealth  s 
locum  tenens 
medical  staff  in 
1989,  after  21 
years  in  private 
practice.  Since 
then  he's  worked  in  temporary  assignments 
in  state  facilities,  filled  in  for  attending  physicians, 
covered  lor  private  practitioners  across  the  country. 

A pilot.  A historian.  A board-certified  psychiatrist. 

Southern  to  a fault.  Owen  Brodie  knows... 


It’s  a great  way  to 
practice  medicine 


CompHealth 

Locum  Tenens 


1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids.  Mich 


Breaking  New  Ground  in  Medical  Care 


Rivervicw  Clinic,  a 60  member,  multi-specialty  group  located  on  tlie 
Rock  River  in  beautiful,  southern  Wisconsin,  is  expanding. 
Construction  of  a 41,000  square  foot  addition  plus  an 
ambulatory  surgery  center  is  underway. 

Don't  miss  this  exciting  partnership  opportunity! 


Clinic  members  are  looking  for  BC/DE,  MDs  in  the  following  areas: 


Endocrinology  OB/GYN 

Family  Practice  Oncology 

Internal  Medicine  Ortliopedics 

Neurology  Pediatrics 

Urgent  Care 


For  confidential  consideration,  send  cover  letter  and  CV  to 
Stan  Grulin,  M.D. 

Riverview  Clinic,  P.O.  Box  551,  Janesville,  W1  53547-0551 
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Porsche  Drawer 

Ypor-sha,  'dr6(-a)r\  n: 

a sliding  box-like  compartment  that  contains  a 
number  of  rejected  insurance  claims  representing  a 
dollar  value  greater  than  that  of  a Porsche. 


Fact  - The  average  medical  practice  writes  off 
$100,000  in  uncollected  claims  annually. 

Fact  - The  national  average  for  claims 

submission  and  reimbursement  is  6 to  8 
weeks. 

Fact  - The  national  average  for  claims 
acceptance  is  less  than  70%. 

Medical  Claims  Plus  combined 

with  the  latest  in  computerized  technology  will  not 
only  clean  up  those  old  rejected  claims  in  your 
"Porsche  Drawer",  we  will  also: 

• Save  you  50%  or  more  of  what  it  costs  you  to 
file  claims  yourself. 

• Get  your  money  in  the  bank  on  the  average  of 
2 weeks  not  2 months. 

• Ensure  that  your  claims  are  transmitted  with 
98%  accuracy  not  30%  rejection. 

Call  Medical  Claims  Plus  at  800-436-2669. 

Ask  about  our  2 week  free  trial  and  start  increasing 
your  profits  today! 


Medical 

Claims  Plus™ 

"Professional  Claims  Management" 


ONACAHJ 

National  Association  ^Claims  Assistance  Ptopessona 


htOfESSONALS,  INC 


Just  what  do 
ou  have  to  do  to  get 
through  to  the  IRS? 


listed  in  your  Federal 
tax  instruction  book- 
let.or  1-800-829-447' 

You'll  gci  through  loud  and 
clear  »1RS  Help  Available  • IRS 
Procedures  •Collection*  Alternative 
Filing  Methods  'General  Information 
Internal  Revenue  Service 

Answers.  Assistance  At  Your  Service 


"Be  part  of  a world-class  operation. 
And  lose  the  residency  blues. " , 


A GREAT  WAY  TO  SERVE 


Call:  (708)422-4732 


AIR  FORCE  RESERVE 


IV 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
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Continued  from  page  24 
wide  and  community  organizations 
toward  a common  goal.8  The 
Women's  Cancer  Control  Program 
has  been  enthusiastically  received 
by  community-based  organizations 
and  health  care  professionals  in 
Wisconsin.  The  program  will  build 
on  this  foundation  and  integrate 
existing  efforts  into  a comprehen- 
sive program.  Only  through  a com- 
prehensive program  such  as  this  will 
it  be  likely  to  achieve  the  year  2000 
objectives  of  reduced  mortality  from 
breast  and  cervical  cancer. 
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Thompson  signs  'Good  Samaritan'  bill 


After  several  years  of  intensive 
effort,  the  "Good  Samaritan" 
bill  for  physicians,  has  passed  the 
Legislature  and  been  signed  into  law 
by  Gov  Thompson.  The  new  law, 
formerly  AB  251,  introduced  by  Rep. 
Spencer  Black  (D-Madison),  pro- 
vides that  physicians  who  volun- 
teer their  services  at  school  athletic 
events  will  be  immune  from  civil 
liability  for  acts  or  omissions  in 
rendering  care  to  participants  at 
athletic  events  or  contests,  so  long  as 
the  care  is  given  at  the  site  of  the 
event,  during  transportation  to  a 
health  care  facility  from  the  event, 
or  in  a locker  room  immediately 
before,  during  or  after  the  event. 

William  Bartlett,  MD,  a Madison 
pediatrician  and  the  driving  force 
behind  the  bill,  witnessed  the  gov- 
ernor's signature.  Bartlett  is  a team 
physician  for  LaFollette  High  School 
in  Madison.  In  addition  to  the  SMS, 
the  bill  was  supported  by  the  WIAA, 
the  Wisconsin  Athletic  Directors 
Association  and  the  Wisconsin 
School  Board  Association.  It  is  hoped 


the  new  law  will  increase  the  num- 
ber of  physicians  willing  to  volun- 
teer their  services  as  team  physi- 
cians for  school-sporfsored  sports. 

When  the  bill  passed  the  Assem- 
bly in  May,  it  extended  immunity 
only  to  physicians.  Despite  SMS 
objections,  the  Senate  amended  the 
bill  to  provide  that  chiropractors, 
nurses,  emergency  medical  techni- 
cians and  physician  assistants  would 
be  covered  during  specific  events. 
Officials  of  the  Badger  State  Games 


requested  that  these  providers  be 
included  because  they  serve  as  vol- 
unteers at  the  Badger  State  Games. 
The  addition  of  this  amendment 
required  the  Assembly  to  revisit  the 
bill.  At  this  point,  the  Wisconsin 
Dental  Association  requested  that 
dentists  be  included,  so  the  Assem- 
bly attached  another  amendment  to 
fulfill  this  request.  The  Senate  con- 
curred in  the  Assembly  amendment 
and  forwarded  the  bill  to 
Thompson.^ 


William  Bartlett,  MD  (l)  watches  Gov  Thompson  (s)  sign  AB  251. 
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Legislators  to  introduce 
service  corporation  bill 


YOCON’ 

YOHIMBINE  HCI 


Assembly  Speaker  Walter  Kunicki  and  Joint  Com- 
mittee on  Finance  Co-Chair  Joe  Leean  are 
authoring  legislation  that  would  permit  various  health 
care  practitioners  to  become  shareholders,  directors 
and  officers  in  physician-organized  service  corpora- 
tions. Under  the  bill,  podiatrists,  physician  assis- 
tants, physical  therapists,  occupational  therapists, 
respiratory  care  practitioners,  pharmacists,  optome- 
trists and  nurses  would  be  able  to  participate  as 
shareholders  with  physicians  in  service  corporations. 
Current  law  permits  only  persons  with  the  same 
license,  certification  or  registration  to  organize  serv- 
ice corporations. 

The  SMS  has  significant  concerns  about  the  pro- 
posed legislation.  The  proposed  change  would  gut 
the  current  ban  against  the  corporate  practice  of 
medicine  by  allowing  non-physicians  to  become 
owners  of  a medical  practice,  thereby  enabling  the 
financial  and  political  interests  of  the  corporation  to 
override  the  interests  of  the  patient.  Additionally, 
the  bill  would  represent  a profound  expansion  of  the 
potential  liability  of  the  Patients  Compensation  Fund 
for  losses  due  to  the  negligence  of  non-physician  pro- 
viders, as  the  physician  shareholders  in  the  corpora- 
tion, as  members  of  the  Patients  Compensation  Fund, 
could  be  held  liable  for  the  negligence  of  non-physi- 
cian members.  The  Patients  Compensation  Fund  is 
already  facing  a substantial  deficit  and  this  proposed 
expansion  in  the  service  corporation  law  will  only 
increase  that  deficit. 

Although  not  yet  formally  introduced,  the  service 
corporation  proposal  has  garnered  the  support  of  a 
considerable  number  of  legislators.  The  bill  is  ex- 
pected to  receive  legislative  consideration  before  the 
conclusion  of  the  1993-1994  session.  ♦ 


THERE'S  NOTHING 
MIGHTIER  THAN  THE  SWORD 


AAAERICAN 
V CANCER 
i SOCIETY 


FOR  MORE  INFORMATION  CALL  TOLL  FREE:  1-800-ACS-2345 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  mdolalkylamme 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenernic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon?  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC  _ 

53159-001-10.  iS 
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By  Ernest 
Lampert,  M.D. 


General  Practice 


across 

1 Exanthem 
5 Produce  a remission 
9 Use  the  inpatient  bed 

14  Put  up 

15  Biblical  lions 

16  Tropical  vine 

17  First  white  settler  of 
S.  Africa 

18  Mature 

19  Ger.  philosopher  et  al 

20  Kind  of  a twin 

22  Deliver  in  second  month 

23  Ridicule 

24  Layers  of  eye 
26  Helpers  (abbr.) 

29  ETOH>0.1%  (slang) 

30  Dental  prosthesis 
33  Capital  of  GA 

35  Altered  form 

39  Places  where  vessels  enter 

41  Pungent 

42  Mediocre 

43  Rustic  poem 

44  Invent 

45  Sebaceous  cyst 

46  Position 
48  A czar 
52  Sires 

56  Rubs  out 

60  On  the  qui  vive 

61  ischemic  attack 

64  Platform 

65  S.  Afr.  money  unit 

66  Be  partial 

67  Spud 

68  Der : Ger.  politician 

69  Aware  of 

70  Irish  islands 

71  A fruit 

72  Eft 


DOWN 

1 Hydrophobic 

2 Battery  terminal 


3 Castrated  bovine 

4 Abnormal  bulge 

5 Diseased  teeth 

6 Gouty  acid 

7 River  bank 

8 Asses  (Ger.) 

9 Not  acid 

10  Non-functioning  islets 

11  Landed  estate 

12  Prefix:within 

13  Selectivity 

21  49ers  hope  for 
25  Iron- contract 

27  Mexican  falafel 

28  Denude 

30  Greek  letter 

31  Abet 

32  Thickness 

34  Provide  inner  cover 
36  Inspire  fear 


37  Enzyme 

38  Head  tutor 

40  May  cause  sneezing 

41  Prefix:  vinegar 
47  Buries 

49  Easily  hurt 

50  Fodder  plant 

51  Dried  grape 

52  e.g.  linguini 

53  Accessory  in  a church 

54  A rope 

55  Thong 

57  Net 

58  Provide  for 

59  Support 

62  Breath  sound 

63  Pier 


Solution  on  page  34 
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Special  series 

Teens  and  domestic  violence 


Joanne  Selkurt,  MD,  Whitehall 

Teenagers  are  often  victims  of 
domestic  violence.  Domestic 
violence  is  not  only  seen  in  mar- 
riages and  "living  together"  arrange- 
ments, it  is  also  seen  in  the  high 
school  dating  scene. 

There  was  a time  when  a woman 
who  is  in  an  abusive  relationship 
did  not  even  know  her  partner.  How 
did  she  get  herself  into  such  a situ- 
ation in  the  first  place?  Are  there 
things  that  she  should  have  been 
aware  of  in  the  dating  days  that 
could  have  warned  her  of  things  to 
come? 

First,  young  women  must  be 
made  aware  of  the  obvious— that  she 
is  already  in  an  abusive  relationship 
if  her  date  is: 


Mark  your  calendars  now  for 
SMS  annual  meeting  to  be 
held  April  13-16,  1994,  in  Milwau- 
kee. 

Some  highlights  of  the  1994 
agenda  include: 

• April  13—8  a.m.— SMS  Board  meet- 
ing; 12:30  p.m.~50  Year  Club;  4 
p.m.— First  session  of  SMS  House 
of  Delegates;  6:30  p.m.— WISP  AC 
reception;  and  8:30  p.m.— YPS  re- 


• verbally  abusing  her— calling 
names,  threatening,  or  putting  her 
down; 

• emotionally  attacking  her— she 
never  does  anything  right  or 
knows  what  she's  talking  about 
(he,  on  the  other  hand,  is  always 
right); 

• physically  attacking  her  or  her 
property;  or 

• raping  her— forcing  her  to  have 
sex  when  she  doesn't  want  to. 

The  stereotypic  young  woman 

who  gets  herself  into  an  abusive 
relationship  is  the  one  with  low  self 
esteem  who  doesn't  date  much.  She 
suddenly  finds  herself  in  a situation 
where  a lot  of  attention  is  being  paid 
to  her.  It  is  very  flattering  that  her 


ception; 

• April  14— 8:30  a.m.— Reference 
committees  begin  work;  3:30  p.m.- 
-House  of  Delegates;  and  6:30 
p.m.— Inaugural  ceremony; 

• April  15—7  a.m.— Caucuses;  8:30 
a.m. -House  of  Delegates;  lp.m.- 
-Scientific  programs;  and 

• April  16—8  a.m.— Scientific  pro- 
grams begin.  ❖ 


boyfriend  is  concerned  about  who 
she  sees  or  talks  to  and  is  very 
"protective"  of  her.  "He  must  really 
love  me,"  is  the  thought  she  has,  not 
recognizing  the  situation  for  what  it 
is— his  control  over  her. 

Every  girl,  not  just  the  stereotype, 
has  to  realize  that  she  can  find  her- 
self in  an  abusive  relationship.  It 
doesn't  happen  just  to  other  people. 

There  are  subtle  ways  a girl  can 
tell  if  her  date  may  be  a potential 
abuser.  She  should  watch  for  these 
signs: 

• Does  he  have  a bad  temper  and 
take  his  anger  out  on  things? 

• Is  he  excessively  jealous? 

• Does  he  drink  alcohol  or  abuse 
drugs? 

• Does  he  always  have  to  be  right? 

• Is  he  cruel  to  animals? 

• Does  he  push  the  relationship  too 
far  too  fast? 

• Is  he  fascinated  by  weapons? 

• Is  he  too  physical,  like  grabbing  so 
hard  that  he  leaves  marks? 

• Does  he  pressure  her  to  disobey 
her  parents? 

• Is  there  just  a "gut  feeling"  that 
frightens  her  about  him? 

Y oung  women  need  to  know  that 
the  abusive  partner  will  not  change 
over  time.  She  cannot  change  him. 

This  information  needs  to  be 
shared  with  high  school  girls  so  that 
they  will  get  out  of  a potentially 
abusive  relationship  while  they  still 
can.* 


Reserve  these  dates  for  1994 
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Annual  meeting  resolutions  are  due  Feb  11 


Resolutions  to  the  annual  meet- 
ing of  the  SMS  must  be  sub- 
mitted in  proper  form  to  the  execu- 
tive vice  president's  office  no  later 
than  two  months  prior  to  the  first 
session  of  the  House  of  Delegates. 
Therefore,  resolutions  must  be 
received  no  later  than  Friday,  Feb 
11, 1994. 

All  resolutions  calling  for  stud- 
ies, conferences  or  other  activities 
resulting  in  an  expense  or  reduction 
of  income  must  include  a fiscal  note. 
The  EVP's  office  will  prepare  fiscal 


notes. 

Note:  The  "resolve(s)"  should  be 
self-explanatory  as  an  action  state- 
ment. In  preparation  of  the  resolu- 
tions, review  the  following  quota- 
tion from  Sturgis: 

"Often  a resolution  is  prefaced 
by  statements,  each  introduced 
by  the  word  'whereas,'  that 
state  the  reasons  for  the  reso- 
lution. The  statements  con- 
tained in  the  whereases  are  of 
no  legal  effect  and  sometimes 
are  the  cause  of  disagreement. 


Members  frequently  attempt 
to  debate  and  amend  these 
prefacing  statements,  often  to 
the  neglect  of  the  main  resolu- 
tion." 

Also,  for  the  House  to  adequately 
conduct  its  business,  the  first  ses- 
sion of  the  House  of  Delegates  will 
take  place  at  4 pm  on  Wednesday, 
April  13,  1994.  Reference  commit- 
tees will  meet  on  Thursday,  begin- 
ning at  8:30  am,  and  the  second  ses- 
sion of  the  House  will  begin  on 
Thursday  at  3:30  pm.* 


Notice  to  members  of  proposed  constitutional  amendment 


This  notice  is  given  to  SMS  mem- 
bers, pursuant  to  Article  XIII 
of  the  SMS  Constitution,  of  the  fol- 
lowing proposed  constitutional 
amendment  introduced  at  the  1993 
SMS  annual  meeting  of  the  House  of 
Delegates.  This  amendment  may  be 
taken  up  as  old  business  at  the  sec- 
ond session  of  the  1994  SMS  annual 
meeting  of  the  House  of  Delegates. 

Proposed  constitutional 
amendment 

Introduced  by  Marcia  Richards,  MD, 
at  the  1993  House  of  Delegates 

To  rescind  the  1989  amendment  of 
Article  VI  which  capped  the  Board 
to  no  more  than  31  elected  district 
directors  and  reinstate  the  Article 
VI  language  then  in  effect  prior  to 
that  amendment  except  that  the 
calculation  would  be  made  with  215 
(instead  of  200)  and  the  calculation 
shall  occur  no  more  often  than  every 


5 years,  the  articles  would  need  to  be 
amended  as  follows: 

Article  VI  Board  of  Directors  . 
There  shall  be  elected  one  director 
from  each  district-:,  except  that  in 
any  district  with  215  or  more  regu- 
lar and  special  members,  there  shall 
be  elected  one  additional  director 
for  each  additional  215  members  or 
majority  fraction  thereof.  This  cal- 
culation shall  be  made  no  more  of- 
ten than  once  every  five  years.  In 
addition, — there — shall — he — elected 
direetor(s)  from  each  district  based 
on  a formula  using  the  number  of 
members  in  each  district  as  the 
numerator  and  the  total  member 
ship  of  the  Society  as  thedenomina 
tor,  rounded  to  the  nearest  whole 
number. — This  calculation  shall  be 
made  every  third  year,  and,  as  nearly 
as  possible,  is  to  provide  for  no  more 
than  31- district  directors  and  shall 
be  based  on  the  year  end  totals.  The 
number  of  directors  established  for 


each  district  shall  be  approved  by 
the  Board  and  shall  be  reported  to 
the  districts  by  the  secretary  before 
annual  elections  to  the  Board.  As 
nearly  as  possible,  one-third  of  the 
members  of  the  Board  shall  be 
elected  each  year.  * 


It  keeps 
more  than 
memories 
alive. 


AMERICAN  HEART 
ASSOCIATION 
MEMORIALS  & TRIBUTES 


1-800-AHA-USA1  # 

American  Heart  Association  ^ 

This  space  provided  as  a public  service. 
©1993,  American  Heart  Association 
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Did  you  get  money  back  on 

your  workers'  compensation 
insurance  premium 
costs  this  year? 


SMS  member  physicians  insured  by  Dodson  did!  They 
received  a 15%  dividend  worth  $21,037.00  in  1993! 


Endorsed  by  the  State  Medical  Society  of 
Wisconsin  since  1985,  the  Dodson  Plan  offers 
physicians  the  opportunity  to  receive  dividends 
on  their  workers'  compensation  insurance. 

Because  these  dividends  depend  on  claim 
costs  and  related  expenses,  they  can't  be 
guaranteed.  However,  when  insured  members 
keep  work-related  accident  and  injury  claims 
low,  they  improve  their  dividend  chances. 

In  fact,  Dodson  has  paid  dividends  totaling 
more  than  $53,000.00  to  insured  members 
since  1985! 


25  DODSON  GROUP 
9201  State  Line  Road 
Kansas  City,  MO  64114 

Policies  issued  by  Casualty  Reciprocal 
Exchange,  member  Dodson  Group 
since  1912. 


For  more  information  call  or  FAX  SMS  Insurance 
Services  today! 

CALL:  1-800-545-0631 
FAX:  608-283-5402 


INSURANCE  SERVICES,  INC 


Physician  briefs 


Anita  Arnold,  MD*,  of  Whitefish 
Bay,  has  joined  the  staff  of  Milwau- 
kee Cardiology  Associates.  Dr  Ar- 
nold serves  on  the  advisory  board  of 
women's  health  services  at  St  Luke's 
Health  Center  in  Milwaukee. 

Brian  Brotz,  MD*,  and  Lars  Ost- 
man,  MD*,  have  joined  the  medical 
staff  at  St  Agnes  Hospital  in  Fond 
du  Lac.  Both  anesthesiologists  are 
affiliated  with  Anesthesia  Associ- 
ates Ltd.  Dr  Brotz  received  his 
medical  degree  from  the  University 
of  Wisconsin  Medical  School  in  1985. 
Dr  Ostman  earned  his  medical  de- 
gree in  1981  from  the  Helsinki  (Fin- 
land) University  Medical  School. 

James  V.  Bruno,  MD*,  Douglas  L. 
Carlson,  MD*,  and  Shelly  K.  Wa- 
ters, MD*,  have  joined  the  staff  of 


Wilkinson  Medical  Clinics,  Medical 
Specialists  of  Hartland  and  Memo- 
rial Hospital  of  Oconomowoc.  Dr 
Bruno  specializes  in  orthopedics  and 
is  board  certified  in  orthopedic  sur- 
gery. He  graduated  with  honors 
from  the  University  of  Wisconsin 
Medical  School  and  completed  resi- 
dency work  at  State  University  of 
New  York  at  Syracuse.  Recently,  he 
was  affiliated  with  St  Michael  Hos- 
pital in  Milwaukee.  Dr  Carlson  spe- 
cializes in  obstetrics  and  gynecol- 
ogy. He  graduated  from  UW  Medi- 
cal School  and  interned  at  the  United 
States  Naval  Hospital  in  Oakland, 
Calif.  After  completing  a residency 
at  St  Joseph's  Hospital  in  Milwau- 
kee, he  practiced  medicine  in  New 
Hampshire.  Dr  Watters  specializes 
in  internal  medicine.  She  graduated 
with  honors  from  the  Medical  Col- 


lege of  Wisconsin  and  completed  an 
internship  and  residency  there  in 
1991. 

Edmund  Duthie,  Jr,  MD*,  profes- 
sor of  medicine  and  chief  of  geriat- 
rics/gerontology at  the  Medical 
College  of  Wisconsin,  Wauwatosa, 
was  honored  with  the  Milo  D.  Leav- 
itt Memorial  Award  at  the  annual 
meeting  of  the  American  Geriatrics 
Society.  Dr  Duthie  is  chief  of  the 
nursing  home  care  unit  at  the  Veter- 
ans Affairs  Medical  Center-Milwau- 
kee,  director  of  geriatrics  at  Froe- 
dert  Memorial  Lutheran  Hospital 
and  a staff  physician  at  the  Milwau- 
kee County  Medical  Complex. 

Burnell  Eckhardt,  MD,  of  She- 
boygan, has  been  elected  to  a four- 
year  term  on  the  Lakeland  College 
Board  of  Trustees.  Dr  Eckhardt  is  a 
graduate  of  the  University  of  Wis- 
consin Medical  School.  He  is  a re- 
tired internist. 

Terry  L.  Gueldner,  MD*,  has  been 
appointed  to  serve  on  the  Board  of 
Directors  for  the  Wisconsin  Chapter 
of  the  American  College  of  Surgeons. 
His  term  will  run  through  1996.  Dr 
Gueldner  is  associated  with  the 
Manitowoc  Surgical  Association,  SC 
and  is  on  the  staff  of  Holy  Family 
Memorial  Medical  Center  and  Two 
Rivers  Community  Hospital. 

Cheryl  Huber,  MD*,  has  joined  the 
medical  staff  of  St  Michael  Hospital 
in  Milwaukee.  Dr  Huber  received 
her  medical  degree  from  the  Uni- 
versity of  South  Carolina  in  1980. 
She  completed  her  internship  and 
psychiatry  residency  at  the  Medical 
College  of  Wisconsin. 

Joseph  R.  Lamb,  MD*,  has  joined 
La  Salle  Clinic  in  Clintonville.  Dr 
Lamb  will  provide  complete  family 
health  care,  including  ob-gyn  serv- 


Deadline  nears  for  Physician-Citizen 
of  the  Year  award  nominations 

The  deadline  is  fast  approaching  for  the  1994  Physician-Citizen  of  the 
Year  award.  Recipients  are  recognized  for  the  civic,  cultural,  eco- 
nomic, charitable  and  health  care  services  they  have  provided  to  their 
communities  or  the  state.  Nominees  must  be  Wisconsin  residents,  with 
either  an  M.D.  or  a D.O. 

The  Physician-Citizen  of  the  Year  award  is  presented  annually  based  on 
nominations  from  Wisconsin  residents.  Except  in  unusual  circumstances, 
the  community  service  for  which  the  physician  is  being  honored  should  be 
uncompensated.  Preference  is  given  to  current  service  over  lifetime  service. 
Previous  winners  are  not  eligible.  The  deadline  for  nominations  is  Feb.  14. 

To  nominate  a physician,  send  his  or  her  name,  address  and  a description 
of  the  activities  you  believe  to  be  outstanding  to  Medigram,  State  Medical 
Society  of  Wisconsin,  P.O.  Box  1109,  Madison,  WI 53701.  Please  include  your 
name,  address  and  telephone  number  with  the  nomination. 

Questions?  Call  Lynne  Bjorgo,  Shari  Hamilton  or  Russ  King  at  the  SMS, 
1-800-362-9080. ♦ 
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ices.  Dr  Lamb  completed  his  resi- 
dency at  Waukesha  Family  Practice 
Residency  and  is  board  certified.  He 
is  a graduate  of  the  Medical  College 
of  Wisconsin. 

Laurie  Logan,  MD*,  has  joined  the 
Family  Practice  Clinic  of  Sparta.  Dr 
Logan  is  a graduate  of  the  Univer- 
sity of  Illinois  medical  school.  She 
recently  completed  a family  prac- 
tice residency  at  Brown  University 
in  Rhode  Island,  where  she  was  chief 
resident  in  1992-93. 

William  O.  Myers,  MD*,  has  been 
awarded  the  Gwen  Sebold  Research 
Fellowship.  Dr  Myers,  a Marshfield 
Clinic  cardiovascular  and  thoracic 
surgeon,  is  a 25-year  veteran  of  the 
Marshfield  Clinic  staff.  He  has 
chaired  the  Foundation's  Research 
Committee  for  eight  years,  has 


published  112  papers  and  invented 
two  vascular  operations.  He  received 
the  $5,000  fellowship  award  for  his 
work  on  coronary  artery  surgery. 

Bryan  Schmitt,  MD*,  and  Jill  I. 
Schmitt,  MD*,  have  joined  the  staff 
of  the  Sheboygan  Clinic.  Both  spe- 
cialists in  internal  medicine,  they 
graduated  from  the  University  of 
Wisconsin  Medical  School  then  com- 
pleted their  internships  at  the  Uni- 
versity of  Connecticut  in  Farming- 
ton  and  residencies  with  the 
Marshfield  Clinic. 

Nathan  Smithberg,  MD*,  an  emer- 
gency physician,  has  joined  the 
Midelfort  Clinic  in  Eau  Claire.  Dr 
Smithberg  received  his  medical 
degree  from  the  University  of  Min- 
nesota medical  school  in  Minneapo- 
lis and  completed  his  residency  in 


internal  medicine  at  Marshfield 
Clinic  and  St  Joseph's  Hospital  in 
Marshfield.  Most  recently  he  served 
as  medical  director  of  emergency 
services  at  St  Joseph's  Hospital  in 
Chippewa  Falls. 

Lisa  Ramsay,  MD*,  has  joined  the 
staff  of  the  internal  medicine  de- 
partment at  Kurten  Medical  Group 
in  Racine.  Dr  Ramsay  is  a graduate 
of  the  University  of  Wisconsin 
Medical  School  and  was  with  the 
University  of  Pittsburgh  Health 
System-Presbyterian  University 
Hospital  for  her  internship  and  resi- 
dency. 

Joseph  W.  Rucker,  Jr.,  MD,  has 
joined  the  outpatient  clinic  staff  of 
Bloomer  Community  Memorial 
Hospital.  He  is  a plastic  surgeon.  Dr 
Continued  on  next  page 
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The  state  of  Wisconsin 
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and  a wealth  of  cultural  and 
sporting  activities.  You  can 
enjoy  boating,  fishing, 
hunting,  or  hiking,  against 
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countryside. 

JSA  Healthcare  Corporation 
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portunities for  physicians 
seeking  a custom-designed 
career. 

JSA,  one  of  the  fastest 
growing  private  companies 
in  the  nation,  is  proud  to  be 
known  for  its  innovative 
provision  of  quality  primary 
care  services. 


Opportunity  • Kenosha 

We  Manage  the  Practice, 
You  Practice  Medicine. 

We  offer: 

• Excellent  Compensation 
Package 

• Individualized  benefit  plan 

• Paid  Malpractice  Insurance 

• Paid  CME 

For  more  information  contact: 
Susan  Bray,  Professional  Re- 
cruitment, 10227  Wincopin 
Circle,  Suite  400,  Columbia, 
MD  2 1044  1-800-966-2811. 
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Equal  Oportunity  Employer 


NATIONAL  KIDNEY  FOUNDATION'S 
Third  Annual  Spring 
CLINICAL  NEPHROLOGY  MEETINGS 

PRIMARY  CARE  NEPHROLOGY 
April  9-10,  1994 

Sheraton  Chicago  Hotel  & Towers 
Chicago,  Illinois 

♦ Multidisciplinary  Programs 

♦ Low  Registration  Fees 

♦ Free  Registration  for  Students  and  Residents 

♦ Educational  Grants  For  Physicians  In  Training 

Progra  m High  ligh  ts 

♦ Role  of  the  Primary  Care  Physician: 
Management  of  the  Dialysis  Patient 

♦ Office  Evaluations:  Patients  with  Hematuria 
and  Proteinuria 

♦ Urological  Issues 


Other  Featured  Programs  for  Nephrologists,  Renal 
Dietitians,  Nurses  and  Technicians,  New  and  Non-Renal 
Dietitians  and  Social  Workers. 

For  more  information  contact: 

The  National  Kidney  Foundation,  Inc.,  30  E.  33rd  Street 
New  York,  NY  10016  « (212)  889-2210  » (800)  622-9010 
♦ (212)689-9261  FAX 
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Continued  from  preceding  page 
Rucker  completed  his  medical  train- 
ing at  the  Michigan  State  University 
College  of  Human  Medicine  in  East 
Lansing.  His  postgraduate  training 
in  general  surgery  was  done  at 
Mount  Carmel  Mercy  Hospital  in 
Detroit,  followed  by  training  in  plas- 
tic and  reconstructive  surgery  at 
Wayne  State  University  in  Detroit 
and  the  Atlanta  Plastic  Surgery 
Clinic  in  Georgia.  He  is  board  certi- 
fied. 


Raymond  C.  Zastrow,  MD*,  of 
Hartland,  has  been  elected  presi- 
dent-elect of  the  College  of  Ameri- 
can Pathologists.  Dr  Zastrow,  a 
member  of  the  SMS  Board  of  Direc- 
tors, has  served  as  the  CAP  secre- 
tary-treasurer, a member  of  the 
board  of  governors  and  has  chaired 
a number  of  CAP  committees  and 
commissions.  A clinical  professor  of 
pathology  for  the  Medical  College 
of  Wisconsin,  Dr  Zastrow  earned 
his  medical  degree  from  Marquette 
University. ♦ 
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CONSULTING  CONTRACTS  - MADI- 
SON. The  Wisconsin  Disability  Deter- 
mination Bureau  has  a contract  open  for 
a Board  Certified  Pediatrician  to  work 
10-25  hours  per  week  in  a central  Madi- 
son office  location.  Hours  and  sched- 
ules are  flexible.  Work  is  with  the  re- 
view of  medical  and  other  records  for 
the  evaluation  of  Supplemental  Security 
Income  Disability  claims.  No  patient 
contact  is  involved.  Resumes  will  also 
be  accepted  for  potential  future  open- 
ings in  other  medical  specialties  or  psy- 
chology, although  no  current  vacancies 
are  available.  For  further  details  contact: 
James  Twist,  Section  Chief,  Disability 
Determination  Bureau,  Department  of 
Health  and  Social  Services,  P.O.  Box  7886, 
Madison,  WI 53707-7886.  (telephone  608- 
266-3996)  1-2/94 

CHICAGO:  NORTHERN  SUBURBS  - 
Several  members  of  the  medical  staff  of 
Condell  Medical  Center  are  seeking 
associates  for  opportunities  in  family 
practice,  internal  medicine,  pediatrics 
and  OB/GYN.  Condell  is  a progressive 
community  hospital  centrally  located  in 
the  rapidly  expanding  far  northern  sub- 
urbs of  Chicago.  Our  growing  service 
area  features  all  the  amenities  of  family 
oriented  suburban  living,  including 
award  winning  school  systems,  with  easy 
access  to  Chicago.  Complementing  the 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


hospital's  main  complex  are  a full  serv- 
ice health  club,  intergenerational  day 
care  center,  and  a conference  center.  For 
information,  contact  Susan  Kilpatrick, 
Physician  Outreach  at  (708)362-2905,  ext. 
5280  or  fax  materials  to  (708)362-1721. 

1-3/94 

OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Family  Practice, 
Pediatrics,  Pulmonology,  Orthopedic 
Surgery,  Emergency  Medicine,  and  Oto- 
laryngology. Mercy  Medical  Center  has 
an  active  medical  staff  of  130  physicians 
in  all  medical  specialties.  Oshkosh  is  an 
attractive  community  of  55,000  people, 
located  on  the  shores  of  Lake  Winne- 
bago and  in  the  heart  of  Wisconsin's 
beautiful  Fox  River  Valley  (metro  area  of 
350,000  people).  University  of  12,000 
students.  Competitive  financial  pack- 
ages. Contact  Christopher  Kashnig; 
Mercy  Medical  Center;  631  Hazel  Street; 
Oshkosh,  WI  54902.  Call  414-236-2430. 
Fax  414-236-1312.  1-2/94 


Family  Practice  Madison  Area 

* several  opportunities 

* large  call  groups 

* full  lab  & xray 

* 210  physician  multi-specialty  group 

* guaranteed  salary  with  incentives 

* full  benefit  package 

* Immediate  Care  also  available 
Send  CV  to: 

Laruie  Glowac 

Physicians  Plus  Medical  Group 
345  W.  Washington  Avenue 
Madison,  WI  53703 
or  call  collect:  (608)  252-8580 


FAMILY  PRACTICE 
INTERNAL  MEDICINE 
OB/GYN 

With  our  numerous  opportunities, 
we  can  match  your  needs  in: 

• WI  • MN  • IL  • NE  • 

OH  • NY  • PA  • WV 


Why  wait?  Please  call  1-800-243-4353 


Sthelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 


— Classified  ads 

MEDICAL  DIRECTOR  — University 
of  Wisconsin-Whitewater.  Medical  Di- 
rector (MD)  position  available  in  college 
health  to  provide  direct  care,  supervi- 
sion of  clinical  staff,  and  share  medical 
expertise  with  the  university  commu- 
nity. Prefer  BE/ BC  FP,  IM,  or  PED.  No 
weekend  or  call.  Applications  should  be 
submitted  immediately  and  will  be  ac- 
cepted until  position  is  filled.  Call  Ruth 
Swisher  at  (414)  472-5600.  FAX:  (414) 
472-5608.  Equal  opportunity  employer. 

12/93-1/94 

LOAN  REIMBURSEMENT:  The  State 
of  Wisconsin  will  repay  up  to  $50,000  in 
medical  school  loans  to  primary  care 
physicians  interested  in  practicing 
medicine  in  areas  where  they  are  most 
needed  and  appreciated.  50  counties 
qualify  as  practice  sites  for  this  program 
ranging  from  the  Northwoods  to  the 


ORTHOPEDIC  SURGEON 

CHIRON,  LTD.,  the  largest  pro- 
vider of  Independent  Medical 
Evaluations  (IME's)  in  Wiscon- 
sin, seeks  a board  certified  ortho- 
pedic surgeon  to  join  our  staff 
full-time  in  providing  IME's  of 
injured  individuals  at  various 
clinic  sites  in  Wisconsin.  Under 
the  direction  of  James  M.  Huffer, 
MD,  Orthopedic  Surgeon,  Chi- 
ron offers  an  excellent  opportu- 
nity to  remain  active  without 
the  responsibilities  of  a surgical 
practice.  Chiron  offers  an  excel- 
lent financial  package. 

Send  CV  and  letter  of  inquiry  to: 
Stephen  P.  Thompson 
Physician  Services  Manager 
CHIRON,  LTD. 

3330  University  Ave.,  Suite  310 
PO  Box  5914 
Madison,  WI  53705-0914 
or  call  608-231-3030 


CHIRON 


The  Rehabilitation  Experts 
8/93-1/94 


Wisconsin  Medical  Journal  • January  1994 


35 


Physicians  Exchange 

Continued 

colorful  festivals  of  Milwaukee.  If  you 
are  interested  in  earning  $50,000  in 
addition  to  an  attractive  salary,  please 
call  Karin  Lunt  at  the  UW  Medical  School, 
Office  of  Rural  Health,  608-265-3606,  or 
1-800-385-0005.  12/93-1/94 


MADISON,  WISCONSIN.  Family 
Practice  (with  OB)  position  available  in 
staff-model  HMO.  Excellent  salary  and 
benefits,  desirable  lifestyle.  Contact  Pro- 
fessional Staff  Coordinator,  Group 
Health  Cooperative,  One  South  Park  St., 
Madison,  WI 53715:  (608)251-4156.  GHC 
is  an  equal  opportunity/  affirmative 
action  employer.  12/  93-3 / 94 


Occupational  Medicine 
Oncology  • Gastroenterology 
Orthopedics  • Neurosurgery 
Orthopedics — Hand 

You  will  find  that  we  have  the  most 
attractive  opportunities  available  in: 

WI  • MI  • OH  • WV 


Why  wait? 

Please  call  1-800-243-4353 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 


DISSATISFIED  WITH 
YOUR  PRACTICE? 
OB/GYN,  FP,  IM,  GS,  PEDS,  etc. 


2700  Midwest  opportunities 
7500  throughout  the  U.S. 

We're  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic.  You 
don't  need  to  contact  numerous 
recruiters  we  can  place  you  any- 
where. Whether  you  want  better 
hospital  support,  facilities,  time 
off,  remuneration  or  lifestyle  we 
have  the  opportunity  for  you  in  a 
solo,  group,  or  employee  practice. 


WISCONSIN 

Milwaukee 

Sheboygan 

Beloit 

Madison 

Kenosha 


NATIONAL 

Indianapolis 

Chicago 

Pittsburgh 

Cincinnati 

Jacksonville 


Confidential  * References 
(No  cost  to  you  - our  clients  pay  all 
costs) 


The  Curare  Group,  Inc. 

(800)  880-2028,  FAX:  (812)  331-0659 
P.O.  Box  5642 

Bloomington,  IN  47407-5642 
(M-F  9:00-8:00,  Sat  12:00-5:00) 

10/93-9/94 


OB/GYN:  The  Owatonna  Clinic  is  seek- 
ing a BE/  BC  OB / GYN  to  join  a progres- 
sive 25  member  multispecialty  group 
practice  in  southern  Minnesota.  Expand- 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

11-12/93-1/94 


Family  Practice  Opportunity 
Western  Wisconsin 


Ramsey  Clinic  Associates,  a 215 
multi-specialty  group  practice,  is 
seeking  a family  practice  physi- 
cian to  join  one  of  its  thriving 
branch  clinics  located  in  Baldwin, 
WI.  Ramsey  Clinic-Baldwin  is 
located  just  40  minutes  east  of 
downtown  St.  Paul,  MN.  This  well 
established  practice  currently  staffs 
four  family  practitioners  and  one 
certified  physicians  assistant.  Can- 
didates comfortable  doing  obstet- 
rics are  preferred.  We  offer  a 
competitive  salary  and  excellent 
benefits.  If  you  would  like  more 
information,  contact  Sue  Schettle, 
(612)  221-4230,  or  mail  your  cur- 
riculum vitae  to:  Ramsey  Clinic, 
Department  of  Professional  Serv- 
ices, 640  Jackson  Street,  St.  Paul, 
Minnesota  55101.  1-4/94 


ing  OB/ GYN  department  to  three. 
Located  in  southern  Minnesota.  Excel- 
lent school  system.  Wonderful  parks 
and  located  within  1 hour  of  Minneapo- 
lis/St. Paul.  Competitive  compensation 
and  benefit  package.  Outstanding  qual- 
ity of  life.  Please  submit  CV  in  confi- 
dence to  Craig  Oien,  MD,  President, 
Owatonna  Clinic  P.A.,  134  Southview, 
Owatonna,  MN  55060.  12/93-1/94 

IMMEDIATE  OPENING.  One  Inter- 
nist or  Family  Practitioner  (Internist  pre- 
ferred) at  a 200  bed  acute  treatment 
psychiatric  hospital,  JCAHO  approved. 
Medicare  certified,  affiliated  with  the 
University  of  Iowa  Medical  College. 
FORTY  HOUR  WORK  WEEK.  NO 
NIGHT  OR  WEEKEND  ON  CALL.  Situ- 
ated in  picturesque  Northeast  Iowa  near 
large  cities  with  cultural  advantages. 
Ideal  for  family  living.  Golf  club,  hunt- 
ing and  fishing  area,  good  schools,  etc. 
Salary  to  $94,640.00.  State  law  protects 
employees  against  malpractice.  State 
pension  plan.  Unique  deferred  annuity 
plan.  Generous  sick  leave  and  vacation. 
Write  or  call  collect:  B.J.  Dave,  M.D., 
Superintendent,  Mental  Health  Institute, 
Independence,  Iowa  50644.  Telephone: 


1»1»S  for  PSI»2* 

A / Practices  Seeking  Physicians 

r Physicians  Seeking  Practices 

I.ocuni  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791*  Brookfield,  WI  530084)791 

1-800-747-0606  (414)  784-9524 


Southern  Wisconsin:  Family 

practice  and  internal  medicine 
opportunities  available  in  metro- 
politan, suburban  and  rural  areas. 
Opportunities  include  multispe- 
cialty group,  community  hospital 
network,  teaching  and  managed 
care  setting.  Each  provides  six 
figure  salary  guarantee,  full  bene- 
fit package,  excellent  call  sched- 
ule. Must  be  BE/ BC  and  commit- 
ted to  providing  quality  care. 
Contact  John  Goff  at  1-800-236- 
7688  to  have  information  on  any 
of  these  practices  sent  to  you. 

12/93-2/94 
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319-334-2583.  AN  EQUAL  OPPORTU- 
NITY /AFFIRMATIVE  ACTION  EM- 
PLOYER. 11-12/93  -4/94 

WISCONSIN  - BC/BE  General  Internist 
needed  to  join  an  eight-member  team  of 
Internists  in  a busy  20-physician  multi- 
specialty group  practice.  Candidates 
with  sub-specialty  training  or  interest 
will  be  considered.  Lovely  community 
of  35,000  located  mid-state  on  the  west- 
ern shore  of  Lake  Michigan.  First  year 
salary  guaranteed  plus  excellent  benefit 
package.  Contact  or  send  C.  V.  to:  James 
Robinson,  Administrator,  Manitowoc 
Clinic,  601  Reed  Avenue,  PO  Box  1270, 
Manitowoc,  WI  54221-1270.  Telephone 
414-682-8841.  11-12/93,1/94 

THE  WAUSAU  MEDICAL  CENTER  is 
seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  In- 
ternal Medicine,  Family  Medicine,  Gas- 
troenterology, Obstetrics  / Gynecology, 
Occupational  Medicine  and  Urology. 
Large  multi-specialty  group  located  in 
central  Wisconsin.  Competitive  salary 
(incentive  after  first  year).  Comprehen- 
sive benefit  package  including  malprac- 


VICE PRESIDENT  — PHYSICIAN 
SUPPORT  SERVICES 
Become  part  of  the  West  Allis  Memorial 
Hospital  administrative  team.  This  new 
position,  reporting  directly  to  the  Presi- 
dent, will  focus  on  support  services  for 
the  medical  stafT.  The  selected  candidate 
will  be  responsible  for  physican  recruit- 
ment and  retention  and  developing  new 
programs  to  assist  physicians  with 
changes  related  to  health  care  reform. 
Qualified  applicants  will  have  a master’s 
degree  and  a minimum  of  five  years  op- 
erations experience  in  a hospital,  clinic, 
or  physician  practice  environment,  MD 
preferred.  We  ofTer  an  excellent  flexible 
benefit  program  and  compensation 
commensurate  with  experience.  Please 
send  resume  with  salary  history  to: 

Patricia  Martin 
Director  of  Human  Resources 
West  Allis  Memorial  Hospital 
8901  W.  Lincoln  Avenue 
West  Allis,  Wl  53227 

Equal  Opportunity  Employer. 


tice  insurance,  flexible  benefit  plan  and 
profit  sharing.  Modem  facility  located 
directly  across  the  street  from  250-bed 
acute  care  facility.  The  area  is  ideal  for 
outdoor  enthusiasts  (including  large 
downhill  ski  area)  with  outstanding 
cultural  activities  year  round.  Write  or 
call  collect  David  K.  Aughenbaugh,  MD, 
Medical  Director,  Wausau  Medical  Cen- 
ter, 2727  Plaza  Drive,  Wausau,  Wiscon- 
sin 54401,  telephone  (715)  847-3235. 

2/93;TFN 

FAMILY  PRACTITIONER-INTER- 
NAL MEDICINE-OB/GYN-PEDI- 
ATRICIAN  to  join  progressive  13-phy- 
sician group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 
and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022  (715) 
425-6701.  c9tfn/91 

FACULTY  NEEDED  IMMEDIATELY 
- SOUTHERN  WISCONSIN  FAMILY 
PRACTICE  RESIDENCY  PROGRAM 
The  Southern  Wisconsin  Family  Prac- 
tice Residency  Program  (SWFPRP)  is  cur- 
rently seeking  one  full-time  board  certi- 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyle  of  call  every 
21-23  days  and  an  average  4 day 
work  week.  Just  20  minutes  north 
of  downtown  Minneapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  unlimited  array 
of  family,  cultural,  educational  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  and  partnership  po- 
tential after  one  year.  Please  re- 
spond with  CV  to: 

John  Pastorius,  MD 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

1/94 


fied  family  physician  to  join  our  com- 
munity-based 6-6-6  residency  program. 
Developing  the  obstetrics  and  procedural 
training  curriculum  will  be  important. 
Responsibilities  include  teaching  resi- 
dents, patient  care  including  obstetrics, 
and  scholarly  activities.  An  attractive 
call  schedule  is  offered.  Compensation 
is  negotiable,  and  generous  fringe  bene- 
fits are  offered.  Janesville  is  a family-ori- 
ented community  of  53,000  located  in 
southern  Wisconsin  offering  the  secu- 


INDEPENDENT  MEDICAL 
EVALUATIONS 
ALL  MEDICAL 
SPECIALTIES 

Enjoy  professional  independ- 
ence and  a profitable  practice. 
CHIRON,  LTD,  is  the  largest 
provider  of  Independent  Medi- 
cal Examinations  (IME's)  in 
Wisconsin.  Thanks  to  contin- 
ued strong  growth,  we  are  seek- 
ing experienced  board  certified 
physicians  in  all  medical  spe- 
cialties. As  an  independent 
contractor,  you  enjoy  the  free- 
dom to  work  full  or  part-time  in 
our  office  or  receive  referrals 
directly  to  your  office. 

Receive  substantial  compensa- 
tion; set  your  own  schedule;  sup- 
plement your  current  practice; 
receive  professional  and  admin- 
istrative support  services  and 
training  under  the  direction  of 
James  M.  Huffer,  MD,  Medical 
Director. 

Send  CV  and  letter  of  inquiry  to: 
Stephen  P.  Thompson 
Physician  Services  Manager 
CHIRON,  LTD 

3330  University  Ave.,  Suite  310 
PO  Box  5914 
Madison,  WI  53705-0914 
Telephone:  608-231-3030 


CHIRON 


The  Rehabilitation  Experts 
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rity  of  small-town  living  with  proximity 
to  major  metropolitan  areas.  All  quali- 
fied applicants  considered.  Position  will 
remain  open  until  filled.  Need  is  imme- 
diate and  starting  date  is  flexible.  Ad- 
dress CV  and  letter  of  application  to 
Gregory  L.  Darrow,  M.D.,  Director, 
Southern  Wisconsin  Family  Practice 
Residency  Program,  849  Kellogg  Ave- 
nue, Janesville,  Wisconsin,  53546. 

9/93;TFN 

WISCONSIN:  Family  practitioner 

needed  by  a growing  practice  of  a four 
physician  group  in  a friendly  rural  com- 
munity in  Northeast  Wisconsin  near 
Green  Bay.  This  is  an  excellent  opportu- 
nity to  join  an  established  organization. 
Highly  competitive  salary  with  benefits. 
Please  contact:  Artwich  Clinic,  Oconto 
Falls,  Wisconsin  54154.  9/93-4/94 

FAMILY  PRACTICE  PHYSICIAN 

needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwestern 
Wisconsin  community  of  8,000  with  serv- 
ice area  of  40,000,  located  on  the  door- 
step of  Wisconsin's  fabulous  lake  coun- 
try. Practice  medicine  in  a small  family- 
oriented  community  within  two  hours 


PHYSICIAN 
MEDICAL  DIRECTOR 
PRIMARY  CARE  CLINIC 
IMMEDIATE 
OPPORTUNITY 

7:30  - 4:00  Mon. — Fri. 

JSA  Healthcare  Corp.  is  looking 
for  a Primary  Care  Physician  to 
direct  and  service  the  Troop 
Medical  Clinic  at  Ft.  McCoy, 
Sparta,  WI.  Position  requires  a 
MD  or  DO,  with  ambulatory  care 
experience,  current  license  in  one 
of  the  fifty  states  and  ACLS/BCLS. 
Competitive  financial  considera- 
tion is  offered  with  paid  malprac- 
tice/CME. 

NO  NIGHTS  - NO  CALL  - NO 
WEEKENDS  - NO  HOLIDAYS!!! 
CONTACT: 

SUSAN  BRAY  1-800-966-2811 
12/93-1/94 


of  Minneapolis/ St.  Paul.  Competitive 
salary  and  excellent  fringe  package.  Send 
CV  to  James  A.  Volk,  M.D.,  Medical 
Director,  PO  Box  3217,  Eau  Claire,  WI 
54702-3217;  ph  715-836-8552. 

12/93-3/94 

NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Family  Practice,  Internal  Medicine, 
Neurology,  Psychiatry,  and  Gastroen- 
terology to  establish  practices  in  a rec- 
reational, Northern  Michigan,  family- 
oriented  community.  Salary  guarantees 
with  excellent  benefits.  Send  CV  or 
contact  Susan  Khoury,  Dickinson  County 
Memorial  Hospital  System,  400  Main 
St.,  Norway,  Michigan  49870.  800-236- 
3240.  1/94 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapolis/ 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FFS.  Highly  competi- 
tive salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  James  A.  Volk, 
MD,  Medical  Director,  PO  Box  3217, 
Eau  Claire,  WI  54702-3217;  ph  715-836- 
8552.  12/93-3/94 


For  Sale 


BUILDING  FOR  SALE: 

Wauwatosa,  corner  50'  X 124'  lot. 
Zoned  Medical.  Currently  dental 
office  - 864  sq.  ft.  plus  2nd  floor 
apt.  Approved  for  550  sq.  ft.  addi- 
tion and  9 stall  parking  lot.  Dr. 
Scheels  eves.  414-784-7742.  tfn 


Practice  for  Sale:  East  side  Mil- 
waukee physician  desires  to  sell 
his  primary  care-family  practice, 
near  hospital.  Good  patient  mix. 
Great  opportunity  for  dynamic 
person  to  purchase  goodwill,  pa- 
tient records,  medical  equipment. 
Contact:  Barton-Collins,  Ltd.,  c/o 
Dan  Collins,  9401  West  Beloit 
Road,  Suite  #312,  Milwaukee,  WI 
53227;  ph  414-541-6099.  1-3/94 


For  Sale 

Continued 


FOR  SALE:  Kodak  DT-60  Ana- 
lyzer purchased  new  12-1-92. 
Never  used  for  patient  testing  due 
to  consolidation  of  2 clinic  labs. 
For  more  info  call  608-348-4677  or 
write  to  PO  Box  659,  Platteville, 
WI  53818.  12/93-1/94 


Medical  Meetings-Continuing 
Medical  Education 


Primary  Care  Update 
Utilization  and  Application  of 
Cardiology 

February  25  & 26, 1994 

Course  Directors: 

Dr.  M.  Wasiullah,  Dr.  J.  Leibsohn, 
Dr.  M.  Becker 

The  course  will  be  held  at  the 
Wyndham  Hotel  in  downtown 
Milwaukee  on  Feb.  25  and  26, 1994. 
This  one  and  a half  day  accredited 
course  is  designed  to  update  the 
primary  care  physician  on  the 
utilization  of  various  cardiology 
applications  - new  thrombolytic 
agents,  cardiogenic  syncope,  cur- 
rent concepts  in  the  treatment  of 
hypertension,  survival  post  MI, 
new  NCEP  lipid  guidelines,  office 
management  of  CHF,  treatment 
and  diagnoses  of  arrythmias,  role 
of  anticoagulants  in  DVT/atrial 
fib,  EKG  when  and  who. 

In  addition,  there  will  be  work- 
shops to  insure  good  application 
of  various  diagnostic  procedures  - 
EKG,  chest  X-ray,  stress  testing, 
imaging.  Included  in  this  course 
registration  is  daily  continental 
breakfast,  lunch  (with  guest 
speaker)  on  Friday,  and  CME 
credit.  Based  on  the  meeting  for- 
mat we  have  applied  for  16  hours 
of  AAFP  credit.  Price:  $50/ physi- 
cian; $25/ resident/ intern. 

For  further  information  call  414- 
481-8400.  11-12/94-1-2/94 
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Medical  Meetings-Continuing 
Medical  Education 

Continued 

18th  Annual  Winter  Pediatric  Seminar, 
February  10-11,  1994,  Indianhead  Re- 
sort, Wakefield,  Michigan.  Contact: 
Marshfield  Clinic,  Office  of  Medical 
Education,  1000  North  Oak  Avenue, 
Marshfield,  WI  54449.  1-800-541-2895. 

12/93-1/94 


AMA 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 


Miscellaneous 
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tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling 
programs  in  conflict  with  others.  Hos- 
pitals, clinics,  specialty  societies,  and 
medical  schools  are  particularly  invited 
to  utilize  this  listing  service.  There  is  a 
nominal  charge  for  listing  of  Continu- 
ing Medical  Education  courses  at  the 
following  rates:  55  cents  per  word,  with 
a minimum  charge  of  $25.00  per  listing. 
All  listings  must  be  prepaid. 

BOXED  LISHNGS:  $30.00  per  column 
inch.  Listings  of  other  scientific  meet- 
ings will  be  included  at  the  discretion 
of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  is- 
sue is  due  by  July  1.  Address  commu- 
nications to:  Wisconsin  Medical  Jour- 
nal, Box  1109,  Madison,  WI  53701;  or 
phone  608-257-6781;  or  toll-free  1-800- 
362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  Ameri- 
can Medical  Association. 
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There  are  no  small 
victories  in  the  fight 
against  heart  disease. 
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State  Medical  Society  of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEEHNGS  - 1994-1995 

The  1994  meeting  will  be  in  Milwaukee 
at  the  Milwaukee  Exposition  and 
Convention  Center  and  Arena 
(MECCA)  and  the  Hyatt  Regency  as 
the  headquarters  hotel. 

1994  - April  13-16:  Milwaukee 

1995  - April  5-8:  Milwaukee 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local 
Telephone:  257-6781;  toll-free:  1-800- 
362-9080. 


Last  "fear. 
She  Had 
28  Million 
Heart 
Attacks. 


She's  called  Resuscitation 
Annie.  She's  a teaching 
mannequin  created  to  train 
millions  of  Americans  in 
fighting  heart  attacks.  Its  just 
one  of  the  many  educational 
programs  we  started  to  help  you 
control  America's  number  one 
killer.  And  it’s  all  helping. 

Since  1977,  death  rates  from 
heart  attack  have  dropped  by 
30.9%.  So  keep  up  the  good 
work.  Quit  smoking.  Watch  your 
diet.  Monitor  your  blood 
pressure.  And  we'll  keep  on 
working  to  support  scientific 
breakthroughs  and  medical 
innovations  that  help  make 
hearts  healthier. 

To  learn  about  reducing 
your  risk,  contact  your  local 
American  Heart  Association. 
And  say  hello  to  Annie  if  you 
see  her. 

Your  Life  Is  In  Your  Hands. 


American  Heart 
Association 
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Health 

Access 

America 

The  AMA  proposal  to 
improve  access  to  affordable, 
quality  health  care. 

“I  can’t  afford 

to  go  to 
the  doctor.” 


We  hear  that  a lot  from  our  patients 
these  days.  For  the  33  million  people 
who  have  no  health  insurance,  it’s  a 
particularly  acute  problem. 

That’s  why  the  AMA  has  launched 
a proposal  to  improve  access  to  afford- 
able, quality  health  care.  It’s  called 
Health  Access  America.  The  message  is 
being  sent  to  Congress,  the  media,  labor 
and  management  organizations,  con- 
cerned groups  like  AARP,  and  your 
fellow  physicians. 

Simply , Health  Access  America 
proposes  health  insurance  coverage 


for  all  Americans,  regardless  of  income 
or  health  status.  It  calls  for  expanded  pub- 
licly-funded health  care  for  the  needy;  a 
stronger  Medicare  system;  employer-pro- 
vided coverage  for  all  workers  and  their 
families  with  tax  incentives  for  small 
businesses. 

America’s  physicians  are  leading 
the  way  to  reforming  the  health  care 
system  by  speaking  out  on  these  critical 
issues. 

Tb  get  a copy  of  the  Health  Access 
America  proposal,  please  call  our  Mem- 
ber Service  Center  at  1-800-AMA-3211. 


The  American  Medical  Association  (m 

on  behalf  of  member  physicians  and  their  patients. 


A message  from  The  American  Medical  Association  for  the  Health  Access  America  Proposal 


LEONARDO 

COULD  HAVE  QUALIFIED 
FOR  AMWA 
MEMBERSHIP. 

CAN  YOU? 


The  great  Renaissance  man  could  have  made  it 
on  the  strength  of  his  medical  writing  alone. 

Or  as  an  illustrator. 

Or  simply  as  a medical  scientist. 

But  you  can  earn  membership  in  the  American 
Medical  Writers  Association  — AMWA — by  being 
any  one  of  these.  As  well  as  by  being  a doctor,  den- 
tist, editor,  librarian,  educator,  medical  photogra- 
pher... or  by  being  professionally  involved  in  medical 
communication. 

The  one  inflexible  criterion:  you  must  share  the 
conviction  of  AMWA's  current  3,700  members  that 
clear,  concise  communications  is  a vitally  important 
art  to  be  cultivated  and  refined. 

To  achieve  that  end,  AMWA  conducts  work- 
shop sessions  in  a variety  of  specialized  facets  of 
communications  — including  explorations  into  the 
latest  electronic  media.  It  holds  local,  regional,  and 
national  meetings  that  enable  editors,  physicians, 


film-  and  video-makers,  writers,  publishers,  illustrators,  and 
a wide  spectrum  of  scientific  communicators  to  meet,  talk, 
and  exchange  ideas.  And  it  publishes  a journal  that  exists 
for  one  purpose  only...  to  encourage  and  nurture  concise,  lu- 
cid medical  communications. 

To  learn  more  about  how  to  join  the  rapidly  growing 
ranks  of  AMWA  members  who  share  your  concerns,  write, 
call,  or  Fax  the  American  Medical  Writers  Association,  9650 
Rockville  Pike,  Bethesda  Maryland  20814,  (301-493-0003, 
Fax  301-493-0005). 

Just  because  DaVinci  missed  out  on  AMWA  member- 
ship is  no  reason  you  should! 


AMERICAN 
MEDICAL  WRITERS 
ASSOCIATION 


AW 
\V\ 


We’re  Resolute  All  Year-round 

\pa(r)-'f6r-mon(t)s\  : accomplishment;  efficiency;  the  fulfillment  of  a promise  or  request.  (Webster's  dictionary) 


Amid  the  uncertainty  a new  year  brings,  one  constant  remains:  the 
commitment  of  Physicians  Insurance  Company  of  Wisconsin  to  tackle 
problems  facing  our  insureds. 

To  respond  to  our  policyholders'  wishes  and  the  demands  of  an  ever- 
changing  marketplace,  we'll  be  offering  many  new  features  and 
enhancements  in  1994,  including: 

• HIV  Coverage.  This  endorsement,  offered  only  by  PIC  in 
Wisconsin,  supplements  income  of  insureds  with  HIV  until 

PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


their  personal  disability  insurance  takes  effect. 

• D & O Coverage.  Our  Directors  and  Officers  Coverage  for  clinics 
will  insure  policyholders  against  a variety  of  non-medical  claims, 
including  sexual  harassment,  wrongful  discharge,  and  discrimina- 
tion, among  others. 

It  all  amounts  to  performance.  At  PIC-Wisconsin,  we  define  it 
with  a capital  "P." 

8401  Greenway  Blvd.,  Suite  1101 
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Everyone  Out  Of  The  Pool! 

Worker’s  Compensation  Coverage 


That’s  what  some  Worker’s  Compensation  insurers  are  telling 
clinics  and  physicians  throughout  Wisconsin.  These  companies 
want  to  reduce  their  risk  by  eliminating  certain  classes  of 
employees  and  sizes  of  risk  from  their  Worker’s  Compensation 
pool.  In  your  case,  this  includes  physicians,  clinic  employees, 
and  related  medical  service  personnel. 

This  is  not  the  case  with  SMS  Insurance  Services  and  the 
Dodson  Group.  We  want  you  in  our  pool.  That’s  because 
SMS  Insurance  Services  and  the  Dodson  Group  specialize 


in  Worker’s  Compensation  coverage  for  the  medical 
community.  SMS  Insurance  Services  also  offers  Medical 
Professional  Liability,  a Professional  Office  Policy,  and 
umbrella  coverage.  Our  Worker’s  Compensation  program 
is  endorsed  by  the  State  Medical  Society. 

You  can  swim  with  the  sharks  or  come  where  your 
coverage  is  safe.  For  more  information  about  our  Worker’s 
Compensation  and  other  SMS  Insurance  Services  medical 
liability  programs,  contact: 


Wisconsin  based  - physician  owned  - committed  to  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 
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Opinions 


President's  page 

Physicians  remain  vital  to  the  war  on  tobacco 


IN  spite  of  the  tobacco  industry's 
continuing  barrage  of  advertis- 
ing propaganda  and  financial  pres- 
sures on  businesses  and  politicians, 
cigarette  use  (synonym  for  body 
abuse)  is  declining  in  many  areas. 
We  see  this  in:  Wisconsin  restau- 
rants going  smoke-free  or  reducing 
their  smoking  areas  to  unappetiz- 
ing back  comers;  the  rapid  increase 
in  numbers  of  smoke-free  businesses; 
and  cities  working  on  ordinances  to 
further  limit  areas  for  smoking  and 
make  it  more  difficult  for  youth  to 
obtain  tobacco  materials.  Many  fast- 
food  restaurants  have  acknowl- 
edged the  fallacy  of  promoting  eat- 
ing areas  for  children  in  smoke-pol- 
luted environments  and  are  doing 
something  about  it. 

We  have  a large  number  of  people 
to  thank  for  this,  including  Wiscon- 
sin's Project  ASSIST,  the  Tobacco- 
Free  Wisconsin  Coalition,  local  to- 
bacco-free coalitions  and  the  Wis- 
consin Initiative  on  Smoking  and 
Health,  among  others. 

I especially  applaud  all  those 
physicians  who  have  made  the 


SMS  annual  meeting 
April  13-16, 1994 
Milwaukee 


question  of  smoking  and  how  to 
stop  (or  not  start)  a routine  part  of  as 
many  patient  encounters  as  possible. 
This  type  of  intervention  has  an 
estimated  20%  success  rate— not  bad 
for  the  very  difficult  addiction. 

I recommend  as  our  continuing 
education  in  this  area  the  Feb  23 
issue  of  JAMA,  which  is  devoted  to 
tobacco  problems.  Included  are:  a 
50-year  study  on  the  effects  of  to- 
bacco advertising  targeted  toward 
teenage  girls;  a report  on  the  effects 
of  secondhand  smoke  on  pregnant 
women  and  their  babies;  more  on 
targeting  cigarette  sales  to  children, 
minorities  and  the  poor;  and  a re- 
view of  what  works  in  successful 
smoking  cessation  programs. 

The  surgeon  general's  report  on 
tobacco,  to  be  released  Feb  24,  will 
also  be  of  interest  to  us  all. 

The  AMA  guidelines  for  tobacco 
intervention— which  many  of  you 
have  received-point  out  that  419,000 
Americans  die  annually  as  a result 
of  tobacco  use  (8,760  Wisconsinites) . 
Environmental  tobacco  smoke  ac- 
counts for  many  more.  The  AMA 
and  the  American  Cancer  Institute 
suggest  five  " A's"  for  intervention: 

• ask— smoking  history; 

• advise— reasons  to  stop; 

• assist— with  motivational  and  self- 
help  materials,  a "quit"  date,  and 
a plan  tailored  to  each  patient; 

• arrange— follow-up  visits  or  tele- 
phone calls;  and 

• anticipate— with  prevention  strat- 
egy for  teenage  and  child  non- 


Pauline  M.  Jackson,  MD 


smokers.  This  is  the  most  impor- 
tant area  of  intervention  we  have. 

Watch  for  the  Kids  at  the  Capitol 
program,  sponsored  by  the  Tobacco- 
Free  Wisconsin  Coalition,  March  16, 
when  school  children  from  the 
SmokeFree  Class  of  2000  will  be 
lobbying  in  Madison. 

Meanwhile,  the  SMS  continues  to 
work  for  increased  cigarette  taxes, 
primarily  to  decrease  the  numbers 
of  new  smokers  and  to  reduce  ac- 
cess to  cigarette  purchase  by  teen- 
agers and  children.  We  must  not 
forget  the  dangers  of  smokeless 
tobacco  as  well.  The  task  to  elimi- 
nate tobacco  use  is  far  from  finished 
and  the  role  of  physicians  remains 
paramount.* 
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EVP  report:  The  view  from  here 

The  value  of  a Wisconsin  physician  defense  "association" 


An  Associated  Press  story  re- 
cently on  the  wires  caught 
my  eye,  because  it  was  on  the  star- 
tling differences  between  American 
and  Canadian  malpractice  insur- 
ance. Richard  Shekter,  a Toronto 
lawyer  and  expert  in  health  law  was 
quoted  as  summing  it  up  this  way: 
"The  United  States  is  a system  out  of 
control." 

But  then,  we  knew  that.  In  case 
there  is  any  doubt,  consider  some  of 
the  numbers  presented  in  the  story. 
In  Canada,  the  lowest  rate  of  what 
we  would  call  malpractice  premi- 
ums is  about  $1,100  for  a family 
practitioner  doing  no  obstetrics  or 
surgery;  that  same  doctor  in  the 
lowest-rate  state  in  the  United  States 
would  pay  about  $2,800.  A neuro- 
surgeon inTorontopaysapremium 
of  $12,700;  in  Wisconsin,  it  would  be 
$47,000.  A physician  practicing  fam- 
ily medicine,  including  delivering 
babies,  in  Toronto  reported  paying 
$2,322  a year  for  malpractice  protec- 
tion; in  Wisconsin  that  doctor  would 
be  paying  as  much  as  $26,000. 

It  is  a bit  ironic  that  with  so  many 
people  looking  to  Canada  as  a model 
for  our  own  health  system  reform 
that  the  one  area  in  which  the  Cana- 
dian system  is  clearly  superior  has 
gone  virtually  unnoticed.  In  Can- 


ada, protection  against  malpractice 
claims  isn't  technically  insurance, 
but  a mutual  defense  organization, 
which  was  founded  in  1901  and  to 
which  90%  of  Canada's  doctors  be- 
long. The  doctors  pay  an  annual  fee 
to  belong  to  the  organization,  and 
that  organization  maintains  a reserve 
from  which  physicians  can  be  helped 
as  needed. 

Quoting  from  the  AP  story: 

Unlike  American  insurers  that 
impose  limits,  most  frequently  $1 
million  per  claim  and  a $3  million 
maximum,  the  (Canadian  Medical 
Protective  Association)  sets  no  lim- 
its. Nor  does  it  settle  cases  out  of 
court  just  to  get  rid  of  them.  That 
tells  plaintiffs  that,  when  they  tangle 
with  doctors  in  Canada,  they  will 
have  a fight  on  their  hands. 

The  good  news  is  that  physicians 
have,  at  least  here  in  Wisconsin,  an 
organization  that  looks  and  oper- 
ates quite  a bit  like  the  Canadian 
Medical  Protective  Association:  It's 
called  the  Physicians'  Insurance 
Company  of  Wisconsin.  No,  this  is 
not  a sales  pitch,  not  an  "adverto- 
rial." This  is  a perspective  on  PIC 
Wisconsin  that  we  don't  often  ap- 
preciate as  we  should. 

Consider  that,  last  year,  PIC  spent 
$5.7  million  defending  physicians 


Thomas  L.  Adams,  CAE 

against  malpractice  claims  and  paid 
only  $5.2  million  in  settlements.  So 
what?  The  average  defense-to-set- 
tlement  ratio  for  American  medical 
liability  companies  is  1:2.  That's 
right,  other  insurance  companies  pay 
off  twice  as  much  as  they  put  into 
defense.  What  we  have  in  PIC  is  a 
powerful  and  aggressive  ally  that 
turns  the  tables  on  those  who  "tangle 
with  doctors"  in  this  state.  If  the 
numbers  don't  convince  you,  just 
listen  to  what  leaders  in  the  legal 
profession  are  saying  around  the 
state— PIC's  resolve  to  fight  for  its 
physicians  has  curtailed  the  pen- 
chant of  some  to  sue  with  less  than 
just  cause.  Like  the  Canadian  de- 
fense association,  PIC  refuses  to  pay 
off  claims  just  to  make  them  go  away 
(since  1987,  PIC  has  closed  86  % of  its 
claims  without  payment). 

Consider,  too,  that  PIC  is  organ- 
ized in  much  the  same  fashion  as  the 
Canadian  Medical  Defense  Associa- 
tion, because  it  is  physician-owned. 

Continued  on  page  46 
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Be  on  the  inside 
of  health  system  ^ 
reform  _ 


Come  to 
Washington 
on  March  8 ^ 


Join  us  and  make 
a difference 

Partnership  in  Action: 
Uniting  for  America's 
Health 


When  reform  proposals  take  shape,  will  your  views  be 
included?  Specific  health  reform  proposals  are  being 
hammered  into  policy  in  our  nation's  capital.  Now  is  the 
time  to  ask  questions  and  voice  concerns. 

The  American  Medical  Association  will  host  an  interactive 
meeting  of  key  congressional  policy  makers  and  physicians 
from  across  the  country.  Partnership  in  Action:  Uniting  for 
America's  Health  takes  place  March  8 in  Washington,  DC. 

March  8 will  he  a day  filled  with  interactive  dialogue 
between  policy  makers  and  the  physicians  who  will  be 
affected  by  those  policies.  Dinners  will  feature  roundtable 
discussions  with  congressional  members  from  coast  to  coast. 

Your  presence  at  the  1994  summit  can  make  a 
difference.  To  register  now,  call  800  262-3211. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Continued  from  page  44 
Canadian  doctors  may  call  it  a 
"membership  fee"  while  Wisconsin 
doctors  call  it  a "premium,"  but  in 
function  there  is  little  difference.  In 
both  cases,  physicians  have  the 
comfort  and  satisfaction  of  know- 
ing that  the  organization  defending 
them  holds  their  best  interests  as  top 
priority— not  the  interests  of  name- 
less, faceless,  non-physician  stock- 
holders who  seek  only  ever  greater 
profits. 

As  a member  of  the  PIC  board  of 
directors,  I see  my  role  chiefly  as  a 
physician  advocate.  And  in  that 
role,  my  primary  goals  are  to  achieve 
stability  in  both  the  availability  of 
coverage  and  the  rates  charged  for 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of 
the  SMS. 

* Andrew,  Mark  H. 

* Bamrah,  Paramjit  K. 

* Billings,  Kenneth  J. 

* Bodemer,  Steven  E. 

Chang,  Chen-Kang 

* Chelius,  Carl  J. 

* Darrow,  Gregory  L. 

* Davito,  Richard  G. 

* Dedmon,  Robert  E. 

* Deeken,  Michael  G. 

* Errico,  Charles  A. 

Geske,  David  L. 

* Gillis,  Beth  L. 

* Hart,  Loren  E. 

* Icken,  James  N. 

Jenson,  Mark  K. 

* Julian,  Thomas  M. 


that  coverage.  The  volatility  of  lia- 
bility insurance  during  the  1970s  and 
1980s  demonstrated  just  how  im- 
portant these  goals  are.  Many  saw 
premiums  increase  by  outrageous 
amounts,  some  found  it  almost 
impossible  to  find  coverage  at  any 
price,  and  some  were  abandoned 
when  their  liability  insurance  com- 
panies withdrew  from  the  market. 
One  small  Wisconsin  clinic  was 
dropped  with  only  30  days'  warn- 
ing in  1987— after  being  a customer 
of  the  insurance  company  for  more 
than  30  years!  Not  only  was  the  clinic 
left  scrambling  for  insurance,  it  was 
delivered  the  crushing  financial  blow 
of  a $200,000-plus  bill  for  tail  premi- 
ums. 


* Keppel,  Christina  C. 
Khedroc,  Lawrence  G. 

* Kim,  Byung  Hoon 

* Koehler,  Roderick  D. 

* Koob,  Lynn  D. 

* Neal,  Bruce  M. 

* Odulio,  Teofilo  O. 

* Olson,  Carl  E. 

* Pederson,  John  F. 

* Rizzo,  Michael  J. 

Russell,  Elizabeth  B. 

* Samadani,  Ayaz  Mahmud 

* Schneider,  George  R. 

* Schultz,  Richard  O. 

* Seno,  Louis  S. 

* Shapiro,  James  A. 

* Short,  Howard  W. 

*Stafl,  Jaroslava 

* Stenzel,  Steven  D. 

* Strimling,  Arnold  M. 

* Trader,  Joseph  E. 

* Wasiljew,  Bohdan  K. 

* Wedro,  Benjamin  C. 

* Wepfer,  Joseph  F. 
Zandt-Stastny,  Debra  A. 

* Zeldenrust,  John  C> 


The  unreliability  of  these  carriers 
was  the  primary  motivator  in  the 
creation  of  PIC  Wisconsin.  The  1980 
House  of  Delegates  directed  the  SMS 
to  investigate  the  feasibility  of  a 
physician-owned  liability  insurance 
company.  In  1986,  the  House  of 
Delegates  unanimously  voted  to 
authorize  the  establishment  of  PIC 
Wisconsin,  a wholly  physician- 
owned  company.  With  a great  deal 
of  work  over  the  next  few  months, 
PIC  was  pulled  together  and  wrote 
its  first  policy  on  Nov  1.  By  the  end 
of  the  year,  PIC  was  insuring  1,600 
Wisconsin  physicians.  The  past 
several  years  have  seen  PIC  encoun- 
ter and  respond  positively  to  new 
government  regulations,  new  man- 
agement operations  and  changes  in 
the  market.  Today,  more  than  4,000 
Wisconsin  physicians— roughly  60% 
of  the  state's  licensed,  practicing  phy- 
sicians—have  PIC  as  their  "defense 
association." 

Now,  some  of  the  insurance 
companies  that  deserted  Wisconsin's 
physicians  when  the  going  got  tough 
a few  years  ago  have  had  the  temer- 
ity to  re-enter  the  market.  There  are 
also  some  new  companies  entering 
Wisconsin,  trying  to  take  advantage 
of  a market  that  is  currently  "soft." 
Can  Wisconsin  physicians  trust 
them,  or  will  they  be  abandoned 
again  when  the  market  changes,  as 
surely  it  will. 

One  measure  of  reliability  is  the 
rate  charged  for  premiums.  Sure,  no 
one  wants  to  spend  more  for  insur- 
ance than  they  have  to,  but  cut-rate 
premiums  can  be  taken  as  a sign  of 
fiscal  irresponsibility.  Although  the 
calculations  of  insurance  rates  by 
actuaries  is  a black-and-white  mat- 
ter of  putting  data  into  formulas 
and  producing  numbers,  the  devel- 
opment of  insurance  rates  is  grayed 
when  the  numbers  and  assumptions 
about  those  numbers  are  put  to- 
gether before  the  calculations  are 
completed. 

The  assumptions  that  must  be 
made  are  about  variable  numbers 
Continued  on  page  48 
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For  Fast  Tax  Relief 

SMS  Insurance  Services  Individual  Retirement  Annuity. 

Suffering  from  high  taxation?  SMS  Insurance  Services  offers  fast 
tax  relief.  Deposit  up  to  $30,000  in  an  SMS  Insurance  Services 
Individual  Retirement  Annuity.  Your  deposit  is  fully  tax  deductible.* 

And  the  earned  interest  is  tax-deferred  until  retirement.  Deposits 
earn  6.05%**  interest  and  are  rate-guaranteed  up  to  one  year. 

Call  your  SMS  Insurance  Services  representative  today  for 
Fast  Tax  Relief. 


INSURANCE  SERVICES,  INC. 

Wisconsin  based  - physician  owned  - committed  to  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701 
(608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 


•Based  on  I.R.S.  guidelines,  **Date  effective  12/1/93,  Subject  to  change. 
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regarding  factors  such  as  current 
losses,  projected  losses  from  legisla- 
tive changes,  losses  projected  from 
historical  factors,  loss  severity  and 
trends,  company  general  expense, 
loss-allocated  expense,  and  taxes. 
The  insurance  company  must  select 
numbers  for  each  of  these  factors 
and  plug  them  into  the  rate  formula. 

To  stay  financially  sound,  a com- 
pany will  make  certain  that  aggres- 
sive numbers  are  not  picked  for 
several  of  these  variables.  For  ex- 
ample, if  the  numbers  for  projected 
losses,  loss  severity  or  expenses  are 


too  low,  the  rate  produced  by  the 
formula  will  be  inadequate  to  cover 
actual  losses,  and  the  company  will 
be  financially  unsound.  By  the  same 
token,  it  is  important  that  the  com- 
pany not  take  an  overly  conserva- 
tive approach  for  other  "gray"  vari- 
ables. 

My  point  here  is  not  to  expose 
you  the  wonderful  world  of  actuar- 
ial tables,  but  to  emphasize  how  the 
assumptions  made— before  the 
numbers  are  crunched— can  change 
the  final  rate,  and  how  those  as- 
sumptions and  rates  can  reflect  the 
stability  of  an  insurance  company. 


The  bottom  line  is  this:  You  may 
be  approached  by  companies  offer- 
ing lower  premiums  than  those 
currently  offered  by  PIC  Wisconsin, 
but  you  will  never  be  approached 
by  a company  demonstrating  greater 
allegiance  to  Wisconsin's  physicians. 
The  choice  will  be  yours.  Do  you,  in 
an  era  in  which  the  "system  is  out  of 
control,"  want  merely  the  cheapest 
premium  you  can  find,  or  do  you 
want  a stable,  dedicated,  respon- 
sible advocate  that  is  aggressive  in 
your  defense  and  is  owned  by  you 
and  your  peers?  Some  answers  are 
easier  than  others.  ♦ 


Letters 

WIPRO  petition  draws  fire 


To  the  editor:  I read  with 

dismay  in  the  December  WMJ, 
Dr  Murdock's  cheap  shots  at 
WIPRO.... 

(T)he  secrets  to  successfully 
avoiding  the  WIPRO  threat  are: 
practice  good  medicine  and  docu- 
ment that  practice.  Failing  one  or 


both  of  the  first  two  secrets,  you 
may  receive  an  "Initial  letter  of  po- 
tential sanction"  from  WIPRO  and 
need  the  third  secret: ...  carefully  re- 
read the  chart  as  though  you  knew 
nothing  about  your  patient,  or  your 
practice.  Try  to  understand  how 
someone  reading  only  the  chart 


might  ask  the  question  outlined  in 
the  letter  you  received. 

If  you  find  missing  documenta- 
tion of  information  you  thought 
unimportant  at  the  time  of  the  pa- 
tients' hospitalization  that  explains 
the  questions  raised,  write  an  ad- 
dendum to  the  chart  and  send 
WIPRO  a copy....  If  you  discover 
(for  example)  that  you  forgot  to  order 
a follow-up  EKG  on  a patient  admit- 
ted with  chest  pain,  explain  ...  and 
ask  to  discuss  the  case  with  a WIPRO 
physician.  Chances  are  good  that  a 
peer  physician  will  understand  your 
reasons  and  help  you  create  a con- 
vincing reply  to  the  letter. 

If  you  choose  instead  to  attack 
WIPRO  ....  HCFA  requires  WIPRO 
to  give  you  an  opportunity  to  dis- 
cuss, face-to-face,  your  care  of  this 
patient.  If  your  discussion  is  uncon- 
vincing, this  panel ...  is  obligated  to 
offer  you  an  opportunity  to  partici- 
pate in  a ...  "corrective  action  plan" 
(which)  might  permit  you  to  pro- 
vide evidence  of  successful  comple- 
Continued  on  page  50 


The  only  horticultural  structure  of  its  kind  in  the  world  the  Mitchell  Park  Conservatory  in 
Milwaukee  known  as  the  Domes,  features  tropical,  arid  and  seasonal  displays.  The  SMS 
annual  meeting  program  is  in  this  issue  of  WMJ. 
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Pride  in  Our  Past,  Faith  in  Our  Future 

Serving  the  State  and  Nation 
13th  Combat  Support  Hospital 
Wisconsin  National  Guard 


,pdtSu ppQ 


^^Qfiono'^ 


Dedicated  to 

Freedom 

Peace 

Health  Care 


Humanitarian 

Deployments 

Panama 

Guatemala 

Kuwait 

Latvia 


Federal  Service 

World  War  I 
World  War  II 
Persian  Gulf 


Medical  Members 

Col.  Michael  Bachhuber  - Family  Practice  - Mayville 
Commander 

Lt.  Col.  Larry  Boehme  - Family  Practice  - Hillsboro 
Col.  David  Cline  - Psychiatry  - Minneapolis 
Col.  Michael  Collopy  - Ortho  Surgery  - Milwaukee 
Col.  James  Engeler  - Oncology  - Madison 
Maj.  Lou  Heitke  - Dental  Surgery  - Madison 
Lt.  Col.  Alfred  Kritter  - Ortho  Surgery  - Waukesha 
Col.  James  Lenz  - Dental  Surgery  - Waupun 
Cpt.  Brian  Mauch  - Resident  - Madison 
Col.  Bert  Milson  - General  Surgery  - Green  Bay 
Cpt.  Wayne  Myhre  - Dental  Surgery  - Hillsboro 
Col.  Guenther  Pohlmann  - Internal  Med  - Milwaukee 
Cpt.  Daniel  Resop  - Anesthesia  - Berlin 
Cpt.  Troy  Smurawa  - Resident  - Madison 


★ / Detroit 
DET3  (HUS) 


Chippewa  Falls 
DET  2 


★ Marshfield 
DET  1 


★ Madison 
HOSP  (-) 


Join  the  Team 

Call  toll  free: 

Major  Thomas  McNelly 

(800)  362-7444 

Presentations  to  Medical  Groups  Available 
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tion  of  an  education  conference ...  as 
an  indication  of  your  willingness 
and  ability  to  improve  your  care  of 
patients....  If  you  refuse  to  partici- 
pate in  a CAP,  or  if  you  completed  a 
CAP  for  the  same  problem  last  year 
and  continue  to  mismanage  (the 
same  condition)  then  WIPRO  is 
obligated  to  recommend  to  HCFA 
that  you  be  considered  for  sanction. 

HCFA  then  reviews  everything, 
and  you  have  yet  another  opportu- 
nity to  present  your  case  ...  before 
sanction  is  imposed.  This  lengthy 
process  explains  why  fewer  than  one 
physician  per  year  achieves  sanc- 
tion status.... 

WIPRO  is  changing....  The  oner- 
ous and  petty  point  system  has  dis- 


appeared. HCFA  has  reduced  the 
number  of  records  reviewed  by  80%. 
HCFA  now  requires  PROs  to  work 
with  hospitals  and  physicians  to 
exchange  data  and  analyze  proce- 
dures and  practice  patterns  to  im- 
prove patient  care  and  cost  effec- 
tiveness. The  reduced  record  review 
workload  is  allowing  WIPRO  to  use 
its  internal  quality  assurance  pro- 
gram to  eliminate  problem  physi- 
cian reviewers. 

...Few  states  have  a physician 
dominated  PRO  with  the  national 
reputation  enjoyed  by  WIPRO. 
Would  you  really  rather  have  the 
insurance  industry  or  some  other 
non-physician  consumer  group 
reviewing  your  medical  care?... 

No,  WIPRO  is  not  the  best  we  can 


do.  We  can  do  better,  if  (we)  facili- 
tate the  work  our  colleagues  are 
doing  in  WIPRO  to  improve  medi- 
cal care.  The  next  few  years  will  see 
more  changes  in  health  care  than 
any  of  us  ever  imagined.  WIPRO 
will  need  lost  of  physician  help  to 
interpret  the  rapidly  changing  fed- 
eral guidelines  in  ways  that  are 
meaningful  and  relevant  to  our 
practices.  If  Dr  Murdock  had  circu- 
lated a nominating  petition  for  the 
WIPRO  board  ...  he  could  now  be 
effecting  very  significant  reforms, 
as  a new  member  of  the  board.  Think 
about  it. 

—George  L.  Gay,  MD 
Cambridge 

Editor's  note:  This  letter  was  edited 
for  length. ♦ 


Food  for  thought 


To  the  editor:  I'm  writing  this 
letter  to  stimulate  thought  and 
possible  encourage  response  from 
other  society  members  as  to  stan- 
dards that  would  generally  apply  in 
these  situations. 

I had  a patient  here  recently  who 
had  sustained  an  amputation  of  the 
distal  portion  of  his  finger.  After  the 
amputation  was  revised,  patient 
insisted  that  he  would  like  to  have 
that  finger  which  he  brought  along. 
I asked  him  why  and  he  said,  "Well, 
he  would  like  to  make  a necklace 
out  of  it  after  he  had  dried  it."  I told 
him  it  was  unethical  for  us  to  dis- 
pose of  human  organs  like  that,  plus 
there  may  be  health  requirements 
for  clinics  to  dispose  of  tissue.  This 
gentleman  replied  that  his  buddy 
had  a lung  tumor  removed  and  car- 
ried in  his  possession  his  lung  and 
tumor  and  was  known  to  have 
showed  it  around  to  his  buddies.  I 
was  astounded  to  find  out  that  this 
story  was  correct  and  additionally  I 


now  hear  from  some  patients  that 
some  place  in  Canada  women  are 
allowed  to  take  possession  of  their 
fetuses  after  abortion. 

I happen  to  believe  that  the  prac- 
tice of  medicine,  no  matter  how 


much  it  advances,  is  still  limited  by 
basic  ethics  which  will  never  change. 
I would  appreciate  other  physicians' 
comments  in  this  regard. 

— Vinoo  Cameron,  MD 
(city  withheld  on  request)* 
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Norman  C.  Reynolds,  MD;  Robert  R.  Lebel,  MD;  Kerry  de  S.  Hamsher,  PhD;  Barry  Blackwell,  MD;  B.  Rafael  Elejalde, 
MD;  and  Gregory  R.  Winter,  MD;  Milwaukee,  Brown  Deer,  and  Elmhurst,  111. 


DNA  testing  and  genetic  counseling: 
truth  or  consequences 


Advances  in  medical  genetics  are  providing  a major  clinical  challenge  to 
practitioners  seeing  patients  concerned  about  their  risk  of  developing 
either  inherited  disease  or  susceptibility  to  acquired  disease.  Popular 
information  can  easily  exceed  our  professional  ability  to  provide  services 
to  well-read  patients  who  want  answers  with  scientific  certainty.  The 
challenge  also  involves  ethical  questions  regarding  confidentiality  and  the 
way  that  results  are  disclosed.  More  often  than  not,  the  test  itself  becomes 
the  focus  of  psychosocial  expectations  for  the  future  and  lifestyle  of  the 
patient  and  family.  The  behavioral  consequences  of  disclosure  of  test 
results  need  to  be  anticipated  by  the  caregiver  to  avoid  adverse  psycho- 
logical outcomes.  Wis  Med  J.1994;93(2):51-54. 


The  rapidly  expanding  knowl- 
edge of  increasingly  specific 
and  predictive  genetic  information 
relative  to  health  and  disease  has 
become  staggering  in  its  pace.  New 
major  journals  have  sprung  into 
existence  to  accommodate  the  infor- 
mation explosion  in  this  field. 

In  1992  alone,  the  first  volumes 
for  Human  Mutation,  Nature  Genet- 
ics, Human  Molecular  Genetics,  and 
Journal  of  Genetic  Counseling  were 
published.  In  1993,  the  American 
Journal  of  Medical  Genetics  not  only 


From  the  Wisconsin-Illinois  Hunting- 
ton's  Disease  Study  Group.  Reprint  re- 
quests to:  Norman  C.  Reynolds,  Jr.,  MD, 
Neurology  Service  (127),  VA  Medical 
Center,  5000  W Wisconsin  Ave,  Milwau- 
kee, WI  53295.  Copyright  1994  by  the 
State  Medical  Society  of  Wisconsin. 


expanded  to  20  issues  per  year,  but 
added  yet  another  four  issues  de- 
voted entirely  to  genetic  advances 
in  neuropsychiatry. 

Specific  abnormal  genes,  or  DNA 
lesions,  causing  major  hereditary 
disease  are  becoming  known  with 
increasing  frequency.  In  1989,  the 
gene  responsible  for  cystic  fibrosis 
was  discovered1;  yet  it  was  soon 
appreciated  that  while  the  mutation 
causing  70%  of  abnormal  alleles  is 
easily  detected  by  DNA  testing,  the 
remaining  30%  of  abnormals  are 
accounted  for  by  hundreds  of  other 
mutations  most  of  which  are  quite 
rare.2  The  example  of  cystic  fibrosis 
destroyed  the  myth  of  simple  ge- 
netic inheritance  of  one  mutation 
producing  one  trait.  Although  this 
was  exciting  as  a first  example  of 
multiple  different  genetic  versions 
of  what  on  the  surface  appears  as  a 


single  disorder,  it  leaves  us  with 
several  difficulties  in  the  identifica- 
tion of  abnormal  gene  carriers,  ethi- 
cal issues  in  population  screening, 
and  residual  scientific  uncertainty 
for  patients  wanting  to  make  per- 
sonal decisions. 

Since  then,  investigators  have 
identified  genetic  lesions  responsible 
for  myotonic  dystrophy,3  muscular 
dystrophy,4  facioscapulohumeral 
dystrophy,5  fragile  X syndrome  of 
mental  retardation,6  Huntington's 
disease  (HD),7  and  others.  The  im- 
plications for  prediction  of  the  fu- 
ture onset  of  symptoms,  for  prena- 
tal diagnosis,  and  for  interference  in 
the  natural  processes  of  genetic  trans- 
mission from  one  generation  to 
another  are  impressive. 

Yet  they  are  not  the  whole  story: 
We  must  also  consider  the  possibil- 
ity of  gene  replacement  for  defini- 
tive genetic  therapy,  and  the  poten- 
tial for  the  invasion  of  privacy  at  a 
level  of  intimacy  which  we  have 
only  just  begun  to  imagine. 

The  novel  and  film  versions  of 
Michael  Creighton's  Jurassic  Park  are 
intended  both  as  fantasy  of  scien- 
tific potential  and  as  stern  warning 
of  pitfalls  inherent  in  genetic  engi- 
neering. Although  it  appears  fool- 
ish, one  of  the  authors  has  been  ap- 
proached regarding  the  feasibility 
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of  reconstructing  a deceased  loved 
one  from  a DNA  extract. 

Amid  all  this,  the  human  genome 
project,  which  has  set  as  its  goal  the 
complete  mapping  of  the  human 
genome  in  the  next  decade,  includes 
millions  of  dollars  allocated  to  edu- 
cation and  to  exploration  of  legal 
and  ethical  implications  of  the  work 
being  done  at  dizzying  speed  in 
hundreds  of  laboratories  around  the 
world.  One  of  us  is  participating  in  a 
study,  supported  by  this  genome 
project  through  the  National  Insti- 
tutes of  Health,  designed  to  educate 
primary  care  physicians  on  the  ac- 
complishments and  implications  of 
this  work. 

For  several  years,  our  group  has 
been  intimately  involved  in  the 
application  of  presymptomatic  ge- 
netic testing  to  one  of  the  more  chal- 
lenging of  the  inherited  diseases: 
HD  (chorea  major).  Our  experience 
in  this  work  leads  us  to  offer  this  dis- 
cussion to  provide  examples  of  the 
kinds  of  issues  that  need  to  be  ad- 
dressed in  genetic  testing. 

Huntington's  disease 

Our  testing  procedure  is  interdisci- 
plinary and  based  on  the  national 


Reasons  for  wanting  to  know  the 
risk  of  having  Huntington's  dis- 
ease. 


* Prior  to  vocational  change  or 
educational  commitment. 

* Prior  to  wedding  or  divorce. 

* Uncertainty  causes  anxiety,  de- 
creases work  efficiency. 

* Pre-symptomatic  parent  wants 
to  counsel  children  on  their  risk 
as  they  anticipate  marriage  or 
having  children. 

* Parent  wants  rebellious  ado- 
lescent tested  to  explain  behav- 
ior. 

* Individual  secretly  planning 
suicide. 

* Approaching  death  from  an- 
other disease,  anxious  to  know 
HD  status  before  dying. 


protocol  for  genetic  testing  of  the 
Huntington's  Disease  Society  of 
America.  Independent  examinations 
are  provided  by  a neurologist,  a neu- 
ropsychologist, one  of  two  psychia- 
trists, and  one  of  two  medical  ge- 
neticists. One  of  the  medical  geneti- 
cists performs  both  direct  DNA  test- 
ing and  linkage  analysis  for  HD 
locally  in  his  laboratory. 

The  format  for  the  interdiscipli- 
nary team  approach  has  grown  out 
of  the  original  series  of  linkage  test- 
ing families  used  by  Gusella  and 
others  (1983)  to  define  the  genetic 
location,  initially  found  on  the  short 
arm  of  chromosome  4,  distal  to  the 
centromere.  Subsequently  the  actual 
gene,  IT15,  has  been  identified  and 
contains  an  abnormally  large  num- 
ber of  a sequence  of  three  repeating 
nucleotides,  CAG.7  In  the  earlier 
studies,  participants  were  not  told 
the  results  of  the  linkage  analysis. 
There  was  both  a fear  of  negative  be- 
havioral response  and  concerns 
about  confidentiality. 

(CAG  represents  cytosine-ade- 
nine-guanine  in  the  nucleotide  base 
sequence  of  DNA.  This  triplet  typi- 
cally codes  for  the  amino  acid  glu- 
tamine in  subsequent  protein  syn- 
thesis, but  in  this  case  may  represent 
some  form  of  punctuation  in  the 
process  of  transcribing  the  DNA  into 
messenger  RNA  which  controls  the 
protein  synthesis.) 

Prior  to  the  use  of  direct  DNA 
testing,  which  measures  the  num- 
ber of  CAG  repetitions,  pre-symp- 
tomatic testing  for  HD  defined  a 
probability  of  inheritance  based  on 
a linkage  analysis  of  markers  near 
the  presumed  site  of  the  HD  gene, 
with  the  necessary  involvement  of 
several  family  members  providing 
blood  or  other  tissue  samples.  The 
psychological  investment  in  specific 
anticipated  outcomes  has  been  re- 
markably varied.  The  degree  of 
personal  commitment  to  the  testing 
process  is  especially  enhanced  be- 
cause the  participants  have  wit- 
nessed the  ravages  of  HD  in  rela- 
tives deteriorating  in  coordination. 


speech,  emotions,  and  intellect.  This 
is  heightened  by  the  realization  that 
the  risk  of  inheritance  is  50%  and 
penetrance  is  100%  (generations  are 
not  skipped).  In  addition,  the  major- 
ity of  patients  already  had  children 
of  their  own. 

After  several  early  studies  of  psy- 
chological outcome  showed  favor- 
able results  with  a team  approach, 
those  of  us  able  to  perform  such 
tests  developed  more  confidence  in 
the  interdisciplinary  protocol  and 
its  ability  to  avoid  unnecessary 
emotional  upheaval.  Each  member 
of  the  team  provides  education  and 
support  to  the  test  candidates,  who 
are  typically  ambivalent  about  learn- 
ing of  their  future.  Except  for  the  ge- 
netic test  per  se,  confidentiality  is 
maintained  by  guarding  the  pivotal 
diagnosis  and  using  symptomatic 
complaints  as  the  basis  of  clinical 
interaction  (ie,  headaches,  insom- 
nia, malaise). 

The  unique  roles  of  the  team  prac- 
titioners are  complementary.  The 
neurologist  reviews  the  family  his- 
tory to  document  the  presence  of 
HD  and  examines  and  defines  the 
patient  as  symptomatic  or  asympto- 
matic. If  the  patient  shows  signs  of 
morbidity,  a differential  diagnosis 
is  pursued  and  relevant  tests  are 
ordered. 

The  neuropsychologist  performs 
extensive  testing  of  the  patient, 
searching  for  organic  pathology  and 
personality  features  of  interest  to 
the  psychiatrist.  The  psychiatrist  de- 
termines the  degree  of  commitment 
of  the  patient  to  the  testing  process 
and  helps  the  patient  anticipate  the 
behavioral  consequences  of  a nega- 
tive, positive,  or  indeterminate  test 
result. 

The  medical  geneticist  gathers 
complete  family  history,  arranges 
for  the  acquisition  of  blood  and  tis- 
sue samples,  reviews  ethical  and 
legal  aspects  of  potential  results, 
performs  the  actual  test,  and  informs 
the  patient  of  the  results. 

Two  other  participants  are  re- 
quired prior  to  disclosure.  One  is  a 
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local  counselor  chosen  by  the  pa- 
tient and  briefed  by  the  psychiatrist. 
The  other  is  a trusted  confidant 
(usually  a spouse),  who  accompa- 
nies the  patient  at  the  disclosure 
meeting. 

Our  protocol  is  open  regarding 
the  order  of  evaluation  and  allows 
outside  practitioners  to  provide 
certain  segments  of  the  evaluation, 
due  to  constraints  of  a managed  care 
system,  personal  preference,  or  ge- 
ography. In  some  cases  a local  coun- 
selor may  perform  the  disclosure. 

Team  evaluations 

Diagnostic  alternatives  uncovered 
in  the  assessment  process  of  patients 
with  a positive  family  history  have 
included  depression,  Lyme  disease, 
Wilson's  disease,  systemic  lupus,  so- 
matization disorder,  anxiety  disor- 
der, adult-onset  Pelizaeus- 
Merzbacher  disease  (Lowenberg- 


Hill  subtype),  essential  tremor,  and 
HD.  When  a treatable  alternative  to 
HD  is  uncovered,  it  is  not  unusual 
for  the  patient  to  defer  or  even  to 
lose  interest  in  the  genetic  testing 
process. 

When  clinical  HD  is  suspected 
prior  to  linkage  analysis  but  the 
physical  findings  are  borderline  or 
subtle  (ie,  rare  facial  tic,  minimal 
chorea)  a technicium  (Ceretec) 
SPECT  scan  can  help  confirm  the  di- 
agnosis by  showing  selective  hy- 
poperfusion of  caudate  nuclei.  In 
fact,  because  astrocytes  are  metaboli- 
cally  active  and  proliferating  as 
neurons  in  the  caudate  deteriorate, 
structural  scans  (CT,  MRI)  and 
metabolic  scans  (PET)  are  often 
normal  in  appearance  until  the  pa- 
tient enters  a later  stage  of  clinical 
HD. 

During  behavioral  interviews 
patient  incentives  to  establish  the 


risk  of  developing  HD  are  extremely 
varied.  Common  scenarios  are  noted 
in  the  table.  Two  unusual  responses 
happened  in  individuals  being  tested 
to  reduce  anxiety.  One  patient  with 
an  active  somatization  process  de- 
compensated when  learning  that  the 
test  was  negative  and  HD  could  not 
account  for  symptoms.  Another 
patient  returned  to  work  able  to  con- 
centrate for  the  first  time  in  several 
years  despite  the  knowledge  of  a 
positive  result;  however,  the  pa- 
tient's non-HD  mother  became  quite 
depressed. 

More  than  50%  of  the  candidates 
decline  testing  when  behavioral 
outcomes  or  compromises  in  confi- 
dentiality are  discussed.  One  patient 
was  thought  to  be  planning  suicide 
after  demanding  examinations  too 
quickly  to  allow  assessments  and 
case  review,  then  using  a lawyer  to 
obtain  release  of  information  by 


ElectroniClaim 


EMPIRE  MEDICAL  REVIEW  SERVICES,  INC. 
Thiensville,  Wl  53092-0100 
Phone:  414-238-1310 
FAX:  414-238-1312 


Electronic  Claim®  Practice  Management  Software 

Complete  Statement  and  Insurance  Billing 
Accounts  Receivable  and  Practice  Management 
Reporting 

Insurance  and  Patient  Payment  History 
Up  to  26  Fee  Schedules  Per  Provider  Per  Location 
Flexible  Report  Gereration 
Referral  Reporting 

Accounting  Journals  with  Defined  Periods 

Electronic  Claims 

Carrier  Direct  in  HCFA  National  Standard  Format 
Enhanced  Error  Checking  and  Reporting 
Multiple  Carriers  Available 

ICD9CM,  CPT,  and  RBRVS  Code  File  Libraries  Included 
Electronic  Media  or  Telecommunications  Claim 
Submission 

Simultaneous  Laser  Printing  of  Forms  and  Data 
Importing  and  Posting  of  Electronic  Remittance  Advice 


Breaking  New  Ground  in  Medical  Care 


Rivervicw  Clinic,  a 60  member,  multi-specialty  group  located  on  tl»e 
Rock  River  in  beautiful,  southern  Wisconsin,  is  expanding. 
Construction  of  a 41,000  square  foot  addition  plus  an 
ambulatory  surgery  center  is  underway. 

Don't  miss  this  exciting  partnership  opportunity! 


Clinic  members  are  looking  for  BC/BE,  MDs  in  the  following  areas: 

Endocrinology  OB/GYN 

Family  Practice  Oncology 

Internal  Medicine  Ortl>opedics 

Neurology  Pediatrics 

Urgent  Care 


For  confidential  consideration,  send  ewer  letter  and  CV  to 
Stan  Gruhn,  M.D. 

Riverview  Clinic,  P.O.  Box  55 1,  Janesville,  Wl  53547-0551 
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phone  before  the  planned  disclo- 
sure. Since  the  results  were  nega- 
tive, the  suicidal  act  was  not  neces- 
sary. 

In  many  cases  the  most  compel- 
ling personal  reason  to  seek  pre- 
symptomatic  testing  is  not  apparent 
to  the  patient  at  the  time  of  the  initial 
inquiry.  One  of  the  primary  roles  of 
counseling  and  team  evaluation  is 
to  help  uncover  motivations  for  test- 
ing which  will  have  behavioral  ef- 
fects after  disclosure. 

Although  patients  are  not  refused 
testing,  advice  to  delay  testing  is 
made  when  the  patient  is  having 
mood  or  adjustment  problems  or  is 
anticipating  divorce.  The  former 
should  not  seek  behavioral  treat- 
ment until  ready.  The  latter  should 
anticipate  a positive  result  being  a 
threat  to  a settlement  rather  than  an 
opportunity  to  remove  a possible 
stigma  by  hoping  for  a negative 
result. 

Discussion 

It  is  clear  from  our  experience  that 
individuals  at  risk  for  HD  are  not 
only  seeking  a test  result  but  a major 
change  in  their  perspective  on  life, 
their  sense  of  worth,  and  their  abil- 
ity to  cope  with  the  future.  The 
emotional  aspects  accompanying 
linkage  analysis  may  be  unique  in 
intensity  because  of  the  requirement 
to  obtain  tissue  samples  from  af- 
fected relatives.  We  have  recently 
begun  direct  genetic  testing  using 
the  polymerase  chain  reaction  to 
quantify  the  abnormally  high  CAG 
nucleotide  codon  repeats  character- 
istic of  the  DNA  in  HD. 

In  line  with  other  genetic  testing 
groups  we  are  using  the  same  multi- 
disciplinary team  approach  to  en- 
sure an  effective  outcome  for  the 
patient.  Although  indeterminate 
results  are  less  likely  with  the  large 
number  of  genetic  probes  available 
for  linkage  analysis,  one  case  of  in- 
determinance  was  resolved  with  a 
direct  test  showing  inheritance.  The 
patient  is  now  in  counseling  to  assist 


adjustment  to  this  undesirable  reso- 
lution to  the  ambivalence.  The  di- 
rect DNA  test  can  also  be  indetermi- 
nate if  there  is  only  a borderline 
elevation  in  the  number  of  CAG 
repeats.  One  additional  benefit  of 
the  direct  test  is  the  resolution  of 
atypical  movement  disorders  espe- 
cially when  there  is  no  family  his- 
tory or  if  there  are  early  ambivalent 
signs  in  at-risk  individuals  with  a 
well  documented  family  history. 

With  the  many  new  genetic  tests 
becoming  commercially  available 
and  the  popular  demand  to  know 
genetic  risk  growing  in  the  commu- 
nity, we  must  view  our  patient  care 
responsibility  to  include  an  informed 
counseling  commitment.  Well- 
trained  practitioners  and  counsel- 
ors may  be  suited  to  the  task,  but 
consultation  with  medical  geneti- 
cists can  be  used  to  clarify  compli- 
cated genetic  mechanisms  and  coun- 
seling requirements. 
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Sure... 

you're  a good  physician, 
but  can  you  write? 

Most  physicians  today  need 
more  than  knowledge  of  medicine 
and  good  clinical  ability  to  be  suc- 
cessful. One  of  the  tools  you  need 
is  the  ability  to  write  well:  to  be 
able  to  put  together  a report  of 
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Outcomes  of  resuscitative  efforts  at  Wild  Rose  Hospital 


A review  of  resuscitative  outcomes  in  a small,  rural  hospital  was  per- 
formed for  the  purpose  of  comparing  results  with  previous  studies  from 
other  institutions.  Chart  reviews  and  staff  interviews  were  conducted  for 
the  data  base.  In  the  period  July  1991  through  July  1993, 11  patients  had 
cardiac  or  respiratory  arrests:  100%  regained  a perfusing  rhythm,  with 
37%  surviving  to  discharge.  These  results  exceeded  reperfusion  and 
survival  rates  in  previously  published  studies  and  may  form  the  basis  of 
future  research.  Wis  Med  J.  1 994; 93(2 ) :55-5  7. 


Dan  H.  Fifield,  MD,  Wild  Rose 


The  initiation  of  cardiopulmon- 
ary resuscitation  on  a wide- 
spread basis  began  after  Knicker- 
bocker and  Kouwenhoven  pub- 
lished results  of  their  efforts  in  I960.1 
The  success  of  resuscitative  efforts 
has  since  been  examined  during  the 
intervening  three  decades,  and  re- 
cently the  value  of  these  interven- 
tions has  been  questioned  with  re- 
gard to  short-  and  long-term  out- 


comes. 

A variety  of  authors  from  diverse 
settings  have  reported  their  find- 
ings. These  range  from  Medford2 
relating  the  results  in  a community 
hospital  in  West  Virginia  in  1966  to 
Bedell's3  prospective  study  at  Har- 
vard in  1983  and  Von  Gunten's4 
review  of  resuscitative  outcomes  in 
1991  (Table  1).  The  majority  of  these 
studies  were  conducted  prior  to  the 


initiation  of  standards  that  have  been 
applied  during  the  past  10  years; 
most  notably  advanced  cardiac  life 
support  (ACLS)  protocols  and,  pos- 
sibly more  relevant,  the  emphasis 
on  advance  directives  as  a screening 
mechanism  which  eliminated  many 
of  those  with  numerous,  chronic  or 
terminal  conditions  from  truly  fu- 
tile resuscitative  efforts. 

Von  Gunten's  review  of  numer- 
ous studies  relating  to  resuscitation 
outcomes  showed  62%  of  the  pa- 
tients died  initially,  25%  died  prior 
to  discharge,  and  13%  survived  to 
discharge.  When  data  were  further 
restricted  to  resuscitation  efforts  per- 
formed on  a general  medical  floor, 
the  results  were  even  more  dismal, 
with  only  4%  of  the  patients  surviv- 


Table  1. — Outcome  of  CPR  in  hospitalized  patients. 


Number  of 

Mean  age,  if 

Died 

Died  before 

Survived  to 

Study 

patients 

given  (years) 

initially  (%) 

discharge  (%) 

discharge  (%) 

Bedell,  et  al. 

294 

70 

56 

30 

14 

Gulati,  et  al. 

52 

76 

73 

10 

17 

Hershey  and  Fisher 

88 

44 

41 

15 

Peatfield,  et  al. 

1,063 

67 

24 

9 

Messert  and  Quaglieri 

183 

65 

74 

12 

14 

Lemire  and  Johnson 

1,204 

60 

81t 

t 

19 

Castagna,  et  al. 

137 

69 

65 

25 

10 

Hollingsworth 

368 

54 

75 

16 

9 

Johnson,  et  al. 

552 

68 

17 

15 

DeBard 

1,073 

60 

43 

33 

24 

George,  et  al. 

140 

45 

31 

24 

Taffet,  et  al. 

77 

77 

69 

31 

0 

Taffet,  et  al. 

322 

59 

57 

36 

7 

Murphy,  et  al. 

503 

78 

18 

4 

Weighted  average 

62 

25 

13 

*The  patient  populations  include  intensive  care  unit,  coronary  care  unit  and  emergency  department  patients,  as  well  as  those 
on  the  general  ward  or  in  other  areas  of  the  hospital. 

t In  this  study,  patients  who  died  initially  were  not  distinguished  from  those  who  died  before  discharge.  These  data  are 
excluded  from  the  weighted  average  calculation. 

Reprinted  with  permission  from  the  December  1991  issue  of  American  Family  Physician,  published  by  the  American  Academy  of 
Family  Physicians. 
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ing  to  discharge.  Peterson's5  review 
of  medical  intensive  care  patients 
yielded  similar  results,  with  11% 
surviving  to  discharge.  Similar  re- 
sults are  currently  being  obtained 
by  M.  Thel  at  the  Duke  University 
Medical  Center  (personal  commu- 
nication, July  1993). 

With  the  exception  of  Medford's 
study,  17  years  ago,  little  has  been 
done  to  quantify  outcomes  of  resus- 
citative  efforts  in  small  community 
hospitals,  and  lacking  clear  data  for 
anticipating  outcomes  of  interven- 
tions, we  felt  it  necessary  to  evaluate 
our  performance  for  comparison  to 
broader  surveys  as  they  develop. 

Method 

A retrospective  study  was  per- 
formed at  Wild  Rose  Community 
Memorial  Hospital,  a 29-bed  acute 
care  facility  in  a rural  area  of  Wis- 
consin. Thirteen  resuscitation  efforts 


were  examined,  which  constituted 
all  in-house  codes  called  from  July 
1991  through  July  1993. 

Three  of  the  codes  were  called  on 
one  patient  during  two  separate  hos- 
pitalizations. Otherwise,  all  resusci- 
tation efforts  involved  individual 
patients  and  occurred  either  in  the 
hospital  or  on  hospital  grounds. 

Codes  are  defined  as  loss  of  spon- 
taneous respirations,  perfusing  heart 
rhythm,  or  immeasurably  low  blood 
pressure.  Staff  interviews  and  chart 
reviews  were  conducted  for  our  data 
base. 

Results 

A reperfusing  rhythm  was  obtained 
in  all  patients  resuscitated.  Seven 
(64%)  died  prior  to  discharge,  in  a 
time  ranging  from  2 days  to  2 
months.  Four  patients  (36%)  sur- 
vived to  discharge  and,  as  of  this 
writing,  two  are  currently  alive. 


Of  those  surviving  to  discharge, 
co-morbidity  ranged  from  none  to 
an  undiagnosed  gastrointestinal 
malignancy;  age  alone  did  not  ap- 
pear to  be  a factor  (Table  2). 

All  but  one  patient  who  survived 
initial  resuscitation  efforts  were 
transferred  to  tertiary  care  centers. 
Two  of  these  patients  then  returned 
to  Wild  Rose  where,  as  specified  by 
their  advance  directives,  one  was 
successfully  resuscitated  twice,  and 
the  other  allowed  to  expire  without 
further  intervention. 

Discussion 

Comparison  of  data  would  indicate 
favorable  outcomes  when  compared 
to  previous  studies.  Bias  is  certainly 
introduced  in  the  motivation  for  this 
retrospective,  in  that  the  initial  ob- 
servation that  "a  lot  of  people  seem 
to  survive  their  codes  here,"  is  what 
prompted  this  investigation. 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


Diners  Club 


5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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Table  2. — Resuscitation  outcomes. 


Symptoms/ 


Patient 

Age 

Diagnosis 

Location 

Code  type 

Outcome 

No.  1 

77 

Chest  pain 

Emer.Room 

Cardiac 

+ + 

No.  2 

83 

Abd.pain 

Emer.Room 

Cardiac 

+ 4- 

No.  3 

87 

Dyspnea  on  exer 

Floor 

Resp 

+ 4-4- 

No.  4 

87 

Dyspnea  on  exer 

Floor 

Resp 

+ + + 

No.  5 

87 

Dyspnea  on  exer 

Floor 

Resp 

+ + + 

No.  6 

41 

Chest  pain 

Emer  Room 

Cardiac 

VtachVfib 

+ + + 

No.  7 

58 

Dyspnea 

Emer  Room 

Resp 

+ 

No.  8 

67 

Abd/ chest  pain 

Floor 

Asystole/ 

Vfib 

+ + + 

No.  9 

61 

Syncope 

Emer  Room 

V fib 

+ + 

No.  10 

67 

EMD/hemor  shock 

Emer  Room 

EMD 

+ 

No.  11 

74 

Syncope 

OP  Dept 

Asystole 

+ + + 

No.  12 

86 

Dyspnea/  CP 

Emer  Room 

Tachy/ 

hypoten 

+ + 

No.  13 

74 

Syncope 

Emer  Room 

Asystole 

+ + 

+ Perfusing  rhythm 
+ + Survived  > 24° 

+ + + Survived  to  discharge 

Patient  No.  3,  4,  5 is  same  patient 


Eleven  patients  and  13  events  do 
not  constitute  a sufficient  statistical 
base  to  work  with  in  regard  to  fac- 
tors influencing  outcomes.  What  can 
be  stated  is  that  the  small  size  of  our 
facility  precludes  the  possibility  of 
an  unwitnessed  arrest.  All  of  our 
events  were  witnessed,  and  resusci- 
tation started  in  less  than  a minute, 
usually  with  all  equipment  and 
personnel  in  place. 

The  small  size  of  the  hospital  also 
refers  to  the  limited  number  of  nurses 
and  physicians  on  staff.  This  allows 
the  hospital  to  mandate  that  all 
nurses  and  physicians  are  trained  in 
ACLS  and  continue  to  exhibit  profi- 
ciency in  resuscitative  skills.  There 
is  no  need  to  rely  on  a "code  team" 
and,  therefore,  no  delay  between 
the  initiation  of  CPR  and  the  subse- 
quent use  of  ACLS  protocols. 

Resuscitative  methods  and  out- 
comes will  continue  to  be  followed 
at  our  institution  and  comparisons 
made  with  other  hospitals  in  an  ef- 
fort to  identify  developing  trends. 


Dr  Fifield  is  with  the  Wild  Rose  Clinic  in 
Wild  Rose.  Reprint  requests  to:  Dan  H. 
Fifield,  MD,  Wild  Rose  Clinic,  Ltd.,  PO 
Box  314,  Wild  Rose,  WI  54984.  Copy- 
right 1994  by  the  State  Medical  Society 
of  Wisconsin. 
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LEEP:  Early  experience  with  a new  approach 
to  cervical  lesions 


Jerome  H.  Gundersen,  ME),  and  Sheila  Nichols,  La  Crosse 

The  loop  electrosurgical  excision  procedure  (LEEP)  is  a new  diagnostic 
and  therapeutic  approach  for  the  management  of  cervical  lesions  found 
during  the  evaluation  of  abnormal  findings  from  Papanicolaou  smears. 
The  procedure  may  be  an  alternative  to  laser  therapy,  cold  knife  coniza- 
tion, cryotherapy  or  hot  cautery.  The  first  235  consecutive  LEEPs  per- 
formed at  the  Gundersen  Clinic  were  reviewed  6 months  after  the  last 
procedure  was  done.  Twelve  of  187  patients  with  follow  up  Papanicolaou 
smears  and  clinic  visits  had  persistent  disease.  Nine  of  187  patients  had  a 
repeat  LEEP.  LEEP  was  found  to  be  a highly  effective  means  for  diagnosis 
and  treatment  as  98%  of  the  patients  were  free  of  evidence  of  recurrent 
cervical  lesions  6 months  after  the  initial  LEEP.  Wi's  Med  J . 1994,93(2): 
58-62. 


SINCE  THE  INTRODUCTION  of  the  Pa- 
panieolaou  smear  in  the  United 
States  in  1943,  the  number  of  deaths 
from  cancer  of  the  cervix  has  de- 
creased by  70%.  The  recent  intro- 
duction of  the  Bethesda  system  (TBS) 
of  reporting  Papanicolaou  smear  re- 
sults has  resulted  in  an  unexpect- 
edly large  number  of  patients  need- 
ing evaluation  or  treatment. 

Treatment  for  pre-invasive  lesions 
of  the  cervix  has  undergone  signifi- 
cant changes.  The  initial  treatment 
for  carcinoma  in  situ  often  included 
a hysterectomy  with  node  dissec- 
tion. There  are  many  treatment  op- 
tions for  pre-invasive  lesions  of  the 
cervix.  These  options  include:  cold 
knife  conization,  cryosurgery,  laser 
therapy,  hysterectomy,  and  the  re- 
cently introduced  loop  electrosur- 
gical excisional  procedure  (LEEP). 

TBS  reporting  of  Papanicolaou 
smear  results  has  created  new  ter- 
minology that  is  gaining  acceptance 


From  the  department  of  obstetrics  and 
gynecology  at  the  Gundersen  Lutheran 
Medical  Center,  La  Crosse.  Reprint  re- 
quests to:  Jerome  H.  Gundersen,  MD, 
Gundersen  Clinic,  Ltd.,  1836  South 
Avenue,  La  Crosse,  WI  54601.  Copy- 
right 1994  by  the  State  Medical  Society 
of  Wisconsin. 


in  the  United  States.  Atypical 
squamous  cells  of  undetermined  sig- 


nificance, low-grade  squamous  in- 
tra-epithelial  lesions,  and  high-grade 
squamous  intra-epithelial  lesions  are 
terms  used  to  replace  the  class  sys- 
tem and  cervical  intra-epithelial  le- 
sion designation  of  the  past  (Table 
!)• 

Cartier  advocated  the  uses  of 
small  loop  for  investigating  and 
treating  cervical  lesions  since  1984.1 
Prediville,  et  al,  reported  on  loop 
biopsy  results  in  19862  and  the  large 
loop  for  therapy  in  1989.3  Large  se- 
ries have  been  reported  in  the  Euro- 
pean literature.  With  one,  by  Bigigg, 


Table  1.— Reporting  squamous  cell  cytologic  diagnoses. 

Modified 

Papanicolaou 

Bethesda  system 

Classic  system 

system 

Benign  within  normal  limits 

Normal 

I 

Infection 

Inflammatory  atypia 

II 

(organisim  should 

(organism) 

be  specified) 

Reactive  and  reparative  chang 

es 

Atypical  squamous  cell 

abnormalities 

Atypical  squamous  cells 

Squamous  atypia  of 

of  undetermined 

uncertain  significance 

- iir 

significance 

- HPV  atypia 

Low-grade  squamous  

intraepithelial 

lesion 

- Mild  dysplasia 

CIN1 

High-grade  squamous 

Moderate  dysplasia 

CIN  2 

_ hi 

intraepethelia  lesion 

Severe  dysplasia  -i 

_ CIN  3 J 

Carcinoma  in  situ  _ 

IV 

Squamous  cell  carcinoma 

Squamous  cell  carcinoma 

V 
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Table  2.— LEEP  data  and  diagnoses. 

LEEP  data  on  235  patients 

Pre  LEEP  cervigram 

203  pts 

86% 

Pre  LEEP  biopsy  (185  pts) 

198  (185  pts) 

84% 

Post  LEEP  Pap  smears  ( > 6 mos) 

192  pts 

81% 

Post  Leep  Pap  smears  > ASCUS 

27  pts 

11% 

LEEP  diagnoses  on  239  patients 

Negative 

21  pts 

9% 

LGSIL 

85  pts 

35% 

HGSIL 

130  pts 

54% 

Micro- invasive 

2 pts 

< 1% 

Inadequate 

lpt 

< 1% 

ASCUS  - atypical  squamous  cells  of  undetermined  significance 
LGSIL  - low-grade  squamous  intra-epithelial  lesions 
HGSIL  - high-grade  squamous  intra-epithelial  lesions 

Table  3.— Correlation  of  findings  from  pre-LEEP  biopsy  specimens  and  LEEP 
specimens. 


pre-LEEP  biopsy 


NEGA  TI VE 

HPV 

- CIN  I 

CIN-II 

CIN-III 

TOTAL 

NEGATIVE 

0 

9 

13% 

1 

2% 

0 

10 

5% 

L 

HPV-CIN  I 

8 

100% 

45 

63% 

13 

25% 

12 

23% 

78 

42% 

E 

CIN-II 

0 

12 

17% 

28 

53% 

9 

17% 

49 

26% 

E 

CIN-III 

0 

5 

7% 

11 

21% 

31 

58% 

47 

25% 

P 

MICROINV 

0 

0 

0 

1 

2 % 

1 

<1% 

TOTAL 

8 

4 % 

71 

38  % 

53 

29% 

53 

29  % 

185 

reporting  good  results  in  1,000  pa- 
tients treated  at  the  initial  visit  to 
evaluate  an  atypical  Papanicolaou 
smear  result.4  All  reports  confirm 
the  high  cure  rate,  ease  of  perform- 
ance, low  side  effects  and  low  cost  of 
the  LEEP.  There  are  not  yet  large 
enough  series  to  show  the  long-term 
effect  on  pregnancies,  but  several 
small  series  have  reported  no  in- 
creased complication  noted  during 
pregnancy  following  loop  electro- 
surgical  excision.5 

The  use  of  the  colposcopically 
guided  LEEP  to  diagnose  and  treat 
atypical  Papanicolaou  smear  results 
in  our  first  235  patients  is  reviewed 
in  this  paper.  We  feel  this  procedure 
may  allow  for  modification  of  cur- 
rent management  regimens  of  atypi- 
cal Papanicolaou  smear  results  and 
colposcopically  identified  cervical 
lesions. 

Methods 

Equipment  for  performing  LEEP  in 
a gynecologic  office  treatment  room 
was  available  at  Gundersen  Clinic 
starting  Aug  21, 1991.  From  Aug  21, 
1991,  to  June  1,  1992,  235  patients 
underwent  a LEEP  (Table  2).  Eight 
of  these  were  done  with  the  patient 
under  general  anesthesia  at  La 
Crosse  Lutheran  Hospital,  usually 
in  the  same-day  surgery  unit.  The 
patients  were  evaluated  for  this 
procedure  by  the  gynecologic 
colposcopists  of  the  division  of 
colposcopy  and  cervical  pathology 
at  the  Gundersen  Clinic. 

There  are  about  25,000  Papanico- 
laou smear  specimens  processed  per 
year  at  the  Gundersen  Clinic  with 
1,300-1,400  colposcopies  done.  The 
abnormal  Papanicolaou  smear  re- 
sults consist  of  approximately  3.5% 
atypical  cells  of  undetermined  sig- 
nificance, 1.5%  low-grade  squamous 
intra-epithelial  lesion,  and  0.5% 
high-grade  squamous  intra-epithe- 
lial lesion.  Therefore,  the  pathologi- 
cal findings  of  approximately  5%  of 
the  Papanicolaou  smear  specimens 
result  in  referral  of  the  patient  for 
colposcopy  as  recommended  by  the 


division  of  colposcopy  and  cervical 
pathology.  Additional  patients  may 
be  referred  by  local  physicians  and 
family  planning  clinics  and  other 
educational  institutional  health  cen- 
ters where  Papanicolaou  smears  are 
done. 

The  patients  had  follow-up  Pa- 
panicolaou smears  at  6 months  after 
the  LEEP.  Fifty  percent  had  a cer- 
vigram,  a colposcopy,  or  both  6 
months  after  the  LEEP.  (Cervigrams 
are  photographic  cervical  slides 
made  using  the  cervicography  sys- 
tem developed  by  Dr  Adolf  Stafl  of 
the  Medical  College  of  Wisconsin 
and  currently  processed  by  National 
Testing  Laboratories,  Inc.,  of  Fen- 
ton, MO.)  All  patients  were  re- 
evaluated if  the  post-LEEP  Papani- 


colaou smear  specimen  had  a read- 
ing of  atypical  cells  of  undetermined 
significance,  low-grade  squamous 
intra-epithelial  lesion  or  high-grade 
squamous  intra-epithelial  lesion.  The 
follow-up  of  these  patients  was  fa- 
cilitated by  using  a computerized 
registry  of  abnormal  Papanicolaou 
smear  results  as  previously  de- 
scribed in  the  Gundersen  Medical 
Journal  1991;l(Dec):l. 

The  LEEP  was  done  by  standard 
techniques  described  by  several 
authors  using  colposcopic  guidance 
with  a Valley  Lab  Cautery  Force  II 
Electrocautery  Unit.4^  Patients  were 
advised  to  have  an  evaluation  by 
the  colposcopist  6 months  after  the 
LEEP.  The  cervigram  was  frequently 
used  to  document  both  before  elec- 
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trosurgical  excision  procedure  and 
after  electrosurgical  excision  proce- 
dure findings.  Patients  with  post- 
operative abnormalities  of  the  Pa- 
panicolaou smear  specimen  were 
evaluated  and  follow  up  procedures 
were  performed  as  decided  by  the 
individual  colposcopist.  Particular 
attention  was  given  to  the  pathol- 
ogic interpretation  of  the  ectocervical 
and  endocervical  borders  of  the  le- 
sion. Cases  in  need  of  further  diag- 
nosis or  therapy  were  managed  by 
standard  practices  now  being  used 
for  abnormal  Papanicolaou  smear 
results. 

All  charts  were  reviewed  to  evalu- 
ate the  pre-LEEP  Papanicolaou 
smear  results,  biopsy  specimens,  cer- 
vigrams,  treatments,  post-LEEP  ex- 
aminations, complications,  the  pa- 
thologic diagnosis,  post-LEEP  Pa- 
panicolaou smear  results,  and  the 
need  for  further  treatment. 

Results 

Eighty-four  percent  of  the  patients 
had  a cervical  biopsy  prior  to  the 
LEEP.  The  biopsy  findings  and  the 
LEEP  findings  showed  a good  cor- 
relation. This  correlation  was  best  if 
the  biopsy  results  showed  cervical 
intra-epithelial  neoplasm  II  or  cer- 
vical intra-epithelial  neoplasm  III. 
Only  one  patient  with  a cervical 
intra-epithelial  neoplasm  II  or  cer- 
vical intra-epithelial  neoplasm  III 


finding  from  the  biopsy  had  no  pa- 
thologic diagnosis  at  time  of  the 
LEEP.  Twenty-four  percent  of  the 
cervical  biopsies  diagnosed  as  cer- 
vical intra-epithelial  neoplasm  I later 
demonstrated  cervical  intra-epithe- 
lial neoplasm  II  or  cervical  intra- 
epithelial neoplasm  III  on  histologic 
diagnosis  of  the  operative  specimen 
(Table  3). 

The  comparison  of  the  Papanico- 
laou smear  and  LEEP  pathologic 
diagnoses  showed  a poor  correla- 
tion: 28%  of  patients  with  negative 
results  from  Papanicolaou  smears 
and  41%  of  patients  with  atypical 
cells  of  undetermined  significance 
in  the  Papanicolaou  smear  speci- 
men had  cervical  intra-epithelial 
neoplasm  II  or  cervical  intra-epithe- 
lial neoplasm  III  in  the  LEEP.  With 
all  abnormal  Papanicolaou  smear 
readings  there  were  significant 
numbers  of  high-grade  squamous 
intra-epithelial  lesions  detected  af- 
ter LEEP  histologic  diagnosis.  Pa- 
panicolaou smear  specimens  with 
atypical  cells  of  undetermined  sig- 
nificance yielded  41%  high-grade 
squamous  intra-epithelial  lesions; 
Papanicolaou  smear  specimens  with 
low-grade  squamous  intra-epithe- 
lial lesions  yielded  52%  high-grade 
squamous  intra-epithelial  lesions; 
and  Papanicolaou  smear  specimens 
with  high-grade  squamous  intra-ep- 
ithelial lesions  yielded  77%  cervical 


intra-epithelial  neoplasm  II  or  cer- 
vical intra-epithelial  neoplasm  III 
(Table  4). 

On  evaluation  of  LEEP  specimens, 
62  of  235  patients  had  margins  of  the 
specimen  that  contained  cervical 
intra-epithelial  neoplasm  or  possible 
cervical  intra-epithelial  neoplasm. 
In  the  group  with  margins  involved 
or  possibly  involved  with  cervical 
intra-epithelial  neoplasm,  88%  had 
negative  Papanicolaou  smear  results 
at  6 months;  whereas,  82%  of  the 
patients  with  clear  pathological  mar- 
gins had  negative  Papanicolaou 
smear  results  at  6 months.  The  find- 
ing of  clear  endocervical  and  or  ec- 
tocervical margins  compared  to  pos- 
sibly or  definitely  involved  margins 
had  equivalent  numbers  of  abnor- 
mal Papanicolaou  smear  results  at 
6-month  follow-up. 

This  is  not  the  findings  of  Shafi,  et 
al.7  Their  report  indicated  that  large 
size  of  the  lesion  and  involvement 
of  the  margins  were  accompanied 
by  increased  abnormal  post-LEEP 
Papanicolaou  smear  results.  The 
extent  of  each  lesion  was  not  evalu- 
ated in  this  review. 

Patients  with  post-LEEP  atypical 
cells  of  undetermined  significance 
in  the  Papanicolaou  smear  speci- 
mens may  have  a repeat  Papanico- 
laou smear  in  6 months  without 
needing  colposcopic  evaluation. 
High-grade  and  low-grade  lesions 
probably  should  have  follow  up 
colposcopic  evaluation  to  rule  out 
recurrent  or  residual  cervical  intra- 
epithelial neoplasm  lesions.  Twenty 
seven  of  the  187  patients  seen  in  fol- 
low up  had  abnormal  Papanicolaou 
smear  results  6 months  after  the 
LEEP  (Table  1). 

Evaluation  of  atypical  cells  of  un- 
determined significance  or  more 
severe  abnormalities  of  the  Papani- 
colaou smear  specimens  led  to  nine 
repeat  LEEPs  and  three  biopsies  re- 
vealing cervical  intra-epithelial 
neoplasm  I in  seven  patients  and 
cervical  intra-epithelial  neoplasm  III 
in  five.  The  margins  of  the  first  LEEP 
were  clear  in  all  of  the  five  patients 


Table  4.— Comparison  of  pre-LEEP  Papanicolaou  smear  findings  and  LEEP 
findings. 

pre-LEEP  Papanicolaou  smear  results 


NEGATIVE  ASCUS  LGSIL  HGSIL  TOTAL 


NEGATIVE 

4 

19% 

8 

11% 
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5 
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with  cervical  intra-epithelial  neo- 
plasm III  diagnosed  after  a second 
LEEP.  At  the  time  of  the  second 
LEEP,  the  margins  were  free  in  all  of 
the  repeat  LEEPs  done  on  patients 
with  recurrent  cervical  intra-epithe- 
lial neoplasm  III. 

In  total,  94%  of  the  patients  fol- 
lowed from  initial  treatment  were 
free  of  disease  in  6 months,  as  indi- 
cated by  finds  from  Papanicolaou 
smears  and  cervigrams.  Four  per- 
cent (9)  of  the  patients  received  a 
second  LEEP,  leaving  98%  of  pa- 
tients free  of  any  evidence  of  cervi- 
cal intra-epithelial  neoplasm  at  the 
time  of  this  review.  Two  patients 
have  low-grade  squamous  intra-ep- 
ithelial lesions  that  are  being  fol- 
lowed, and  one  has  a high-grade 
squamous  intra-epithelial  lesion  and 
is  pregnant  and  will  be  evaluated 
post  partum. 

Complications  were  rare,  and  no 
patient  required  late  treatment  for 
complications  of  the  LEEP.  Vaginal 
bleeding  at  the  time  of  the  LEEP  re- 
quired suturing  or  extensive  cautery 
three  times.  No  reported  post-op- 
erative febrile  illnesses  were  seen. 
One  patient  was  readmitted  to  the 
hospital  for  uterine  bleeding  related 
to  a dilation  and  curettage  that  was 
done  at  the  time  of  the  LEEP. 

Of  the  patients  with  cervical  in- 
tra-epithelial neoplasm  II  or  cervi- 
cal intra-epithelial  neoplasm  III 
found  by  colposcopically  directed 
biopsies,  78%  (80/103)  had  high- 
grade  squamous  intra-epithelial  le- 
sion or  microinvasion  in  the  LEEP 
specimen  (Table  3).  Of  the  patients 
with  pre-LEEP  Papanicolaou  smear 
findings  of  low-grade  squamous 
intra-epithelial  lesion  or  high-grade 
squamous  intra-epithelial  lesion, 
64%  (105/165)  had  high-grade 
squamous  intra-epithelial  lesion  de- 
tected by  LEEP  (Table  4).  If  the  cer- 
vigram  result  was  atypical  or  posi- 
tive, 61  % (99/162)  had  a high-grade 
squamous  intra-epithelial  lesion  and 
33%  (54/162)  had  low-grade 
squamous  intra-epithelial.  In  total, 
94%  of  the  patients  with  atypical  or 


positive  cervigram  findings  had  cer- 
vical intra-epithelial  neoplasm  on 
pathologic  examination  of  the  LEEP 
specimen  (Table  5). 

Discussion 

After  proper  evaluation  by  various 
combinations  of  colposcopy,  Papani- 
colaou smear,  cervigram,  and  cervi- 
cal biopsy,  LEEP  has  proven  to  be  a 
highly  safe,  acceptable,  and  effec- 
tive method  of  diagnosis  and  treat- 
ment of  cervical  intra-epithelial 
neoplasm.  The  number  of  patients 
having  a LEEP  represent  a small 
percentage  of  the  patients  in  each 
Papanicolaou  smear  category. 

The  number  of  pre-LEEP  false 
negative  Papanicolaou  smear  results 
(9%)  and  false  negative  cervigram 
findings  (17%)  lend  credibility  to 
the  importance  of  careful  follow-up 
and  evaluation  of  any  patient  with  a 
history  of  an  abnormal  Papanico- 
laou smear  results.  Fully  10%  of 
patients  evaluated  with  an  atypical 
cells  of  undetermined  significance 
in  the  Papanicolaou  smear  speci- 
men at  the  Gundersen  Clinic  have 
cervical  intra-epithelial  neoplasm  II 
or  cervical  intra-epithelial  neoplasm 
III  on  biopsy  (unpublished  date  from 
Gundersen  Clinic,  Ltd). 

The  ability  to  resolve  the  signifi- 
cance of  an  abnormal  Papanicolaou 
smear  results  by  an  office  evalu- 
ation using  the  LEEP  still  leaves 
many  management  problems  to  be 
resolved.  Should  all  patients  with  a 
minor  lesion  have  a LEEP  or  just  be 
carefully  followed?  Should  LEEP  re- 


place office  biopsy?  Who  should  be 
doing  a LEEP?  What  is  the  role  of 
human  papilloma  virus  testing  and 
typing?  What  is  the  appropriate 
evaluation  of  patients  with  Papani- 
colaou smear  specimens  showing 
atypical  cells  of  undetermined  sig- 
nificance and  low-grade  squamous 
intra-epithelial  lesions? 

Prospective  studies  are  needed 
to  answer  the  questions  apparent  in 
the  current  approach  to  atypical  Pa- 
panicolaou smear  results  and  proven 
low-grade  squamous  intra-epithe- 
lial cervical  lesions. 

High  cure  rates  of  85%  to  95%  are 
reported  with  all  modalities  of  treat- 
ment.9-11 The  ablative  techniques  po- 
tentially conceal  more  significant 
lesions  as  demonstrated  by  the  un- 
suspected presence  of  two  micro- in- 
vasive carcinomas  (Table  2). 

If  patients  having  biopsy  speci- 
mens with  minor-grade  lesions  or 
Papanicolaou  smear  specimens  with 
atypical  cells  of  undetermined  sig- 
nificance or  low-grade  squamous 
intra-epithelial  lesions  were  ob- 
served over  time  without  interven- 
tion, a large  number  of  these  LEEPs 
may  not  have  been  required.  It  is  es- 
timated that  only  20%  of  low-grade 
squamous  intra-epithelial  lesions 
progress  to  higher  grade  lesions.8  If 
patients  with  atypical  cells  of  unde- 
termined significance  in  their  Pa- 
panicolaou smear  specimens  and 
low-grade  squamous  intra-epithe- 
lial lesions  in  their  biopsy  specimens 
were  carefully  followed,  there  would 
have  been  a significant  number  of 


Table  5. --Comparison  of  pre-LEEP  cervigram  results  and  LEEP  findings. 
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undiagnosed  high-grade  squamous 
intra-epithelial  lesions.  It  is  prob- 
able many  of  these  undiagnosed 
high-grade  squamous  intra-epithe- 
lial lesions  would  eventually  need 
treatment,  although  they  would 
most  likely  become  clinically  appar- 
ent with  appropriate  follow-up. 
Rapid  progression  to  invasive  can- 
cers is  very  rare  making  immediate 
treatment  of  low-grade  squamous 
intra-epithelial  lesions  probably  less 
critical  if  appropriate  evaluation  and 
follow-up  occurs. 

It  is  currently  recommended  by 
the  Gundersen  Clinic's  division  of 
colposcopy  and  cervical  pathology 
that  all  patients  with  atypical  Pa- 
panicolaou smear  results  receive 
colposcopy  by  a trained 
colposcopist.  It  is  also  recommended 
that  the  LEEP  be  done  by  an  experi- 
enced colposcopist  with  gynecologi- 
cal surgical  experience.  The  uncer- 
tainties in  the  area  of  atypical  Pa- 
panicolaou smear  results,  including 
the  choice  of  treatment  versus  care- 


ful follow-up  of  biopsy-proven  low- 
grade  squamous  intra-epithelial  le- 
sion cervical  lesions,  and  the  confu- 
sion over  the  significance  of  the  pres- 
ence of  human  papilloma  virus,  re- 
sulted in  individualization  of  care 
within  our  institution. 

Even  given  these  uncertainties, 
after  careful  evaluation  and  under 
colposcopic  visualization,  LEEP  is  a 
highly  safe  and  effective  way  to 
manage  and  further  diagnose  cervi- 
cal lesions. 
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Asthma  hospitalizations  in  Wisconsin: 
public  health  implications 

Jay  Goldring,  PhD;  Lawrence  Hanrahan,  PhD,  MS;  and  Henry  Anderson,  MD;  Madison 


Analysis  of  national  asthma 
statistics  has  identified  a 
number  of  disturbing  trends.1  Be- 
tween 1979  and  1988,  self-reported 
asthma  prevalence  has  increased  by 
approximately  40%.  During  the  same 
period,  the  age-adjusted  death  rate 
for  asthma  as  the  underlying  cause 
of  death  increased  46%  from  1.3  per 
100,000  population  to  1.9  per  100,000. 

Asthma  prevalence  among  black 
Americans  is  approximately  50% 
greater  than  that  among  white 
Americans.  The  reasons  for  this  rate 
disparity  are  complex  and  multifac- 
torial. In  previous  studies,  asthma 
prevalence  has  been  correlated  with 
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poverty,  maternal  smoking,  low 
birth  weight,  living  in  a small  space 
and  nutritional  status.  These  risk 
factors  are  more  prevalent  among 
blacks.2 

The  occurrence  of  asthmatic  epi- 
sodes has  been  associated  with 
exposure  to  aeroallergens  such  as 
animal  dander,  molds,  dust  mites3 
or  air  pollutants  such  as  cigarette 
smoke,4-5  particulates,6  sulfur  diox- 
ide,7 or  acidic  aerosols.8  Black 
Americans  may  be  differentially 
exposed  to  these  agents.9  Genetic 
differences  in  lung  function  and 
volume,  perhaps  leading  to  differ- 
ential susceptibility  to  the  effects  of 
air  pollutants,  may  also  play  a role 
in  the  observed  racial  rate  differ- 
ence.10 

In  the  United  States,  approxi- 
mately 190  individuals  per  100,000 
population  are  admitted  to  the  hos- 
pital with  a first-listed  discharge 
diagnosis  of  asthma.11 

Nationally,  the  asthma  hospital 
discharge  rate  for  blacks  is  twice 
that  for  whites.  Trends  in  asthma- 
related  hospitalization,  in  addition 
to  asthma  prevalence,  may  reflect 
socioeconomic  factors  such  as  ac- 
cess to  health  care.  This  statistic, 
however,  has  been  widely  used  as  a 


measure  of  asthma  morbidity.  The 
US  Public  Health  Service  has  stated 
the  following  goals  in  "Healthy 
People  2000:  National  Health  Pro- 
motion and  Disease  Prevention 
Objectives"12: 

11.1.  Reduce  asthma  morbidity,  as 
measured  by  a reduction  in 
asthma  hospitalizations  to  no 
more  than  160  per  100,000 
people. 

11.1a.  Reduce  asthma  morbid- 
ity among  blacks  and 
other  nonwhites,  as 
measured  by  a reduc- 
tion in  asthma  hospitali- 
zations to  no  more  than 
265  per  100,000  people. 
11.1b:  Reduce  asthma  morbid- 
ity among  children,  as 
measured  by  a reduc- 
tion in  asthma  hospitali- 
zations to  no  more  than 
225  per  100,000  people. 

To  monitor  Wisconsin's  progress 
toward  this  objective,  Wisconsin 
hospital  discharges  with  asthma  as 
the  first-listed  diagnosis  were  ex- 
amined and  appropriate  public 
health  responses  to  these  trends  are 
discussed. 

Continued  on  next  page 
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Methods 

Since  1989,  Wisconsin  has  required 
hospitals  to  report  all  discharges  to 
the  Office  of  Health  Care  Informa- 
tion. Race  has  been  an  included  data 
element  since  July  1, 1990.  This  study 
examined  all  discharges  occurring 
between  July  1,  1990,  and  June  30, 
1992,  which  listed  asthma  (ICD  493) 
as  the  principal  discharge  diagno- 
sis. For  comparison  purposes,  dis- 
charges listing  pneumonia  and  in- 
fluenza (ICD  460  to  466)  and  acute 
respiratory  infections  (ICD  480  to 
487)  as  the  principal  discharge  diag- 
nosis were  also  examined. 

Age-,  sex-,  and  race-specific  dis- 
charge rates  were  calculated  and 
summary  age  adjusted  rates  were 
constructed  for  each  condition  us- 
ing Wisconsin  1990  census  statis- 
tics. Discharge  rates  by  payment 
source  were  calculated  using  statis- 
tics from  the  Wisconsin  Bureau  of 


Health  Care  Financing.  Geographic 
rate  analysis  was  performed  using 
ZIP  code  of  residence,  and  repeat 
admissions  for  the  same  individual 
were  determined  by  matching  ZIP 
code  of  residence  and  birth  date. 

Average  yearly  hospital  charges 
and  length  of  stay  were  calculated 
for  each  group.  Only  one  discharge 
per  person  was  used  for  the  rate 
analysis,  but  all  discharges,  includ- 
ing repeats,  were  used  for  average 
charge  and  length  of  stay  calcula- 
tions. "Excess"  annual  asthma-re- 
lated hospital  charges  for  high  risk 
groups,  defined  as  the  difference 
between  the  charges  for  the  specific 
group  and  the  expected  charges 
derived  from  a random  sample  of  a 
similar  age  composition,  were  cal- 
culated using  the  following  formula: 
Excess  charges  = (observed  number 
of  discharges  - expected  number  of 
discharges)  x average  charge  of  a 
hospital  stay  for  that  group.  The  ex- 


pected number  of  discharges  was 
calculated  using  the  statewide  age-, 
sex-,  and  race-specific  rates.  Charges 
do  not  include  physician  fees. 

Results 

Between  July  1,  1990,  and  June  30, 
1992, 9,852  Wisconsin  residents  were 
discharged  from  Wisconsin  hospi- 
tals with  a diagnosis  of  asthma  an 
average  of  1.3  times  for  a total  of 
13,161  hospitalizations.  When  repeat 
discharges  were  eliminated,  the 
statewide  yearly  rate  of  asthma-re- 
lated hospital  discharges  for  all  ages 
was  100  per  100,000. 

Area-specific  rates  ranged  from 
2.6  per  100,000  along  Wisconsin's 
western  border  (probably  artificially 
low  due  to  unidentified  hospitaliza- 
tions in  Iowa  and  Minnesota)  to  390 
per  100,000  in  western  Milwaukee 
city. 

Among  children  under  15,  the 
Continued  on  page  66 


Table  1.-  Age-adjusted  yearly  Wisconsin  hospital  admission  rates  per  100,000  population  for  asthma,  pneumonia  and 
influenza,  and  acute  respiratory  infections:  July  1990  through  June  1992. 


Group 

Asthma 

Pneumonia  influenza 

Acute  resp  infection 

All  ages 

Wisconsin 

100  (n- 9,860) 

311  (n-30,676) 

125  (n-12,277) 

Males 

93  (n-4,507) 

391  (n-17,081)* 

136  (n-6,413) 

Females 

107  (n-5,353) 

295  (n- 15,758) 

115  (n-5,864) 

Blacks 

366  (n-1,947)** 

496  (n-l,824)“ 

225  (n-1,168)** 

Whites 

74  (n=6,631) 

265  (n-24,477) 

105  (n-9,317) 

American  Indians 

69  (n-62) 

347  (n-220) 

102  (n-87) 

Medicaid  recipients* 

181®(n-2,187) 

472®(n-3,259) 

151  (n-5,998) 

Non-Medicaid  recipients* 

78  (n -5,565) 

363  (n-10,385) 

90  (n-2,394) 

Age  <15 

Wisconsin 

180  (n-4,036) 

263  (n- 5,764) 

104  (n-5,794) 

Males 

233  (n- 2,608)  ‘ 

184  (n-3,527) 

112  (n-3,569) 

Females 

138  (n-1,454) 

168  (n-2,267) 

96  (n-2,225) 

Blacks 

661  (n-1,103)** 

318  (n-50)** 

214  (n-661)** 

Whites 

124  (n-  2,373) 

134  (n-3,362) 

86  (n-4,208) 

American  Indians 

140  (n-36) 

181  (n-34) 

83  (n-60) 

Medicaid  recipients* 

245  (n- 1,646) 

237  (n-2,336) 

250  (n-2,031) 

Non-Medicaid  recipients* 

128  (n=3,008) 

67  (n-4,331) 

187  (n-4,163) 

' Calculations  based  upon  Medicaid  status  are  for  individuals  under  65.  "Non-Medicaid  recipients"  includes  those  on  other  forms  of  gov^ 
emmental  assistance,  private  insurance,  self-pay  and  unknown  payer  status. 

* Significantly  different  from  the  corresponding  female  rate  (p<0.001). 

**  Significantly  different  from  the  corresponding  white  rate  (p<0.001). 

® Significantly  different  from  non-Medicaid  recipients  (p<0.001) 
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...a  promise  to 
defend... 


HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1 899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 


FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1 -800-344-1 899. 


^Professional  protection  Exclusively  since  1833 


A+  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  and  Poor’s 


\\ 


Continued  from  page  64 
statewide  rate  was  180  per  100,000 
and  ranged  from  26  per  100,000  along 
the  western  border  to  702  per  100,000 
in  western  Milwaukee. 

The  highest  asthma-related  hos- 
pital discharge  rates  were  in  central, 
northern  and  western  areas  of  the 
City  of  Milwaukee.  Other  places 
significantly  higher  than  the  state 
rate  were  areas  in  Racine,  Kenosha 
and  Beloit  (p  < 0.001)  and  areas  in 
Madison,  Waukesha  and  Green  Bay 
(p  < 0.05) . All  other  areas  of  the  state, 
including  the  urban  areas  of  La 
Crosse,  Eau  Claire,  and  Wausau, 
were  either  below  or  not  significantly 
different  from  the  overall  state  rate. 

During  the  study  period,  asthma- 
related  hospital  discharge  rates  for 
blacks  were  more  than  five  times  as 
high  as  those  for  whites  for  all  ages, 
while  asthma  discharge  rates  for 
American  Indians  were  not  signifi- 
cantly different  from  those  for  whites 
(Table  1). 

Pneumonia  and  influenza  rates 
and  acute  respiratory  infection  dis- 
charge rates  had  similar  patterns  to 
those  for  asthma  (Table  1).  For  both 
conditions,  discharge  rates  for  blacks 
were  approximately  twice  those  for 
whites.  Higher  discharge  rates  for 
these  conditions  were  also  noted  for 
Medicaid  recipients  than  for  the 
entire  state. 

The  average  length  of  stay  for  an 
asthma  hospital  admission  was  3.68 
days  and  did  not  significantly  differ 
between  groups.  Significantly  more 
blacks  (25%)  than  whites  (18%)  or 
American  Indians  (22%)  had  mul- 
tiple hospital  admissions  with  a 


discharge  diagnosis  of  asthma  dur- 
ing the  study  period  (p<0.001). 
Among  Medicaid  recipients,  the 
percentage  of  blacks  admitted  to  the 
hospital  for  asthma  more  than  once 
over  the  study  period  significantly 
exceeded  that  for  whites  (29.0%  v 
23.3%,  respectively,  p<0.001).  Simi- 
lar results  were  found  among  pri- 
vate insurance  recipients  (21.4%  v 
16.4%;  p<0.001). 

Calculated  excess  charges  of 
asthma  admissions  among  blacks, 
Medicaid  recipients  and  central 
Milwaukee  residents  are  shown  in 
Table  2.  Excess  direct  charge  esti- 
mates per  year  ($3  million,  $1.8 
million,  $2.4  million)  for  each  group, 
not  including  physician  fees,  are  sig- 
nificant. 

Discussion 

Wisconsin's  asthma  hospital  admis- 
sions rate  is  slightly  more  than  half 
of  the  national  rate  (100  v 190  per 
100,000;  Table  1),  already  achieving 
the  year  2000  goals  set  by  the  US 
Public  Health  Service  for  both  adults 
and  children.  The  rate  for  blacks, 
however,  is  more  than  five  times 
that  for  whites,  and  is  significantly 
above  the  year  2000  objectives  (366  v 
265  per  100,000). 

The  factors  contributing  to  the 
racial  rate  difference  in  asthma  hos- 
pitalizations are  complex.  In  a pre- 
vious study,  the  threefold  difference 
found  between  asthma-related  hos- 
pital admission  rates  for  black  and 
white  children  under  the  age  of  15 
was  attributed  exclusively  to  differ- 
ences in  socioeconomic  status.13  In 
this  study,  the  asthma-related  ad- 


missions rate  for  Medicaid  recipi- 
ents (used  as  an  indicator  of  socio- 
economic status)  was  only  twice  that 
of  non-Medicaid  recipients,  suggest- 
ing that  socioeconomic  status  was 
likely  a major  contributing  factor 
but  not  fully  explaining  the  rate 
difference  among  races. 

A number  of  other  factors  may 
contribute  to  the  high  rate  of  asthma- 
related  hospitalizations  among 
Wisconsin  blacks.  In  Wisconsin  this 
group  has  a higher  likelihood  of 
being  under-insured  or  uninsured.14 
Illnesses  in  uninsured  individuals 
without  primary  care  are  generally 
felt  to  be  more  severe  by  the  time  a 
physician  visit  occurs  and  thus  more 
likely  to  require  hospitalization  than 
in  insured  individuals.15 

In  this  study,  the  rate  differences 
among  races  were  also  seen  for  the 
other  conditions  evaluated  (pneu- 
monia and  influenza  and  acute  res- 
piratory infection— Table  1),  but  the 
difference  in  asthma  hospitalization 
rates  was  much  more  pronounced 
than  that  for  these  other  conditions. 
Multiple  factors  must  be  operable 
because  the  rate  difference  among 
races  observed  is  present  regardless 
of  payer  status  (Table  1). 

Wisconsin  professional  and  com- 
munity efforts  to  reduce  asthma 
morbidity  among  black  Americans 
can  focus  immediately  on  two  spe- 
cific objectives:  preventing  the 

circumstances  that  may  cause  the 
condition  to  develop  in  the  black 
population,  and  identifying  indi- 
viduals at  high  risk  for  asthma-re- 
lated emergency  room  visits  or  hos- 
pital admissions. 


Table  2.— Calculated  yearly  excess  charges  of  asthma  hospital  admissions  (excluding  physician  fees)  among  blacks,  Medicaid 
recipients  and  central  Milwaukee  residents:  July  1990  through  June  1992. 


Group 

Observed 

admissions 

Expected 

admissions 

Average 

charge 

Yearly 

excess  charge 

Blacks 

1,947 

241 

$3590.98 

$3,009,073 

Medicaid  recipients 

2,187 

1,063 

$3255.12 

$1,829,377 

Milwaukee  residents 

2,115 

1,310 

$3695.84 

$2,420,775 
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The  first  objective  can  be  ap- 
proached through:  community 

asthma  awareness  and  understand- 
ing education;  anti-smoking  and 
clean  indoor  air  regulations;  and 
implementation  of  outdoor  air  pol- 
lution legislation,  such  as  the  Clean 
Air  Act  Amendments  of  1990. 
School-based  asthma  education 
programs  such  as  the  American 
Lung  Association's  "Open  Airways" 
can  help  prevent  hospitalizations16 
but  their  long-term  efficacy  has  not 
been  completely  evaluated. 

The  second  objective  will  be 
addressed  initially  in  Milwaukee 
through  a pilot  asthma  surveillance 
project  sponsored  by  The  Council  of 
State  and  Territorial  Epidemiolo- 
gists. The  Wisconsin  Division  of 
Health  and  Medical  College  of  Wis- 
consin are  responsible  for  implem- 
entation. The  goal  of  this  project  is  to 
better  understand  risk  factors  lead- 
ing to  asthma  morbidity  through 
identification  of  high-risk  individu- 
als. This  goal  will  be  achieved  by  fa- 
cilitating better  communication  and 
response  coordination  between 
community  groups,  medical  care 
providers,  and  state,  county  and  city 
public  health  programs. 

Initial  efforts  in  this  project  will 
focus  on  describing  the  characteris- 
tics of  children  and  young  adults  at 
high  risk  of  asthma-related  emer- 
gency room  visits  or  hospitalizations. 
This  information  should  result  in 
better  targeting  of  education  related 
to  asthma  control  and  prevention 
and  provide  a mechanism  to  evalu- 
ate subsequent  intervention  pro- 
grams. 

Conclusion 

Wisconsin  has  already  achieved  the 
overall  National  Public  Health  Serv- 
ice year  2000  goal  for  asthma  hospi- 
talizations. Wisconsin  rates  for  hos- 
pitalizations of  black  patients,  how- 
ever, are  significantly  above  the  goal 
for  that  sub-population.  Achieving 
the  black  asthma-related  hospital 
admissions  goal  will  require  in- 
creased provider  and  public  aware- 


ness of  the  seriousness  of  asthma. 

This  must  be  followed  by  coop- 
eration among  health  care  provid- 
ers, public  health  agencies,  educa- 
tors, and  community  activists  to 
renew  prevention  efforts.  Each  must 
assist  in  identifying  and  overcom- 
ing barriers  to  preventing  avoidable 
asthma-related  hospitalizations.  By 
providing  support  and  education  to 
high-risk  individuals,  avoidable 
asthma-related  hospitalizations  can 
be  reduced  and  asthma  fatalities  may 
be  prevented. 
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AMA  awards 


Correction : William  Schlenker,  MD,  (l)  was  misidentified  in  this  photo,  appearing 
in  the  January  WMJ,  as  William  Bartlett,  MD.  Dr  Schlenker  was  part  of  the  signing 
ceremony  with  Gov  Thompson  (r)  for  the  Public  Health  Statute  Revisions  bill. 


The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of 
the  SMS. 

December  1993 

* Ahmad,  Muhammad  Yusof 

* Basu,  Sailendra  Nath 
Beltran,  Luciano  Rosario 

* Berg,  Eric  Roy 

* Bhore,  Jay  Narayan 

* Bice,  James  Bradley 

* Bock,  Harvey  Michael 
Caffrey,  James  F. 

* Christensen,  Dennis  Dean 

* Fejer,  Szabolcs  I. 

* Finch,  David  Richard 

* Heming,  Paul  Michael 

* Grieshaber,  Gordon  James 

* Hyndiuk,  Robert  Anthony 

* Jacobi,  Michael  Anton 


David  Kindig,  MD,  of  Madison, 
has  been  named  chair  of  the 
federal  Council  on  Graduate  Medi- 
cal Education,  giving  him  a key  role 
in  establishing  the  policies  that  will 
determine  how  many  physicians  will 
be  trained  in  the  nation,  what  spe- 
cialties those  students  will  study  and 
where  newly  trained  physicians 
should  practice. 

In  addition  to  his  work  on 
COGME,  Kindig  is  a senior  advisor 


* Karen,  Robert 

* Kelley,  William  Bernard 

* Knuth,  Ronald  Chas. 

* Kochar,  Mahenor  Singh 

* Korkos,  George  James 

* Leehey,  Paul  Jos. 

* Lichty,  James  Edward 

* Magnin,  George  Ernest 
Maski,  Ravikant 

* Miller,  Thomas  Orlin 

* Noble,  John  Henry 


to  Secretary  of  Health  and  Human 
Services  Donna  Shalala  and  director 
of  the  programs  of  health  manage- 
ment of  the  University  of  Wisconsin 
Medical  School.  Kindig  is  also  a 
member  of  the  Prospective  Payment 
Review  Commission,  which  advises 
Congress  on  Medicare  policy. 

Kindig  will  continue  to  divide  his 
time  between  working  in  Washing- 
ton and  teaching  in  Madison.* 


* Olson,  Reid  Martin 

* Peterson,  Stanley  Eugene 

* Potek,  Arnold  S. 

* Saarinen,  David  Michael 
Sennett,  Louis  W. 

Shim,  Jae  Yong 

* Sipes,  Don  Ralph 

* Smith,  Franklin  Adams 

* Teplin,  Ervin 

* Wolschleger,  Kevin  G.* 


Medical  inflation 
hits  20-year  low 

The  consumer  price  index  (CPI) 
released  by  the  Bureau  of 
Labor  and  Statistics  shows  medical 
inflation  to  be  at  a 20-year  low- 
growing  just  5.4%  in  1993.  This 
growth  includes  a 7.8%  increase  for 
hospital  charges  and  5.1  % for  physi- 
cian services. 

Overall  health  spending  is  still 
projected  to  grow  12%  in  1994,  break- 
ing the  $1  trillion  barrier  for  the  first 
time.* 


Wisconsin  physician  named  to 
national  health  post 
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The  use  of  practice  guidelines  in  Wisconsin 
for  liability  protection 


Charles  E.  Burroughs,  JD,  Milwaukee 

Though  not  labeled  as  such, 
clinical  practice  guidelines 
have  been  used  by  physicians  for 
decades  in  making  clinical  decisions, 
and  have  been  formally  endorsed 
by  the  AMA  since  1989.  As  more 
states  enact  practice  guideline  laws 
and  the  current  proposals  in  Presi- 
dent Clinton's  and  Senator  Chaf- 
fee' s bills  codifying  the  use  of  guide- 
lines on  the  federal  level  are  de- 
bated, physicians  will  need  to  de- 
cide what  side  of  the  debate,  if  any, 
they  are  going  to  support.  Charges 
by  some  that  guidelines  will  pro- 
mote "cookbook  medicine,"  and  by 
others  that  they  are  a fail-safe  mecha- 
nism to  halt  the  runaway  train  of 
medical  malpractice  liability,  repre- 
sent the  two  poles  of  this  contro- 
versy. This  paper  discusses  some  of 
the  current  issues  surrounding  this 
debate  and  is  intended  to  be  an  aid 
or  "practice  parameter"  for  analyz- 
ing the  applicability  of  a specific 
guideline  in  a given  circumstance. 

Some  physicians  are  concerned 
that  the  evolving  uses  of  clinical 
practice  guidelines  may  lead  to  in- 
creased malpractice  liability.  Such 
fears  are  based  on  the  decisions  of 
some  courts  in  the  past  few  decades 
that  have  expanded  the  legal  duties 
of  the  physician.  A court's  review  is 
retrospective,  resource  expansive, 
and  often  appears  to  penalize  physi- 
cians for  not  following  treatments 


Burroughs  is  a partner  in  the  Milwaukee 
office  of  the  Hinshaw  & Culbertson  law 
firm  and  concentrates  his  practice  in 
health  care  law.  Reprint  requests  to: 
Chalres  E.  Burroughs,  Hinshaw  & Cul- 
bertson, 100  E Wisconsin  Ave,  Suite  2600, 
Milwaukee,  WI  53202-4115.  Copyright 
1994  by  the  State  Medical  Society  of 
Wisconsin. 


which,  only  with  the  benefit  of  hind- 
sight, could  have  avoided  injury  to 
the  patient. 

An  example  is  Helling  v Carey,  in 
which  the  court  expanded  the  ac- 
ceptable standard  of  care  on  the  basis 
that  the  test  for  detecting  glaucoma 
was  cheap,  safe,  and  accurate,  not- 
withstanding that  the  customary 
practice  was  not  to  test  patients 
younger  than  40.  While  this  remains 
an  unusual  and  controversial  deci- 
sion, it  symbolizes  the  reason  for 
physician  apprehension  over  poten- 
tial litigation. 

Physicians  fear  expansion  of  lia- 
bility and  "the  moving  standard." 
One  of  the  announced  purposes  for 
using  guidelines  is  to  calm  these 
fears.  Valid  practice  guidelines  are 
not  only  likely  to  improve  the  qual- 
ity of  care  but  could  become  a dy- 
namic, positive  force  in  curtailing 
malpractice  liability  suits  in  Wis- 
consin. 

Standard  of  care 

Currently,  physicians  owe  a duty  to 
their  patients  to  provide  the  degree 
of  care,  skill,  and  judgment  usually 
exercised  in  the  same  or  similar  cir- 
cumstances by  the  average  physi- 
cian who  is  a general  practitioner 
having  due  regard  for  the  state  of 
medical  science  at  the  time  the  pa- 
tient was  treated.  If  a physician  is  a 
specialist,  then  the  comparison  is 
with  an  average  specialist  practic- 
ing that  specialty. 

A physician  also  has  a duty  to 
provide  patients  with  adequate  in- 
formation on  which  to  make  deci- 
sions about  their  medical  treatments. 

Clinical  practice  guidelines 
should  neither  create  new  liabilities 
for  physicians  nor  increase  expo- 
sure to  already  existing  liabilities. 
At  trial,  both  the  patient  and  physi- 
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cian  introduce  evidence  through  the 
testimony  of  expert  witnesses  in  sup- 
port of  the  standard  they  believe 
applicable.  The  standard  for  the 
particular  case  is  ultimately  deter- 
mined by  the  jury  after  weighing  all 
the  evidence  regarding  the  standard 
of  care,  of  which  a guideline  may 
constitute  only  a part. 

Clinical  practice  guidelines  can 
help  define  what  the  standard  of 
care  is  and  what  is  expected  from 
physicians.  Guidelines  should  also 
make  informed  consent  easier  be- 
cause most,  if  not  all,  the  background 
information  to  be  given  to  the  pa- 
tient is  set  forth  in  the  practice  guide- 
line. 

Guidelines  should  also  contrib- 
ute to  fairer  outcomes  in  litigation 
for  both  physicians  and  patients, 
because  a valid  or  "reliable"  guide- 
line should  be  a tool  that  provides  a 
basis  for  semi-objective  measure- 
ments of  the  conduct  required.  This, 
in  turn,  will  allow  judges  and  juries 
Continued  on  next  page 
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Continued  from  preceding  page 
to  better  understand  and  evaluate 
the  standard  of  care.  All  involved- 
physicians,  patients,  attorneys,  and 
the  reviewing  authorities— will  have 
access  to  not  only  the  same  informa- 
tion, but  to  the  more  important  in- 
formation. Such  knowledge  should 
lead  to  a level  playing  field  with 
more  predictable  results. 

A major  concern  of  physicians  is 
that  if  a physician  deviates  from  a 
practice  guideline  this  will  consti- 
tute evidence  of  medical  malprac- 
tice. This  may  or  may  not  be  so.  If  the 
physician  identifies  reasons  that  rec- 
ommendations in  a practice  guide- 
line would  not  be  helpful,  or  indeed 
why  those  recommendations  may 
be  harmful  to  a patient,  he  or  she  is 
required  by  law  to  follow  such 
medical  judgment.  If  the  logic  in- 
volved in  this  deduction  is  followed 
to  its  end,  a more  appropriate  stan- 
dard of  care  based  on  the  patient's 
need  results.  If  the  physician  devi- 
ates from  a guideline  or  determines 
a different  standard  of  medical  care 
is  required,  the  physician  should 
document  that  decision  and  its  ra- 
tionale in  the  patient  record.  A phy- 
sician may  indeed  be  liable  for  not 
deviating  from  a guideline  where 
the  circumstances  mandate  devia- 
tion. A guideline  will  not  become  a 
mandatory  standard  of  care,  absent 
the  enactment  of  a special  law  mak- 
ing it  so. 

Multiple  guidelines 

The  use  of  practice  guidelines  in 
determining  the  appropriate  stan- 
dard of  care  is  made  more  complex 
by  the  fact  that  multiple  guidelines 
on  the  same  clinical  subject  are  being 
issued  from  different,  respected 
sources.  For  example,  there  are  two 
guidelines  on  the  treatment  of  de- 
pression, one  by  the  American  Psy- 
chiatric Association  and  one  by  the 
Agency  for  Health  Care  Policy  and 
Research  of  the  US  Public  Health 
Service.  Until  there  is  a central  body 
that  screens  and  rates  guidelines  for 
appropriateness  and  excellence, 


physicians  will  be  confronted  with 
conflicting  guidelines  and  will  need 
to  follow  the  one  the  physician  be- 
lieves best  serves  the  patient's  needs. 

In  this  regard,  a physician  does 
not  guarantee  a correct  diagnosis  or 
good  outcome,  and  will  not  be  liable 
for  an  honest  mistake  of  judgment, 
where  the  proper  course  is  open  to 
reasonable  doubt.  Following  one 
accepted  practice  guideline  over 
another  should  not  lead  to  liability 
where  both  guidelines  are  appli- 
cable, both  are  valid,  and  both  are 
intended  for  clinical  use.  Again,  good 
documentation  of  the  decision  and 
the  rationale,  if  practical,  in  the  pat- 
ent record  is  recommended. 

Physicians  need  to  familiarize 
themselves  with  where  to  obtain 
information  on  guidelines.  They  also 
should  be  in  a position  to  evaluate 
whether  a guideline  meets  the 
medical  standard  of  care  based  on 
its  appropriateness  to  the  facts  of 
the  case,  the  guideline's  clinical  and 
scientific  value,  the  method  used  to 
develop  the  guidelines,  and  the 
purpose  behind  the  guideline.  Con- 
tinuing education  through  review 
of  medical  literature,  seminars,  and 
in-service  opportunities  will  be  cor- 
nerstones for  staying  abreast  of 
changes  and  avoiding  liability. 
Appropriate  administrative  support 
services,  including  access  to  com- 
puterized data  banks,  will  become 
more  valuable  for  avoiding  compli- 
cations. 

Physicians  should  recognize  two 
important  points.  First,  there  is  cur- 
rently no  single  accepted  definition 
or  standard  methodology  used  for 
the  development  or  evaluation  of 
practice  guidelines.  Each  physician 
must  individually  assess  applicable 
guidelines  to  determine  if  they  meet 
that  level  of  care  necessary  and  ex- 
pected under  the  given  circum- 
stances. There  are  both  good  and 
bad  guidelines. 

Second,  guidelines  are  skewed  to 
their  intended  purpose.  For  example, 
a guideline  written  for  economic 
considerations  may  not  include  all 


valid  treatment  options.  The  physi- 
cian needs  to  ascertain  the  purpose 
behind  a guideline  when  making  a 
medical  decision;  the  guideline  may 
not  rise  to  the  standard  of  care  re- 
quired if  it  is  not  intended  for  clini- 
cal application. 

The  purpose  behind  a guideline 
can  have  serious  ramifications  for 
physicians,  especially  if  that  pur- 
pose is  economic  constraint.  If  guide- 
lines are  developed  around  eco- 
nomic considerations,  and  they  are 
used  for  arriving  at  a clinical  judg- 
ment, the  physician  may  be  liable  if 
a patient  is  injured  as  a result  of 
substandard  care. 

Economic  considerations 
Physicians  are  having  to  make  more 
and  more  medical  decisions  based 
on  economic  considerations.  An 
example  is  when  a third-party  payor 
denies  payment  for  a treatment  or 
procedure  prescribed.  This  places 
the  physician  in  a precarious  situ- 
ation. The  physician  feels  the  treat- 
ment is  necessary,  but  the  patient  is 
unlikely  to  be  able  to  afford  treat- 
ment. This  leads  the  physician  to  the 
choice  of  risking  liability  or  render- 
ing free  care. 

Such  a situation  arose  in  Wickline 
v State  of  California,  where  a patient 
sued  the  payor  for  premature  dis- 
charge from  the  hospital  which  led 
to  the  amputation  of  the  patient's 
leg.  The  court  found  that  the  stan- 
dard of  care  was  met,  but  issued  a 
strong  policy  statement  that  physi- 
cians bear  the  responsibility  of 
medical  treatment  decisions;  the 
standard  of  care  must  be  based  on 
medical  judgment,  not  on  economic 
decisions  by  third-party  payors. 

If  confronted  with  a Wickline  sce- 
nario, there  are  pro-active  steps  that 
physicians  can  employ  to  minimize 
their  exposure  to  liability  if  their 
patient's  payor  denies  treatment. 

• Follow  the  payor' s administrative 

appeal  process.  Request  a review 

by  a qualified  physician  in  the 

field  and  establish  a dialogue. 

Continued  on  page  72 
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Porsche  Drawer 

Ypor-sha,  'dro(-9)r\  n\ 

a sliding  box-like  compartment  that  contains  a 
number  of  rejected  insurance  claims  representing  a 
dollar  value  greater  than  that  of  a Porsche. 


Fact  - The  average  medical  practice  writes  off 
$100,000  in  uncollected  claims  annually. 

Fact  - The  national  average  for  claims 

submission  and  reimbursement  is  6 to  8 
weeks. 

Fact  - The  national  average  for  claims 
acceptance  is  less  than  70%. 

Medical  Claims  Plus  combined 

with  the  latest  in  computerized  technology  will  not 
only  clean  up  those  old  rejected  claims  in  your 
"Porsche  Drawer",  we  will  also: 

• Save  you  50%  or  more  of  what  it  costs  you  to 
file  claims  yourself. 

• Get  your  money  in  the  bank  on  the  average  of 
2 weeks  not  2 months. 

• Ensure  that  your  claims  are  transmitted  with 
98%  accuracy  not  30%  rejection. 

Call  Medical  Claims  Plus  at  800-436-2669. 

Ask  about  our  2 week  free  trial  and  start  increasing 
your  profits  today! 


IVTeclicaJ 

Claims  Plus™ 

"Professional  Claims  Management" 

National  Association  of  Claims  Assistance  repress onau.  rue 


"Be  part  of  a world-class  operation, 
lose  the  residency  blues. " 


A GREAT  WAY  TO  SERVE 


Call:  (708)422-4732 


AIR  FORCE  RESERVE 


w 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 


If  you  have  questions  about 
your  taxes,  here  are  four 
ways  the  IRS  can  help  you 
find  answers.  You  can  call  our  toll-free 
hotline  at  1-800-TAX-1040  You  can  talk  to 
our  volunteer  tax  assistants  in  your  neigh- 
borhood. or  pick  up  free  forms  and  publica- 
tions. And  you  can  use  our  Tele-Tax  serv  ice  for 
automated  refund  information  or  recorded  tax 

Just  what  do 
you  have  to  do  to  get 
through  to  the  IRS? 


listed  in  your  Federal 
tax  instruction  book- 
let. or  1-8QO-829-4477 
You'll  get  through  loud  and 
clear  »IRS  Help  Available  *IRS 
Procedures  • Collection*  Alternative 
Filing  Methods  ‘General  Information 

Internal  Revenue  Service 

Answers  Assistance  At  Your  Service 


Continued  from  page  70 
Document  in  the  patient's  record 
the  rationale  for  the  desired  treat- 
ment, the  date  and  time  of  contact 
with  the  payor  or  reviewer,  and 
the  outcome  of  that  communica- 
tion. 

• Inform  the  patient  of  the  treat- 
ment deemed  necessary,  the  ra- 
tionale for  that  decision,  and  the 
cost  involved.  Inform  the  patient 
of  alternative  treatment  options, 
if  any,  and  their  effectiveness  and 
the  rationale  of  the  payor  for 
denying  payment. 

• Ultimately,  make  medical  deci- 
sions and  recommendations  based 
on  the  proper  standard  of  care. 

Health  care  reform 

While  the  concern  over  rising  medi- 
cal costs  may  change  public  policy 


Medical 

Examining  Board 
elects  officers 

The  state  Medical  Examining 
Board  has  elected  a slate  of 
officers  for  1994.  The  board  regu- 
lates more  than  25,000  health  care 
providers  statewide,  including 
16,000  physicians. 

James  Esswein,  MD,  a family 
practice  physician  from  Chetek,  was 
elected  board  chair;  Ann  Neviaser, 
Madison,  (public  member),  vice 
chair;  and  dark  Olsen,  MD,  an  ortho- 
paedic surgeon  from  Washburn, 
secretary.  Both  physicians  are  SMS 
members. 

The  Medical  Examining  Board 
processes  and  takes  action  when 
appropriate  on  more  than  600  con- 
sumer complaints  annually  received 
by  the  state  Department  of  Regula- 
tion and  Licensing. ♦ 


by  allowing  economic  considera- 
tions to  become  more  determina- 
tive, that  is  not  how  the  standard  of 
care  is  now  determined  in  a court  of 
law. 

It  is  undeniable  that  physicians 
are  being  pressured  to  compromise 
their  medical  decisions  to  meet  eco- 
nomic realities.  Some  in  the  health 
care  industry  and  health  care  re- 
form movement  recognize  the  need 
to  insulate  physicians  from  liability 
arising  out  of  diminishing  fiscal 
resources.  Health  care  reformers, 
such  as  those  involved  in  the  presi- 
dential task  force,  are  advocating 
that  compliance  with  clinical  prac- 
tice guidelines  should  be  an  affirma- 
tive defense  which  works  as  a safe 
harbor.  By  elevating  practice  guide- 
lines to  the  status  or  equivalent  of  a 
quasi  standard  of  care  determined 
as  a matter  of  law,  they  believe  health 
care  cost  savings  will  be  achieved. 
Proponents  of  this  measure  are 
closely  watching  Maine's  Medical 
Liability  Demonstration  Project, 
enacted  in  1990,  as  well  as  experi- 
ences developed  under  statutes 
enacted  by  Florida,  Minnesota,  and 
a number  of  other  states. 

The  Maine  project 

The  Maine  project  developed  from  a 
desire  to  control  rising  medical  costs. 
The  practice  of  defensive  medicine 
was  identified  as  an  area  where 
change  could  be  effected  by  using 
practice  guidelines  to  encourage 
medically  necessary  procedures  and 
to  eliminate  physician  liability  in 
specific  areas  of  medical  practice. 

The  project  involves  four  specialty 
areas  of  medical  practice:  obstetrics 
and  gynecology,  emergency  medi- 
cine, anesthesia,  and  radiology. 
Guidelines  were  adopted  and 
adapted  from  national  guidelines 
for  each  specialty.  A key  component 
of  the  project  is  that  participating 
physicians  have  a "safe  harbor"— an 
affirmative  defense— in  using  certain 
practice  guidelines.  Such  an  affirma- 
tive defense  essentially  bars  any 
negligence  claim  connected  to 


medical  practice  under  an  appro- 
priate guideline  if  the  physician  can 
prove  his  or  her  actions  complied 
with  the  guidelines.  Additionally, 
the  project  allows  only  the  defen- 
dant physician  to  introduce  the 
project's  guidelines  as  evidence;  this 
measure  is  seen  as  an  incentive  for 
physicians  to  use  and  develop  guide- 
lines. Obviously,  there  are  many  trial 
lawyers  who  feel  this  practice  is 
unfair  to  plaintiffs. 

In  Florida,  some  trial  lawyers  are 
predicting  that  practice  guidelines 
will  not  have  much  of  an  effect  on 
medical  malpractice  verdicts.  They 
believe  guidelines  will  be  easily  cir- 
cumvented by  simply  retaining  an 
expert  witness  to  testify  that  a par- 
ticular guideline  is  inapplicable  to 
the  specifics  of  the  case. 

Some  trial  lawyers,  including 
some  in  Wisconsin,  believe  that  the 
real  action— large  jury  verdicts— will 
most  likely  continue  to  be  in  cases 
that  are  not  prone  to  coverage  in  a 
guideline  because  the  issues  are  so 
new  and  the  medical  theories  so 
complex  they  do  not  easily  lend 
themselves  to  guideline  coverage. 
There  probably  is  some  truth  in  both 
of  these  observations. 

The  Daubert  case 
Attorneys  who  conclude  practice 
guidelines  won't  change  the  think- 
ing of  courts  in  medical  malpractice 
lawsuits  should  consult  the  US 
Supreme  Court's  recent  pronounce- 
ments in  Daubert  v Merrell  Dow  Phar- 
maceuticals concerning  evidentiary 
standards  governing  the  admissi- 
bility of  expert  opinions. 

Daubert  involved  allegations  that 
two  children  were  bom  with  birth 
defects  caused  by  their  mother's 
ingestion  during  pregnancy  of  Ben- 
dectin,  an  anti-nausea  drug  manu- 
factured by  the  defendant,  Merrell 
Dow  Pharmaceuticals  (Dow).  Dow 
moved  for  dismissal  on  the  basis 
that  there  was  insufficient  proof  that 
Bendectin  caused  birth  defects. 
Conflicting  scientific  evidence  from 
experts  on  both  sides  was  offered. 
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The  trial  court  ruled  for  the  de- 
fendant, Dow,  based  on  an  expert's 
affidavit.  The  expert  had  examined 
all  of  the  published  studies  on  Ben- 
dectin  and  human  birth  defects,  and 
concluded  that  maternal  use  of  the 
drug  during  the  first  trimester  of 
pregnancy  had  not  been  shown  to 
be  a risk  factor  for  human  birth  de- 
fects. 

The  Dauberts,  on  the  other  hand, 
attempted  to  introduce  testimony 
of  other  experts  who  concluded  there 
was  a link  between  Bendectin  and 
birth  defects,  using  animal  studies, 
chemical  structure  analysis,  and  the 
unpublished  "re-analysis"  of  previ- 
ously published  human  statistical 
studies  as  the  basis  for  their  opin- 
ions. The  refusal  of  the  trial  court  to 
accept  the  plaintiffs'  expert  testi- 
mony was  based  on  a finding  that 
the  experts'  opinions  were  not  based 
upon  a generally  accepted  scientific 


principle,  citing  the  70-year  old  for- 
mulation established  by  the  Frye 
case.  That  case  held  that  expert  opin- 
ion based  on  scientific  technique  is 
inadmissible  unless  the  technique  is 
generally  accepted  as  reliable  in  the 
relevant  scientific  community. 

Justice  Blackmun,  writing  for  the 
majority,  concluded  that  Frye's  gen- 
eral acceptance  test  was  replaced  by 
the  Federal  Rules  of  Evidence.  Not- 
ing that  the  rule  that  governs  expert 
testimony  requires  that  an  expert7  s 
testimony  relate  to  "scientific  knowl- 
edge," Blackmun  concluded  that 
trial  judges  need  to  decide  for  them- 
selves whether  the  "scientific  testi- 
mony ...  is  not  only  relevant,  but 
reliable."  Moreover,  Blackmun  in- 
dicated a key  question  for  determin- 
ing whether  a theory  or  technique  is 
"scientific  knowledge,"  and  thus 
admissible,  is  "whether  it  can  be 
(and  has  been)  tested."  The  court 


went  on  to  state: 

Scientific  methodology  today  is 
based  on  generating  hypotheses  and 
testing  them  to  see  if  they  can  be 
falsified.  Indeed,  this  methodology 
is  what  distinguishes  science  from 
other  fields  of  human  inquiry. 

Continuing,  Blackmun  concluded 
that  publication  (or  lack  thereof)  in  a 
peer-reviewed  publication  will  be  a 
relevant,  though  not  dispositive, 
consideration  in  assessing  the  scien- 
tific validity  of  a particular  tech- 
nique or  methodology  on  which  an 
opinion  is  premised.  The  dissent 
warned  that  the  majority's  decision 
makes  trial  judges  into  "amateur 
scientists"  who  must  decide  whether 
proffered  evidence  is  "scientific 
knowledge." 

Daubert  is  unlikely  to  be  viewed 
as  a watershed  decision  that  will 
suddenly  change  the  landscape  for 
Continued  on  next  page 


Park  Nicollet  Medical  Center 

A HealthSystem  Minnesota™  member 

Urgent  Care  Department 

• BC/BE  Family  Practitioners,  General  Internists,  or 
Emergency  Medicine  Practitioners 

• Five  Positions  Available 

• Varied  and  Challenging  Patient  Population 

• New  Flexible  Scheduling  Options 

All  considered  Full-Time  with  Same  Base  Pay 

#1  40  hrs/wk,  no  evenings/ weekends 
#2  36  hrs/  wk,  6 hrs  of  evenings/ weekends 
#3  32  hrs/wk,  12  hrs  of  evenings/ weekends 
#4  28  hrs/ wk,  18  hrs  of  evenings/ weekends 

• A 376  - Physician  Multispecialty  Clinic 

Contact  Patrick  Moylan  at  612/927-3286 
or 

Send  CV  and  Letters  of  Inquiry  to: 

Physician  Recruitment 
Park  Nicollet  Medical  Center 
5000  West  39th  Street 
Minneapolis,  MN  55416 

or 

Fax  612/924-2819 


14th  ANNUAL  MEETING 

AMERICAN  SOCIETY 
FOR  LASER  MEDICINE 
AND  SURGERY,  INC. 

April  8,  9,  & 10, 1994 
The  Westin  Harbour  Castle 
Toronto,  Ontario,  Canada 

Scientific  Presentations: 

****  Concurrent  sessions  presented  by  specialists  in 
laser  medicine  and  surgery 
****  Poster  displays  & scientific  exhibits 
****  Commercial  exhibits 

Three  Outstanding  Didactic  Courses: 
April  7, 1994 

****  Laser  biomedical  physics 

****  Laser  fundamentals  for  nurses:  A basic  course 

****  Advanced  concepts  in  laser  therapy  for  nurses 

FOR  INFORMATION  REGARDING  OUR  MEETING  OR 
SOCIETY  MEMBERSHIP,  PLEASE  CONTACT: 

ASLMS  • 2404  Stewart  Square  • Wausau,  Wl  54401 
(715) 845-9283 
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Continued  from  preceding  page 
medical  malpractice  litigation.  If, 
however,  our  Wisconsin  trial  courts 
take  a cue  from  the  underlying  ten- 
ets of  Daubert  and  become  more 
proactive  in  ensuring  that  expert  tes- 
timony is  "not  only  relevant  but 
reliable,"  the  use  of  valid  practice 
guidelines  should  become  more 
common.  Over  time,  they  could  have 
a substantial  effect  on  medical  mal- 
practice litigation  in  Wisconsin, 
especially  if  a valid  guideline  is  used 
in  conjunction  with  Wisconsin's  lib- 
eral and  unique  statute  that  controls 
"learned  treatises"  (Wis  Stats 
§908.03(18)). 

Consider  for  a moment  that  a 
practice  guideline  is  a "publication 
in  a peer  reviewed  journal."  Thus,  a 
trial  judge  needs  to  only  focus  on 
two  questions  in  deciding  admissi- 
bility: Is  the  guideline  relevant  and 
is  the  guideline  reliable?  The  former 
is  a relatively  easy  decision  as  it  is 
mostly  based  on  common  sense.  Re- 
liability, or,  said  differently,  the  cri- 
teria to  evaluate  the  quality,  may  be 
a different  question.  In  determining 
reliability,  a trial  judge  will  initially 


A half-day  seminar  for  physi- 
cians in  private  practice  and 
hospital-based  physicians  will  be 
held  Saturday,  March  19,  at  the 
Sheraton  Inn-Mayfair  in  Milwaukee. 
The  seminar  is  co-sponsored  by  SMS 
Insurance  Services  Inc;  Heil  Finan- 
cial Group;  Physicians  Insurance 
Company  of  Wisconsin;  Beck,  Chaet, 
Loomis,  Molony  & Bamberger,  SC-- 
attomeys  at  law;  and  Kolb  Lauwas- 
ser  & Co.,  SC— certified  public  ac- 
counts and  business  advisors. 

The  seminar  is  titled  "Secure  your 


have  to  screen  a guideline  or,  in  the 
words  of  Justice  Rehnquist  in 
Daubert,  one  of  the  dissenting  ju- 
rists, become  an  "amateur  scientist." 
This  statement  alone  should  be  in- 
terpreted as  an  open  invitation  by 
the  judiciary  to  the  medical  profes- 
sion. A credible  practice  guideline 
by  definition  should  function  as  a 
tool  for  educating  "amateur  scien- 
tists" such  as  judges,  juries,  politi- 
cians, and— especially— lawyers. 

Until  now  adjectives  like  "good," 
"bad,"  and  "valid"  have  been  used 
to  describe  practice  guidelines,  but 
a definition  has  not  been  provided. 
This  was  intentional.  The  accepted 
AMA  definition  is:  "strategies  for 
patient  management  developed  to 
assist  physicians  in  clinical  decision 
making."  By  design,  this  definition 
was  intended  to  be  very  broad.  On 
the  other  hand,  judges  and  lawyers 
alike  are  famous  for  drawing  fine 
lines;  therefore,  as  far  as  they  are 
concerned  a definition  like  the 
AMA's  does  not  offer  much  help. 
Moreover,  attempting  to  further 
define  a valid  guideline  would  be 
an  exercise  in  futility. 


income:  position  your  practice  for  a 
changing  health  care  environment." 
Topics  will  include:  strategic  plan- 
ning for  health  care  reform  and 
merger  mania;  fraud  and  abuse, 
reimbursement  issues  and  managed 
care  contracting;  credentialing,  peer 
review  activities,  and  related  risk 
management  issues;  and  estate  and 
financial  planning. 

The  seminar  fee  is  $50.  Reserva- 
tions are  required.  For  information, 
call  Sara  Brunner  at  (414)  543-21 00. ♦ 


The  solution  is  relatively  simple. 
Physicians  should  take  every  op- 
portunity to  educate  and  inform  the 
legal  profession  what  the  criteria 
should  be  for  evaluating  a reliable 
guideline.  Those  who  study  the 
subject  quickly  learn  that  guideline 
development  is  the  product  of  many 
forces  and  includes  one  or  more  of 
the  following: 

• informal  v formal  consensus  de- 
velopment; 

• evidence-based  investigation; 

• single  v multiple  practice  specialty 
promulgation; 

• reliance  on  implicit  v explicit  as- 
sessment of  scientific  evidence; 
and 

• most  guidelines  reflect  the  absence 
or  presence  of  background  mate- 
rials, information  about  strengths 
of  recommendations  and  compari- 
sons of  alternative  choices,  to  name 
a few. 

There  is  much  out  there  on  the 
subject,  but,  as  yet,  no  court  has 
issued  a written  opinion  addressing 
the  required  elements  for  deciding 
whether  a practice  guideline  is  or  is 
not  reliable. 

Until  there  is,  we  recommend  that 
the  following  questions— developed 
primarily  from  an  article  by  Steven 
H.  Woolf,  MD,  MPH— be  used  to 
analyze  the  elements  needed  for  a 
reliable  guideline: 

• Is  the  guideline's  primary  focus 
clearly  patient  oriented  and  do 
other  factors  such  as  cost,  feasibil- 
ity, and  malpractice  concerns  come 
secondary  to  the  analysis  of  clini- 
cal benefits  and  harms  to  the  pa- 
tient? 

• Is  the  supporting  scientific  evi- 
dence, published  or  unpublished 
"peer  reviewed  research"  and 
cited  therein? 

• Are  the  relied  on  opinions  and 
rationale  of  the  experts  docu- 
mented? 

• Is  there  an  assessment  of  the  bene- 
fits and  harms  associated  with  the 
alternative  choices? 

• Is  the  use  of  clinical  judgment 
encouraged  and  by  implication 


Business  seminar  scheduled  for 
Wisconsin  physicians 
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"cookbook  medicine"  rejected? 

If  the  answers  to  the  foregoing 
are  positive,  it  is  likely  a trial  judge 
will  conclude  a practice  guideline  is 
reliable  and  permit  its  introduction 
as  some  but  not  conclusive  evidence. 
As  a caveat,  note  that  the  criteria  for 
a reliable  guideline— one  that  is  ad- 
missible in  court  under  Wisconsin's 
"learned  treatise"  doctrine  as  inde- 
pendent evidence  of  the  proper  stan- 
dard of  care— should  be  developed 
by  physicians  for  the  benefit  of  pa- 
tients and  not  by  lawyers  for  the 
benefit  of  physicians.  They  should, 
however,  be  reviewed  by  qualified 
counsel. 

Summary 

It  seems  many  physicians  and  other 
health  care  professionals  are  reluc- 
tant to  advocate  that  the  use  of  clini- 
cal guidelines  be  expanded  because 
of  negative  experiences  with  man- 
aged care  entities  that  have  based 
their  practice  guidelines  on  economic 
considerations.  Those  experiences 


have  led  to  the  erroneous  belief  by 
some  that  all  guidelines  are  mini- 
mal or  substandard.  The  trend  is 
clear,  however,  that  clinical  practice 
guidelines  will  be  increasingly  im- 
portant not  only  in  courts  but  also  in 
the  management  of  health  care.  They 
are  here  to  stay  and  they  provide  the 
medical  profession  with  an  oppor- 
tunity now  more  than  ever  to  decide 
its  own  destiny  in  medical  malprac- 
tice litigation  without  the  need  for 
new  legislation  in  Wisconsin. 

Accordingly,  physicians  should 
become  pro-active  at  medical  staff 
departmental  meetings,  in  local  and 
national  professional  associations, 
and,  if  necessary,  in  the  political 
arena  to  encourage  the  adoption  of 
valid  guidelines— those  that  meet 
acceptable  medical  standards.  In  this 
way  the  risk  that  practice  guideline 
use  will  become  both  the  maximum 
and  minimum  standard  of  care  will 
remain  only  a theory. 

While  the  decision  to  use  clinical 
practice  guidelines  is  solely  up  to  a 


physician,  he  or  she  should  be  aware 
of  a guideline's  recommendations 
for  any  given  patient  situation.  Ideal 
practice  can  still  be  followed  by  bad 
outcomes  that  prompt  patients  to 
claim  negligence.  By  choosing  a valid 
guideline  and  making  a reasonable 
attempt  to  follow  that  guideline,  a 
physician  has  maximized  his  or  her 
opportunity  for  both  preventing  and 
prevailing  in  litigation. 

If,  however,  a guideline  exists  and 
it  is  unintentionally  ignored,  liabil- 
ity is  more  likely.  Thus,  it  is  incum- 
bent on  all  physicians  to  stay  abreast 
and,  if  possible,  become  involved  in 
the  promulgation  of  appropriate 
guidelines.  Moreover,  there  should 
be  no  hesitancy  in  speaking  out 
against  a potentially  troublesome 
guideline.  In  this  way,  the  proper 
standards  for  the  practice  of  medi- 
cine will  not  be  taken  from  the 
medical  profession  by  default  and 
relegated  to  the  determination  by  a 
legislative  body,  or  worse  yet,  by  a 
judge  or  jury.  ❖ 


AN  ARMY  SCHOLARSHIP  COULD 
HELP  YOU  THROUGH  MEDICAL  SCHOOL 


The  U.S.  Army  Health  Professions 
Scholarship  Program  offers  a unique 
opportunity  tor  financial  support  to  med- 
ical or  osteopathy  students.  Financial 
support  includes  tuition,  hooks,  and 
other  expenses  required  in  a particular 
course. 

For  information  concerning  eligibil- 
ity', pay,  service  obligation  and  application 
procedure,  contact  the  Army  Medical 
Department  Personnel  Counselor: 


Call  CFT  Timothy  Voller 

1-800-235-8159 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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To  some  people 

their  daily  routine  is  a daily  triumph. 


When  Johnny  Watts  was  able  to  shave  himself 
again,  it  was  a pretty  exciting  day.  But  for  Joan 
Dermody,  it  was  equally  rewarding.  As  an  occupational 
therapist  for  Easter  Seals,  Joan’s  average  day  might 
consist  of  helping  someone  who  has  had  a stroke 
regain  the  use  of  his  or  her  hands.  In  this  case,  that 


meant  helping  Johnny  perform  a daily  routine  that’s 
given  him  back  his  independence.  His  pride.  And  his 
sense  of  humor.  Helping  people  make  the  most  of 
their  abilities  is  what  being  an  Easter  Seal  therapist 
is  all  about.  To  Joan  and  the  people  she  helps,  they 
triumph  on  a daily  basis.  Give  Ability  A Chance. 


© 1993  National  Easter  Seal  Society 


Organizational 


Nominees  for  SMS  offices:  1994-1995 


Marcia  J.  S.  Richards,  MD 

Nominated  for  president  elect  for 
1994-1995 

Dr  Richards  received  her  medical 
degree  from  the  University  of  Wis- 
consin Medical  School  in  Madison 
and  completed  an  internship  and  a 
residency  at  University  Hospitals. 
A board-certified  specialist  in  radia- 
tion oncology,  she  is  currently  di- 
rector of  radiation  oncology  at  St 
Luke's  Medical  Center  in  Milwau- 
kee and  is  a past  president  of  the 
Medical  Society  of  Milwaukee 
County.  She  has  also  served  as  sec- 
retary-treasurer of  the  organization 
and  is  a past  president  of  the  Wis- 
consin Society  of  Radiation  Oncolo- 
gists. She  is  currently  the  president 
of  the  Wisconsin  Division  of  the 
American  Cancer  Society,  having 
served  as  chair  of  its  Breast  Cancer 
Detection  Awareness  Project  and  as 
a member  of  its  board  of  directors 
and  chair  of  the  Professional  Educa- 
tion Committee.  She  is  also  vice- 
president  of  the  Wisconsin  Radiol- 
ogy Society,  and  a member  of  the 
Medicare  Advisory  Committee.  Dr 
Richards  has  been  a delegate  to  the 
SMS  since  1983. 

Michael  C.  Reineck,  MD 

Nominated  for  vice  speaker  of  the 
house  of  delegates  for  1994-1996 
(photo  unavailable) 

Dr  Reineck  graduated  from  the 
University  of  Wisconsin  in  1970  and 
completed  an  internship  at  Milwau- 


Marcia  J.S.  Richards,  MD 


kee  County  General  Hospital  and  a 
residency  at  St  Mary's  Hospital,  in 
affiliation  with  the  Medical  School 
of  the  University  of  Michigan,  in 
Grand  Rapids.  He  has  been  in  pri- 
vate practice  at  Orthopaedic  Asso- 
ciates of  West  Bend,  S.C.,  since  1975. 
Dr  Reineck  is  chair  of  the  Govern- 
mental Affairs  Committee,  and  past 
president  of  the  Wisconsin  Ortho- 
paedic Society  and  the  Washington 
County  Medical  Society.  He  is  also  a 
member  of  the  Wisconsin  Profes- 
sional Liability  Committee,  and  the 
American  Academy  of  Or  thopaed  ic 
Surgeons  ICD-9-CM  Coding  Com- 
mittee, Health  Care  & Financing 
Committee,  and  Bylaws  Commit- 
tee. He  has  been  the  Washington 
County  Medical  Society  delegate  to 
the  SMS  House  of  Delegates  for  the 
past  10  years. 


Cyril  M.  (Kim)  Hetsko,  MD 


Cyril  M.  (Kim)  Hetsko,  MD 

Nominated  for  delegate  to  the  AMA 
for  1995-1996 

Dr  Hetsko,  a past  president  of  the 
SMS,  graduated  from  the  Univer- 
sity of  Rochester  School  of  Medicine 
and  Dentistry  and  completed  his 
internship  and  residency  and  was 
chief  resident  at  the  University  of 
Wisconsin  Hospitals.  He  has  been  a 
member  of  the  Dean  Medical  Center 
since  1975  and  is  a clinical  associate 
professor  of  medicine  at  the  Univer- 
sity of  Wisconsin,  Madison.  Dr 
Hetsko  is  active  in  the  Wisconsin 
Society  of  Internal  Medicine,  serv- 
ing as  president  from  1987  to  1988. 
He  is  chair  of  the  SMS  Task  Force  on 
Aids.  In  addition,  he  was  vice 
speaker  of  the  SMS  House  of  Dele- 
gates; a member  of  the  Task  Force 
Continued  on  next  page 
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Jerome  W.  Fons,  Jr,  MD 


John  P.  Mullooly,  MD 


Richard  H.  Ulmer,  MD 


on  RBRVS,  Strategic  Planning 
Committee,  and  Task  Force  on 
Physician  Discipline  and  Review; 
and  served  on  the  SMS  Board  of 
Directors  for  9 years  and  was  chair 
of  its  Finance  Committee.  He  has 
been  a member  of  the  Wisconsin 
delegation  to  the  AM  A since  1983, 
serving  as  alternate  delegate  and 
current  secretary.  He  is  a past  chair 
of  the  Department  of  Medicine  at  St 
Mary's  Hospital  Medical  Center,  in 
Madison,  and  was  a member  of  the 
Medical  Staff  Executive  Committee. 
He  is  currently  a member  of  the 
Infection  Control  and  Pharmacy  and 
Therapeutic  committees,  as  well  as 
a past  member  of  its  Institutional 
Review  Board.  He  has  received  the 
Presidential  Award  from  the  Dane 
County  Medical  Society  and  the  SMS 
Meritorious  Service  Award.  Dr 
Hetsko  is  now  a trustee  of  the 
American  Society  of  Internal  Medi- 
cine. 

John  P.  Mullooly,  MD 

Nominated  for  delegate  to  the  AMA 
for  1995-1996 

Dr  Mullooly  has  served  as  alternate 
delegate  to  the  AMA  since  1985  and 
delegate  since  1991.  He  is  currently 
an  editorial  associate  for  the  Wiscon- 
sin Medical  Journal.  Dr  Mullooly 
served  as  president  of  SMS  in  1986- 


1987  and  of  the  Medical  Society  of 
Milwaukee  County  in  1984.  He  re- 
ceived an  SMS  Meritorious  Service 
Award  in  1985.  He  served  as  presi- 
dent of  both  Milwaukee  Academy 
of  Medicine  and  Catholic  Physicians 
Guild.  He  has  been  editor  of  Linacre 
Quarterly  since  1969.  Dr  Mullooly  is 
a member  of  the  Wisconsin  Society 
of  Internal  Medicine,  the  Wisconsin 
Heart  Association,  and  the  Ameri- 
can College  of  Physicians.  He  re- 
ceived the  Addis  Costello  Internist 
of  the  Year  Award  from  the  WISM. 
He  has  been  the  vice  chair  of  the 
SMS  Holdings  Corporation  Board 
of  Directors  since  1978.  Dr  Mullooly 
graduated  from  Marquette  Univer- 
sity School  of  Medicine  and  com- 
pleted his  residency  at  Milwaukee 
County  General  Hospital.  He  has 
been  an  assistant  clinical  professor 
of  medicine  at  the  Medical  College 
of  Wisconsin  since  1966. 

Richard  H.  Ulmer,  MD 

Nominated  for  delegate  to  the  AMA 
for  1995-1996 

Dr  Ulmer  received  his  MD  and  MS 
in  physiology  from  Stritch  School  of 
Medicine  of  Loyola  University, 
Chicago.  He  served  his  internship 
and  residency  in  cardiology  at  the 
University  of  Chicago  Hospital  and 
Clinics.  He  is  a cardiologist  at  the 


Marshfield  Clinic.  Dr  Ulmer  was 
president  of  the  Wood  County 
Medical  Society  in  1978  and  1985. 
He  has  been  chair  of  the  SMS  Board 
of  Directors  since  1989  and  is  a 
member  of  the  SMS  Steering  Com- 
mittee, AMA  Forum  of  Employed 
Physicians,  and  SMS  Committee  for 
Young  Physicians.  He  has  been  a 
member  of  the  AMA  Advisory 
Committee  on  Group  Practice  Phy- 
sicians since  1992,  and  was  an  alter- 
nate delegate  to  the  AMA  for  the 
past  10  years. 

Jerome  W.  Fons  Jr,  MD 

Nominated  for  alternate  delegate  to 
the  AMA  for  1995-1996 

Dr  Fons  served  as  the  SMS  alternate 
delegate  to  the  AMA  since  1988.  A 
member  of  the  SMS  since  1964,  he 
served  as  a member  of  the  SMS  Board 
of  Directors  from  1981  to  1988  as 
well  as  a member  of  the  SMS  Physi- 
cians Alliance  Commission  and  the 
Task  Force  on  Medical  Liability.  He 
is  currently  a member  of  the  SMS 
Commission  on  Medical  Liability. 
Dr  Fons  served  as  president  of  the 
Medical  Society  of  Milwaukee 
County  in  1986.  He  is  currently  vice 
chairman.  Board  of  Directors,  of 
Physicians  Insurance  Company  of 
Wisconsin.  In  1989,  Dr  Fons  received 
the  SMS  Physician-Citizen  of  the 
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Year  Award.  Dr  Fons  graduated 
from  the  Marquette  University 
School  of  Medicine  and  served  his 
internship  and  residency  at  St  Jo- 
seph's Hospital  in  Milwaukee.  He 
was  on  the  medical  staff  of  Trinity 
Memorial  Hospital,  Cudahy,  and  St 
Francis  Hospital  of  Milwaukee. 

Kevin  A.  Jessen,  MD 
Nominated  for  alternate  delegate  to 
the  AM  A for  1995  and  1996 

Dr  Jessen  graduated  from  the  Uni- 
versity of  Minnesota  Medical  School 
in  1978  and  served  a family  practice 
residency  at  Southwestern  Michi- 
gan Area  Health  Center  in  Kalama- 
zoo. He  has  been  employed  at  the 
Gundersen-Mubarak  Clinic  in 
Tomah  since  1982,  serving  as  medi- 
cal director  since  1990.  Dr  Jessen  is  a 
member  of  the  board  of  directors  of 
the  Tomah  Memorial  Hospital  and  a 
past  president  of  the  hospital's 
medical  staff.  He  was  the  delegate 
to  the  Young  Physicians  Section  of 
the  AMA  in  1991-1992,  and  a mem- 
ber of  the  State  Nominating  Com- 
mittee of  the  SMS  in  1990  through 
1993,  serving  as  chair  in  1991-1992. 
He  was  a member  of  the  SMS  Spe- 
cial Reference  Committee  on  dis- 
trict representation  in  1992,  and 
chairman  of  the  Socio-Economic 
Reference  Committee  in  1993.  Dr 
Jessen  has  been  the  president  of  the 
Monroe  County  Medical  Society 
since  1987.  He  served  as  the  county's 
delegate  to  the  annual  state  meeting 
since  1989,  and  was  the  alternate 
delegate  in  1987  and  1988. 

Robert  F.  Purtell,  Jr,  MD 

Nominated  for  alternate  delegate  to 
the  AMA  for  1995  and  1996 

Dr  Purtell  has  been  a member  of  the 
SMS  Board  of  Directors  and  its  Ex- 
ecutive Committee  since  1989.  He 
was  chair  of  the  SMS  Federal  Legis- 
lative Policy  Committee  from  1977- 
1985,  and  a member  of  the  Commis- 
sion on  Governmental  Affairs  from 
1978-1985.  He  served  as  the  dele- 


Kevin A.  Jessen,  MD 


gate  to  the  House  of  Delegates, 
Family  Practice  Section,  and  chair  of 
the  Physicians  Alliance  Commission 
from  1985  through  1989.  Dr  Purtell 
served  on  the  Reference  Committee 
on  National  Issues  at  the  House  of 
Delegates  in  1980-1982.  He  has  been 
a member  of  the  Nominating  Com- 
mittee since  1986,  serving  as  chair  in 
1989-1990.  Dr  Purtell  has  been  ac- 
tive in  the  Wisconsin  Academy  of 
Family  Physicians  and  the  Ameri- 
can Academy  of  Family  Physicians. 
He  served  as  president  of  the  Mil- 
waukee County  Medical  Society  in 
1992-1993  and  has  been  an  alternate 
delegate  to  the  AMA  since  1990.  He 
was  president  and  chair  of  the  board 
of  directors  of  PrimeCare  Health 
Plan  of  Wisconsin  from  1982  through 
1986.  Dr  Purtell  graduated  from 
Marquette  University  in  1961  and 
served  his  internship  at  Misericor- 
dia  Hospital,  in  Milwaukee,  and  his 
residency  at  St  Joseph's  Hospital,  in 
Milwaukee. 


Robert  F.  Purtell,  Jr,  MD 


Kevin  T.  Flaherty,  MD 
(photo  unavailable) 

If  Richard  H.  Ulmer,  MD,  is  elected 
by  the  1994  House  of  Delegates  as  an 
AMA  Delegate,  the  committee  is 
prepared  to  nominate  Kevin  T. 
Flaherty,  MD,  Wausau,  as  an  AMA 
Alternate  Delegate  for  calendar  year 
1995 

Dr  Flaherty  received  his  medical 
degree  from  Loyola  University  in 
Chicago.  He  served  an  internship  at 
Sacred  Heart  Medical  Center  in 
Spokane,  Wash,  and  his  residency 
at  Loyola  University  in  ophthalmol- 
ogy. He  has  been  in  practice  in 
Wausau  for  5 years.  Dr  Flaherty  has 
served  as  the  Marathon  County 
Medical  Society  delegate  to  the  SMS 
House  of  Delegates.  He  has  also  been 
a member  of  the  Marathon  County 
Medical  Society  Executive  Commit- 
tee and  president  elect.  He  has 
chaired  reference  committees  at  the 
Young  Physicians  Section  of  the 
AMA  and  SMS.* 


Celebrate 
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Survey  to  determine  interest  in  SMS 
electronic  bulletin  board  system 

The  1994  SMS  Electronic  Bulletin  Board  Survey  was  enclosed  in  the  Feb 
16  issue  of  the  Medigram.  The  SMS  Board  of  Directors  requested  this 
survey  during  the  October  1993  meeting  to  determine  interest  in  a proposed 
SMS  electronic  bulletin  board  system.  In  generic  terms,  a bulletin  board 
system  (BBS)  is  a computer  system  equipped  with  one  or  more  modems  that 
serves  as  an  information  and  message-passing  center  for  dial-up  users. 

If  a BBS  is  implemented,  it  will  allow  SMS  members  to  use  their  home  or 
office  personal  computer  to  communicate  with  colleagues  and  staff  via 
electronic  mail,  gain  access  to  past  and  current  articles  from  SMS  publica- 
tions, and  receive  frequent  updates  on  hot  topics  and  events.  Please  invest  a 
few  moments  of  your  time  by  responding  to  the  survey  questions.  Surveys 
must  be  returned  to  the  SMS  by  March  16.  ♦ 


SMS  annual  meeting  program  on 
domestic  violence 

The  SMS  Task  Force  on  Domestic  Violence,  chaired  by  Immediate  Past 
President  William  J.  Listwan,  MD,  will  sponsor  a program  on  domes- 
tic violence  April  15  during  the  SMS  annual  meeting  in  Milwaukee.  Nancy 
Worcester,  PhD,  outreach  specialist  for  UW-Madison  Women's  Studies  and 
coordinator  of  the  Wisconsin  Domestic  Violence  Training  Project  will  speak 
on  "The  unique  role  physicians  can  play  in  recognizing  and  responding  to 
domestic  violence."  The  program  will  be  held  Friday,  April  15,  from  1:30 
p.m.  to  3:30  p.m.  During  a panel  segment,  members  of  the  SMS  Task  Force 
on  Domestic  Violence  will  discuss  experiences  in  working  with  victims  and 
offer  information  on  interventions. ♦ 


The  charm  of  Milwaukee  is  evident  in  the  Pabst  Theater,  a show-case  Victorian  theater  built 
in  1895,  now  featuring  top  musical  and  theatrical  entertainment.  The  SMS  annual  meeting 
program  is  in  this  issue  ofWMJ. 


Children 
Our  Future 


Through  its  Children:  Our 
Future  campaign,  the  American 
Academy  of  Pediatrics  aims  to 
put  child  health  at  the  top  of  the 
healthcare  reform  agenda. 

Every  child  in  America  deserves 
a "medical  home" — a place  to 
go  for  regular,  comprehensive 
healthcare.  That's  important 
because  preventive  healthcare  is 
the  key  to  a healthy  child. 

The  nation's  pediatricians 
and  the  American  Academy 
of  Pediatrics  are  working  to 
improve  healthcare  for  children. 
As  part  of  the  effort,  we've 
declared  October  as  Child 
Health  Month.  Join  us  this 
month  as  we  speak  up  for  chil- 
dren. Help  us  place  solutions 
before  problems. 

• Before  it's  too  late,  vaccinate. 

Check  your  records.  Immunize 
your  child  on  time. 

• Give  your  home  a safety 
check.  Ask  your  pediatrician 
about  childproofing  tips.  Most 
injuries  are  preventable. 

• Combat  substance  abuse. 

Don't  allow  smoking  around 
your  children.  Don't  let 
friends  drink  and  drive. 

For  a free  list  of  more  ways  you 
can  help,  send  a stamped,  self- 
addressed  envelope  to:  Children 
Our  Future,  Dept.  C,  American 
Academy  of  Pediatrics,  P.O.  Box 
927,  Elk  Grove  Village,  IL  60009. 


American 
Academy  of 
Pediatrics 
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Book  review 

The  Life  and  Times  of  a Country  Doctor 


Shari  Hamilton,  assistant  editor 

Hath  not  the  potter  power  oz>er  the  clay, 
of  the  same  lump  to  make  one  vessel 
unto  honor,  and  another  unto  dishonor- 
-Romans  9:21 

He  is  the  potter;  I am  the  clay." 

To  some  the  words  of  that 
traditional  Christian  hymn  are  read- 
ily sung  but  quickly  forgotten.  To 
others,  like  James  Albrecht,  MD,  they 
are  a creed. 

Farm  boy.  Physician.  Drop-out. 
Christian.  Dissenter.  Potter.  Activ- 
ist. Teacher.  Author.  Taken  together, 
those  terms  could  be  used  to  sum  up 
James  Albrecht's,  life  in  ten  words 
or  less.  But  such  a crisp  summation 
would  not  do  justice  to  the  remark- 
able lifetime  journey  of  this  uncom- 
mon Wisconsin  physician,  a past 


"...  a compelling 
delivery  well 
mixed  with  humor 
and  drama.  . 


recipient  of  the  SMS  Physician  Citi- 
zen of  the  Year  award,  nor  would  it 
provide  opportunity  for  readers  to 
discover  why  many  of  the  people 
whose  lives  Albrecht  has  touched 
favor  an  even  more  concise  descrip- 
tion of  this  man:  "friend." 

In  The  Life  and  Times  of  a Country 
Doctor,  a paperback  autobiography 
published  in  1993  by  DeRaimo 
Publishing  of  West  Bend,  Albrecht 
traces  for  his  readers  his  footfalls  on 
the  road  less  traveled,  his  journey  of 
faith.  Chronicled  here  are  his  early 


impressions  as  a Wisconsin  farm 
youth  working  with  the  threshing 
crew,  the  poverty  that  forced  him  to 
drop  out  of  high  school  to  support 
his  family,  and  the  determination 
that  led  him  to  complete  his  studies 
and  go  on  to  enroll  at  the  University 
of  Wisconsin-Madison  campus  in 
the  days  when  a UW  student's  an- 
nual expenses,  including  tuition  and 
books,  totaled  an  now-unbelievable 
$336.85. 

In  a compelling  delivery  well 
mixed  with  humor  and  drama, 
Albrecht  provides  fascinating  per- 
spective on  the  many  social  changes 
that  have  transpired  in  Wisconsin 
over  the  past  eight  decades.  His 
autobiography  looks  at  the  state's 
transformation  from  an  agrarian 
economy  and  discusses  peaks  and 
pitfalls  in  the  progress  of  both  farm- 
ing and  medicine. 

Albrecht  relates  the  resolute  be- 
liefs and  ideals  that  compelled  him 
to  become  the  first  medical  student 
in  the  United  States  to  become 
drafted  due  to  his  insistence  on  being 
known  as  a conscientious  objector 
to  war.  His  decision  drew  much  criti- 
cism from  neighbors  and  associates. 

Albrecht  established  his  general 
medical  practice  in  Jackson,  receiv- 
ing his  first  patient  Aug  6,  1948. 
Demonstrating  a small  town  famili- 
arity typical  of  Wisconsin's  earlier 
years,  the  patient,  who  had  broken 
his  arm  4 hours  earlier,  stopped  off 
at  the  post  office  to  make  sure 
"Doc's"  license  had  arrived  in  the 
mail  before  he  sought  Albrecht's 
help. 

Prompted  by  his  strong  religious 
beliefs,  Albrecht  has  felt  obliged  to 
do  more  than  identify  needs  within 
his  community;  he  has  worked  to 
see  that  these  concerns  are  ad- 
dressed. With  no  ambulance  service 


James  Albrecht,  MD 


in  town,  for  example,  to  transport 
victims  of  motor  vehicle  accidents, 
Albrecht  converted  a station  wagon 
for  that  purpose,  outfitting  the  ve- 
hicle with  a folding  cot  and  a recep- 
tacle for  an  oxygen  tank.  He  then 
volunteered  his  own  services  as 
driver.  (The  sheriff's  department,  by 
the  way,  welcomed  his  initiative, 
swearing  him  in  as  a deputy  so  he 
could  be  eligible  for  a siren  and  warn- 
ing lights.)  Albrecht  supplied  this 
valuable  mobile  health  care  service 
for  many  years  before  others  could 
be  persuaded  to  take  on  the  role. 

A relative's  experience  with  alco- 
holism induced  Albrecht  to  become 
involved  with  the  United  Temper- 
ance Movement  and  lobby  against 
the  beer  industry.  With  the  help  of 
members  from  Hartford  and  Mil- 
waukee, he  went  on  to  establish  the 
first  Alcoholics  Anonymous  pro- 
gram in  his  area;  he  steadfastly 
Continued  on  next  page 
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Continued  from  preceding  page 
worked  to  generate  support  for  the 
program  among  community  resi- 
dents. In  1970,  Albrecht  expanded 
his  efforts  to  include  support  groups 
for  people  with  drug  dependencies. 

Ever  the  activist,  Albrecht  has 
battled  the  bureaucracy  over  unfair 
Medicaid  and  Medical  Assistance 
regulations,  taking  his  cause  to  the 
state  capitol  and  Congress.  He  de- 
tails those  sometimes-heated  ex- 
changes in  a chapter  titled,  "Tilting 
at  Windmills." 

In  1970,  he  exercised  his  rights  as 
citizen  of  a democracy  in  quite  a 
different  way— leading  his  Sunday 
school  class  in  an  effort  that  brought 
about  the  return  of  our  National  Day 
of  Prayer. 

After  practicing  medicine  for 
nearly  5 decades,  on  Jan  1, 1994,  Dr 
Albrecht  announced  that  he  was  ex- 
panding his  semi-retirement  status 


Physician  briefs 

The  * indicates  a member  of  the  SMS. 

Avi  Bar-Lev,  MD,  a specialist  in 
oncology  and  hematology,  has  be- 
gun seeing  patients  at  the  Ripon 
Medical  Center  Outpatient  Clinic. 
Dr  Bar-Lev  is  affiliated  with  Fox 
Valley  Hematology  and  Oncology 
in  Appleton.  He  received  his  medi- 
cal education  at  the  University  of 
Bologna,  Italy,  and  completed  an 
internship  and  residency  in  internal 
medicine  at  Sinai  Hospital  in  De- 
troit. He  also  completed  a fellow- 
ship in  hematology  and  oncology  at 
Detroit's  Henry  Ford  Hospital.  He 
is  board  certified. 

Kathryn  Brimhall,  MD,*  a psychia- 
trist, has  joined  the  clinical  staff  of 
Northshore  Clinic  of  Sheboygan.  Dr 
Brimhall  had  previously  served  as 


"Albrecht  traces  his 
foot  falls  on  the  road 
less  traveled,  his 
journey  of  faith." 


to  the  point  where  he  would  only 
see  patients  by  appointment  two  or 
three  mornings  a week  at  the  Jackson 
office  of  the  General  Clinic. 

This  new  arrangement  will  leave 
him  more  time  for  other  pastimes. 
The  physician-author  teaches  pot- 
tery to  community  classes,  passing 
on  to  others  a passion  for  the  clay 
that  he  discovered  back  in  the  1960s 


medical  director  of  Northshore 
Clinic  and  is  now  closing  her  prac- 
tice to  return  to  the  clinic  full  time. 
In  addition,  Dr  Brimhall  serves  on 
the  board  of  directors  of  the  Mental 
Health  Association  of  Sheboygan 
County. 

Robert  A.  Cavanaugh,  MD,*  has 
been  named  president  of  Beilin 
Hospital's  medical  staff  in  Green 
Bay.  The  obstetrician-gynecologist 
will  serve  a 2-year  term.  Others  on 
Beilin's  executive  committee 
include:  DrThomas  Geocaris,*  vice 
president,  and  Dr  Michael  McH- 
enry,* secretary. 

Richard  Cooper,  MD,*  executive 
vice  president  and  dean  of  the 
Medical  College  of  Wisconsin,  has 
announced  his  decision  to  step  down 


when  his  wife  encouraged  him  to 
find  an  interest  beyond  practicing 
medicine  18  hours  a day. 

Marian,  his  wife  of  48  years,  ed- 
ited the  first  17  chapters  of  Dr  Albre- 
cht's book  before  her  death  in  De- 
cember 1992.  Marian  was  an  accom- 
plished painter,  capturing  charm- 
ing Wisconsin  scenes  with  her  wa- 
tercolors.  A pull-out  section  of  the 
book  offers  readers  a sampling  of 
her  art. 

Continuing  his  lifetime  practice 
of  stewardship,  Albrecht  has  di- 
rected that  proceeds  from  The  Life 
and  Times  of  a Country  Doctor,  as  well 
as  prints  of  six  of  Marian's  paintings 
and  notepaper,  be  given  to  Lutheran 
Social  Services  to  support  commu- 
nity outreach  efforts  in  Wisconsin. 
To  order,  send  a check  for  $23.45  to 
Jim  Albrecht,  2487  Pleasant  Valley 
Road,  Jackson,  WI  53037.  Photo  by 
William  L.  Stonecipher,  West  Bend .♦ 


as  the  MCW  dean,  effective  Sept  1. 
At  that  time,  Dr  Cooper  will  take  a 
brief  sabbatical  before  returning  to 
direct  the  MCW  Health  Policy  Insti- 
tute. 

Paul  Kaesberg,  MD,*  a member  of 
Physicians  Plus  Medical  Group's 
oncology  and  hematology  depart- 
ment, is  now  treating  patients  at 
Memorial  Hospital  for  Lafayette 
County  in  Darlington.  Dr  Kaesberg 
is  board  certified  in  internal  medi- 
cine and  hematology. 

Joav  Kofman,  MD,*  has  begun  treat- 
ing patients  at  Memorial  Hospital  of 
Lafayette  County.  Dr  Kofman  will 
join  Physicians  Plus  neurologist 
Anne  Weiss,  DO,  who  currently  sees 
patients  in  Darlington.  A graduate 
of  Chicago  Medical  School,  Dr 
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Ulmer,  Newcomer  to  serve  on 
AMA  advisory  committee 

Richard  H.  Ulmer,  MD,  of  Marshfield,  and  Kermit  L.  Newcomer,  MD,  of 
La  Crosse,  have  been  appointed  by  the  AMA  Board  of  Trustees  to  serve 
2-year  terms  on  the  Advisory  Committee  on  Group  Practice  Physicians. 

The  two  Wisconsin  physicians  were  notified  of  their  appointments  in  a 
Dec  15  letter  from  AMA  Executive  Vice  President  James  Todd,  MD. 

Nine  physicians  and  one  non-physician  administrator  serve  on  appointed 
seats  on  the  advisory  committee.  In  addition,  there  are  five  slotted  seats  for 
the  delegate  and  alternate  delegate  of  the  American  Group  Practice  Associa- 
tion and  the  observer  to  the  Medical  Group  Management  Association.  The 
EVP  of  the  AGP  A and  the  executive  director  of  the  MGMA  serve  as  ex  officio, 
non- voting  members. ♦ 


Kofman  completed  his  residency  at 
Rush-Presbyterian-St  Lukes  Medi- 
cal Center  in  Chicago.  He  recently 
completed  a fellowship  in  EMG- 
neuromuscular  disease-movement 
disorders  at  Bowman-Gray  Medical 
Center  in  Winston-Salem,  NC. 

Richard  A.  Leer,  MD,*  has  been  re- 
elected to  serve  his  fourth  term  as 
president  of  the  Marshfield  Clinic. 
Dr  Leer  is  a family  practice  physi- 
cian. Also  re-elected  to  the  execu- 
tive committee  were:  Dr  Michael  J. 
Kryda,*  a pulmonary  specialist,  vice 
president;  Dr  Dean  T.  Strueland, 
an  emergency  medicine  specialist, 
treasurer;  and  Dr  Robert  K. 
Gribble,*  an  obstetrician-gynecolo- 
gist, corporate  secretary. 

Stephen  G.  Meres,  MD,  medical 
director  of  emergency  medicine  at 
St  Agnes  Hospital  in  Fond  du  Lac, 
has  been  elected  to  a 2-year  term  on 


the  board  of  directors  for  the  Wis- 
consin Chapter  of  the  American 
College  of  Physicians.  Dr  Meres 
completed  his  residency  at 


Marshfield  Clinic.  He  is  board  certi- 
fied. 

Continued  on  next  page 


PHYSICIANS 


Wisconsin 


. .for  a career  as  fresh  as 
the  great  outdoors 


Primary  Care  Clinic  ■ Sparta 
7:30  am  - 4 pm,  M-F 

/Vo  Nights,  No  Call 
or 

® Private  Practice 


The  state  of  Wisconsin 
offers  an  excellent  lifestyle 
and  a wealth  of  cultural  and 
sporting  activities.  You  can 
enjoy  boating,  fishing, 
hunting,  or  hiking,  against 
a serene  backdrop  of  gor- 
geous lakes  and  verdant 
countryside. 

JSA  Healthcare  Corporation 
offers  two  outstanding  op- 
portunities for  physicians 
seeking  a custom-designed 
career. 

JSA,  one  of  the  fastest 
growing  private  companies 
in  the  nation,  is  proud  to  be 
known  for  its  innovative 
provision  of  quality  primary 
care  services. 


Opportunity  - Kenosha 

We  Manage  the  Practice, 
You  Practice  Medicine. 

We  offer: 

• Excellent  Compensation 
Package 

• Individualized  benefit  plan 

• Paid  Malpractice  Insurance 

• Paid  CME 

For  more  information  contact: 
Susan  Bray,  Professional  Re- 
cruitment, 10227  Wincopin 
Circle,  Suite  400,  Columbia, 
MD21044  1-800-966-2811. 

TI/fS)  A HEALTHCARE 
J CORPORATION 

Equal  Oportunity  Employer 


has  s 


RUN  A SPECIAL 
PRACTICE. 


Today’s  Air  Force 
has  special  opportuni- 
ties for  qualified  physicians 
and  physician  specialists.  Includ- 
ing the  ability  to  pursue  medical 
excellence  without  the  overhead  of 
a private  practice.  Talk  to  an  Air 
Force  medical  program  manager 
about  the  quality  lifestyle,  quality 
benefits  and  30  days  of  vacation 
with  pay  per  year  that  are  part  of  a 
medical  career  with  the  Air  Force. 
Discover  how  special  an  Air  Force 
practice  can  be.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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James  J.  Nicholson,  MD,*  has  joined 
the  anesthesia  staff  of  Sheboygan 
Medical  Center.  A Milwaukee  na- 
tive, Dr  Nicholson  earned  his  medi- 
cal degree  from  the  University  of 
Wisconsin.  He  was  board  certified 
in  surgery  in  1991. 

Christopher  J.  Ostromecki,  MD,* 
recently  joined  the  medical  staff  of 
the  Monroe  Clinic.  A cardiologist. 
Dr  Ostromecki  completed  his  resi- 
dency training  in  internal  medicine 
at  Overlook  Hospital  in  Summit,  NJ. 
He  then  completed  a fellowship  in 
cardiovascular  diseases  at  the  Uni- 
versity of  Medicine  and  Dentistry  of 
New  Jersey  and  Beth  Israel  Hospital 
in  Newark,  and  at  the  Veteran's 


County  society 

Brown.  The  Brown  County  Medical 
Society  met  in  Green  Bay  at  the 
Holiday  Inn  City  Center  Nov  11, 
1993.  The  topic  of  discussion  was  a 
health  plan  for  Brown  County.  New 
members  accepted  were  James 
Dibdin,  MD,  and  William  Dierberg, 
MD. 

The  Brown  County  Medical  Society 
met  Jan  13, 1994,  at  the  Holiday  Inn 
City  Center  in  Green  Bay.  Michael 
Bolger,  JD,  president  of  the  Medical 
College  of  Wisconsin,  was  the  guest 
speaker.  New  members  accepted 
into  the  society  include:  Lindy  Ea- 
twell,  DO;  Neil  Fullan,  MD;  Paul 
Holzman,  MD;  Thomas  Huffer,  MD; 
Daniel  Koster,  MD;  Donald  Sipes  II, 
MD;  Scott  Westenberg,  MD;  Rich- 
ard Erdman,  MD;  Michael  K.  Case, 
MD;  Michael  P.  Darnell,  MD;  and 
Henry  K.  Feider,  MD. 

Dane.  New  members  accepted  into 
the  Dane  County  Medical  Society 


Administration  Medical  Center  in 
East  Orange. 

Joseph  W.  Rucker,  Jr,  has  joined  the 
outpatient  clinic  staff  at  Bloomer 
Community  Hospital.  Dr  Rucker' s 
practice  will  focus  on  both  cosmetic 
and  reconstructive  surgery.  Dr 
Rucker  completed  his  medical  train- 
ing at  the  Michigan  State  University 
College  of  Human  Medicine  in  East 
Lansing.  His  general  surgery  train- 
ing was  accomplished  at  Mount 
Carmel  Mercy  Hospital  in  Detroit, 
followed  by  his  plastic  surgery  train- 
ing at  Wayne  State  University,  also 
in  Detroit.  He  is  board  certified. 

Konrad  Soergel,  MD,  professor  of 
medicine  and  physiology,  and  an 


news 


are:  Kathryn  Balough,  MD;  Blayne 
Fritz,  MD;  Glenn  Jarrett,  MD;  Kathy 
Kowalke,  MD;  William  Miller,  MD; 
Leslie  Taylor,  MD;  and  David  Ze- 
man,  MD. 

Eau  Claire-Dunn-Pepin.  The  fol- 
lowing physicians  were  accepted 
into  membership  in  the  Tri-County 
Medical  Society:  Saleh  A.  Obaid,  MD; 
Kenneth  Richard  Mitchell,  MD; 
Perry  L.  Kyser,  MD;  Gail  AnnTasch, 
MD;  Derek  A.  Scammell,  MD;  Mi- 
chael John  Murray,  MD;  Kirk  Victor 
Dahl,  MD;  Robert  Curtiss  Peck,  MD; 
Steven  M.  Kapla,  MD;  John  E.  Agens, 
MD;  David  L.  Castleberg,  MD;  Lisa 
M.  Gillette,  MD;  Mark  Charles  Stein- 
metz,  MD;  Lorene  L.  Vedder,  MD; 
Mark  W.  Chang,  MD;  Erik  J.  Dovre, 
MD;  Peter  C.  Nishan,  MD;  Ronald  P. 
Seningen,  MD;  Mark  Attermeier, 
MD;  William  C.  Granger,  MD; 
Stephen  William  Noltner,  MD; 
Heide  Telfer  Klessig,  MD;  Nathan 
E.  Smithberg,  MD;  Nancy  M. 


international  expert  in  gastrointes- 
tinal fellowship  program  and  coor- 
dinator of  the  department  of  medi- 
cine's fellowship  program  at  the 
Medical  College  of  Wisconsin.  Dr 
Soergel  will  coordinate  all  gastroen- 
terlogical  research  and  post  gradu- 
ate programs. 

Monty  Woods,  MD,  has  joined  the 
medical  staff  at  the  Memorial  Hos- 
pital of  Iowa  County.  Dr  Woods 
earned  his  medical  degree  from 
Wake  Forest  University  in  North 
Carolina  before  completing  surgical 
residencies  in  Boston  and  Washing- 
ton, DC.  Dr  Woods  practiced  in 
Hawaii  prior  to  relocating  to 
Wisconsin. ♦ 


Sahakian,  MD;  Philip  Michael 
Gilberstadt,  MD;  Suzette  K.  Peltier, 
MD;  David  F.  Powell,  MD;  Robert  L. 
Dohlman,  MD;  Thomas  P.  Nobrega, 
MD;  Michael  Terry  McEnany,  MD; 
Alon  Coppens,  MD;  Donn  D.  Dex- 
ter, MD;  and  Patrick  J.  Hughes,  MD. 

Fond  du  Lac.  The  Fond  du  Lac 
County  Medical  Society  met  Oct  28, 
1993,  at  the  South  Hills  Country 
Club.  New  members  approved  are 
Glen  Joseph  Kemp,  Jr.,  MD,  and 
Charles  E.  Larson,  MD. 

Grant.  The  Grant  County  Medical 
Society  approved  the  membership 
of  Anthony  Gausas,  MD. 

Green  Lake-Waushara.  The  Green 
Lake-Waushara  County  Medical 
Society  approved  membership  for 
Ross  A.  Hazelwood,  DO,  and  Mer- 
cedes P.  Schaafsma,  DO. 

Jefferson.  The  Jefferson  County 
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SMS  commission  to  sponsor 
program  on  medical  liability 

The  SMS  Commission  on  Medical  Liability  and  Risk  Management  will 
present  an  update  on  medical  liability  Friday,  April  15,  during  the  1994 
SMS  annual  meeting  in  Milwaukee.  Gordon  H.  Smith,  JD,  executive  vice 
president  of  the  Maine  Medical  Society,  will  kick  off  discussion  with  his  pres- 
entation on  "The  Maine  medical  liability  demonstration  project:  a guide  to 
practice  parameters." 

Joseph  M.  Fasi  II,  JD,  from  the  firm  of  Hinshaw  & Culbertson,  also  a 
member  of  the  American  College  of  Legal  Medicine,  will  follow  with  advice 
on  "How  to  lose  a suit."  Smith  and  Fasi  will  then  form  a panel  with  Joseph 
Di  Raimondo,  MD,  and  Sidney  Johnson,  MD,  members  of  the  SMS  Medical 
Liability  and  Risk  Management  Commission,  to  answer  queries  and  con- 
cerns from  the  audience.  Don't  miss  this  opportunity  to  connect  with  the 
experts  on  these  up  and  coming  issues. 

Please  see  related  article  on  page  69  of  this  WM/.« 


Medical  Society  approved  member- 
ship for  the  following  physicians: 
Donald  E.  Bates,  MD;  Satwant  S. 
Dhillon,  MD;  John  A.  Ferris,  MD; 
Billie  G.  Kontny,  MD;  Jeanne  N. 
Larson,  MD;  James  A.  Milford,  MD; 
Cecilia  M.  Multhauf,  MD;  Milton  L. 
Pozo,  MD;  Moazam  J.  Samdani,  MD; 
Benjamin  T.  Schmidt,  MD;  Thomas 
J.  Tackman,  MD;  and  Brett  A.  Wilson, 
DO. 

Kenosha.  The  following  physicians 
were  approved  for  membership  in 
the  Kenosha  County  Medical  Soci- 
ety at  the  general  membership 
meeting  held  Nov  11, 1993:  Mary  C. 
Mason,  MD;  Victor  S.  Slana, 
MD, Linda  J.  Meyer,  DO;  and  Ismael 
R.  Sta  Romana,  MD. 

Marinette-Florence.  The  Marinette- 
Florence  County  Medical  Society 
approved  membership  for  Jagdev 

R.  Bhatoya,  MD,  and  Gian  C. 
Daroach,  MD. 

Milwaukee.  The  following  physi- 
cians have  been  approved  for 
membership  in  the  Medical  Society 
of  Milwaukee  County:  William 
Robert  Fleming,  MD;  Richard  L. 
Franklin,  MD;  Barbara  Ann  Hark- 
ness,  MD;  Gail  E.  Hendley,  MD; 
Afam  C.  Ikejiani,  MD;  Eric  W.  Kap- 
lan, MD;  Susan  D.  Kretzschmar,  MD; 
James  D.  Lincer,  MD;  Charles  James 
Locher,  MD;  Anthony  P.  Maresca, 
MD;  Richard  N.  Schmidt,  MD;  Ernest 

S.  Stremski,  MD;  Jill  Parker  Wohlfeil, 
MD;  Jose  Singson  Abad  Santos,  MD; 
Maninder  Singh  Atwal,  MD; 
Pradeep  Bansal,  MD;  John  Thomas 
Batter,  MD;  Laura  Marie  Cantwell, 
MD;  Richard  E.  Carballo,  MD;  Gre- 
gory Joseph  Capelli,  MD;  Dwayne 
Thomas  Capper,  MD;  Steven  Scott 
Carp,  MD;  Thomas  Gerard  Castel- 
lano, MD;  Denis  Flores  Castillo,  MD; 
Andrew  Un-Song  Chai,  MD;  Ellen 
Hui-Chin  Chen,  MD;  Asriani  Marisa 
Chiu,  MD;  Brian  G.  Cuddy,  MD; 
Sharon  Marie  Curtis,  MD;  Marian 
Angeles  Franco  Del  Rosario,  MD; 
Constance  Rose  DiAngelo,  MD; 


Suzana  Ivanov  Dudley,  MD;  Abdul 
G.  Durrani,  MD;  John  Allen  Feil- 
bach,  MD;  Alfredo  Dante  Fernan- 
dez, MD;  James  M.  Garrity,  DO; 
Laurie  E.  Gossard,  MD;  Christina  E. 
Hantsch,  MD;  John  G.  Heisdorf,  MD; 
Michael  Richard  Hold,  MD;  Jeanne 
Ellen  Hryciuk,  MD;  Maria  Gina  Ilao- 
Pahn,MD;  Mazen  Kherallah,MD; 
Deborah  L.  Kim,  MD;  Patrick  G.  Kris- 
mer,  MD;  Peter  Langenstroer,  MD; 
Robert  Osborn  Lindsey,  MD;  Reu- 
ben Nicholas  Lubka,  MD;  Michael 
F.  McBride,  MD;  Susan  Martha 
Malinowski,  MD;  John  Gregory 
Markley,  MD;  Adrian  Aron  Matioc, 
MD;  Kathleen  Y.  Moen,  MD;  Col- 
leen Mary  Nichols,  MD;  Rebecca  Jo 
Palmberg,  MD;  Steven  Michael  Pata- 
lano,  MD;  Dennis  B.  Phillips,  DO; 
Christine  Marie  Poulos,  MD;  Srutha 
Paka  Rajkumar,  MD;  Robert  J. 
Rawski,  MD;  Leanne  Louise 
Richardson,  MD;  Michael  W.  Ro- 
meo, MD;  Inell  C.  Rosario,  MD; 
Eduardo  A.  Ruan,  MD;  Ann  E. 
Ruscher,  MD;  Lonie  R.  Salkowski, 
MD;  Frank  J.  Salvi,  MD;  Kurtis  D. 
Scheer,  MD;  Andrew  J.  Schroettner, 
MD;  Karen  Sue  Seligmann,  MD; 
Jeffery  R.  Smale,  MD;  Grigory  So- 


rokin, MD;  Joan  L.  Stetzer,  MD;  Bruce 
Robert  Stevens,  MD;  Amy  J.  Stolar- 
ski,  MD;  Kevin  B.  Strom,  MD;  Tuyen 
Thanh  Tran,  MD;  Joshua  H.  Urvater, 
MD;  Steven  James  Vacek,  MD;  Ilya 
B.  Volfson,  MD;  Mary  Dennehy 
Washburne,  MD;  William  V.  Wal- 
ters, MD;  Barry  N.  Wilcox,  MD;  Nick 
Zarkos,  MD;  Anita  M.  Arnold,  DO; 
Steven  R.  Berquist,  MD;  Rochelle  P. 
Eissenstat,  MD;  Raymond  A. 
Hansen,  MD;  Greg  Heal,  MD; 
Stephanie  M.  Hernandez,  MD;  Terry 
Jakubaitis,  MD;  Steven  C.  Johnson, 
MD;  George  F.  Kessler,  MD;  Mark 
A.  Lindstrom,  DO;  Cheryl  Renee 
Martin,  MD;  Henry  Notardonato, 
MD;  Sear  T.  O'Brien,  MD;  Cynthia 
L.  Palabrica,  MD;  Miodrag  M.  Pop- 
ovich, MD;  Joseph  M.  Puccinelli,  MD; 
Jeffrey  K.  Reichel,  DO;  Paul  Edward 
Robey,  DO;  Mark  P.  Rollins,  MD; 
Basil  M.  Salaymeh,  MD;  Lucy  Stone, 
MD;  John  E.  Watt,  MD;  Dwight  A. 
Wigg,  MD;  Thomas  R.  Wigton,  MD; 
Cory  A.  Wilson,  MD;  Sandra  R.  Bates, 
MD;  Marcie  G.  Berger,  MD;  Nancy 
A.  Boelter,  MD;  John  E.  Cantrell, 
MD;  Diana  M.  Chen,  MD;  Famin 
Chou,  MD;  Marguerie  R.  Compton, 
Continued  on  next  page 
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MD;  Dawn  Dejager,  MD;  Silvia 
DePaz,  MD;  Carol  M.  Gaines,  MD; 
Robert  C.  Hardie,  MD;  Kathleen 
Conway-Jurell,  MD;  Kim  R.  Jurell, 
MD;  Thomas  Knickelbine,  MD; 
Thomas  G.  Kraemer,  MD;  Jacqueline 
J.  Krumrey,  MD;  Ellen  Margaret 
Leeney,  MD;  James  S.  Linder,  MD; 
Melinda  L.  McCord,  MD;  Martin  F. 
McGough,  MD;  Stuart  P.  Michel- 
son,  MD;  Arthur  F.  Mclnar,  MD; 
Andrea  Lynn  Munoz,  MD;  Robert 
W.  Nash,  MD;  Susan  R.  Oneson, 
MD;  Randal  K.  Ruvalcaba,  MD;  Kia 
Saeian,  MD;  Zaki  Samman,  MD; 
Andrew  Satinsky,  MD;  John  E. 
Schaeffer,  MD;  Susan  Schloff,  MD; 
Michael  Y.  Seiba,  MD;  Lynn  M. 
Stanco,  MD;  Eric  Todd,  MD;  Myro- 
sia  M.  Tomiak,  MD;  John  S.  Walsh, 
MD;  Deborah  L.  Wollad,  MD;  and 
Benjamin  S.  Yabut,  MD. 

Oneida-Vilas.  The  Oneida-Vilas 
County  Medical  Society  met  in 
Rhinelander  Nov  16,  1993,  at  the 
Claridge.  Sally  Wencel,  SMS  staff, 
spoke  on  medicine  in  transition.  New 
members  approved  are  Christopher 
J.  Cold,  MD,  and  Jennifer  Norvell- 
Cold,  MD. 

Ozaukee.  On  Jan  20,  1994,  Robert 
Arfman,  MD,  was  elected  to  mem- 
bership in  the  Ozaukee  County 
Medical  Society. 

Racine.  The  Racine  County  Medical 
Society  approved  membership  for 
Thomas  A.  Graul,  MD. 

Richland.  Paula  M.  Strait,  DO,  has 
been  accepted  for  membership  in 
the  Richland  County  Medical  Soci- 
ety. 

Rock.  The  Rock  County  Medical 
Society  approved  membership  for 
the  following  physicians:  Shih-Wen 
Chang,  MD;  Steven  E.  Diebold,  MD; 
Michael  A.  Donnelly,  DO;  Rosa  A. 
Gilestra,  MD;  Raymond  H.  Holder- 
man,  DO;  Leighton  H.  Javid,  MD; 
Kenneth  L.  Klein,  MD;  Jay  C. 


Medical  student  program 
sponsors  sought 

More  medical  student  sponsors  are  needed,  according  to  Anne  Rittman, 
SMS  manager  of  membership  development.  The  SMS  is  looking  for 
physicians  who  are  interested  in  sponsoring  a medical  student  financially 
for  membership  in  the  state  and  county  medical  societies  and  the  AMA  so 
that  he  or  she  may  become  involved  in  organized  medicine  early  in  his  or  her 
professional  development. 

The  cost  to  sponsor  a student  is  minimal,  $32.50  for  one  year  or  $118  to 
sponsor  a student  for  all  four  years  of  medical  school.  If  you  would  like  to 
help  medical  students  get  involved,  call  Rittman  at  1-800-362-9080  or  (608) 
257-6781  (in  Madison)  to  learn  more  about  becoming  a sponsor. ♦ 


Klemme,  MD;  Susan  E.  Montgom- 
ery, MD;  Anna  Maria  Myklebust, 
MD;  Carol  J.  Neuman,  MD;  Anthony 
W.  Phillips,  MD;  Emilio  J.  Rodriguez- 
Viera,  MD;  Lawrence  M.  Shea,  MD; 
Michael  Simanovsky,  MD;  Ronald 
S.  Sokovich,  MD;  Michael  J.  Strass- 
man,  MD;  Thom  S.  Thomassen,  MD; 
Kanchana  R.  Viswanathan,  MD; 
Bohdan  K.  Wasiljew,  MD;  and  Mi- 
chael K.  Wood,  MD. 

Sauk.  The  Sauk  County  Medical 
Society  approved  membership  for 
the  following  physicians:  Christo- 
pher W.  Cervantes,  MD;  William  R. 
Degelman,  MD;  Michael  J.  Fitzger- 
ald, MD;  Mary  Ellen  Sabourin,  MD; 
and  Daniel  D.  Trotter,  MD. 

Sheboygan.  The  Sheboygan  County 
Medical  Society  elected  the  follow- 
ing physicians  into  membership: 
Bryan  Schmitt,  MD;  Jill  Schmitt,  MD; 
Charles  Schleevogt,  MD;  F.  Andrew 
Bock,  DO;  and  Akhtar  Parvaiz,  MD. 

Taylor.  The  Taylor  County  Medical 
Society  approved  membership  for 
Manuel  C.  De  Leon,  III,  MD  and 
Brent  L.Gunsolly,  MD. 

Waukesha.  The  Waukesha  County 
Medical  Society  approved  member- 


ship for  David  R.  Fisher,  MD. 

Waupaca.  The  Waupaca  County 
Medical  Society  approved  member- 
ship for  Gregory  J.  Hunter,  MD,  and 
Tomasz  K.  Miaskowski,  MD. 

Winnebago.  The  Winnebago 
County  Medical  Society  approved 
membership  for  the  following  phy- 
sicians: Martin  Sabatinos,  MD;  Jef- 
frey R.  McLaughlin,  MD;  Mary 
McDonald,  MD;  and  Caroline 
McDonald,  MD> 


It  keeps 
more  than 
memories 
alive. 


AMERICAN  HEART 
ASSOCIATION 
MEMORIALS  & TRIBUTES 


« 


1-800- AH  A-USA1  4 

American  Heart  Association^ 

This  space  provided  as  a public  service 
©1993,  American  Heart  Association 
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New  guidelines  on  HIV,  nicotine  released 


The  AMA  has  released  new  early 
intervention  guidelines  for  the 
treatment  of  HIV  as  well  as  guide- 
lines on  the  diagnosis  and  treatment 
of  nicotine  dependence. 

The  new  HTV  guidelines  will  help 
physicians  diagnose  HIV  infection, 
determine  the  disease  stage,  moni- 
tor and  treat  during  the  early  stages 
of  the  infection  and  assist  patients  in 
modifying  behavior  that  can  trans- 
mit HIV.  An  estimated  1 million 
Americans  are  infected  with  HIV 
disease. 

The  AMA  has  also  released  new 
smoking  cessation  guidelines,  giv- 
ing physicians  a step-by-step  ap- 
proach for  implementing  a "stop 
smoking"  program  for  patients. 


Smoking  and  exposure  to  passive  or 
environmental  smoke  kill  500,000 
people  a year.  In  addition  to  loss  of 
life,  cigarettes  cost  $68  billion  in 
health  care  and  insurance  as  well  as 
causing  lost  productivity. 

The  National  Cancer  Institute 
reports  that  more  than  70%  of  the  45 
million  US  smokers  will  have  at  least 
one  office  visit  with  a primary  care 
physician  this  year. 

"Patients  regard  their  physicians 
as  an  important,  credible  source  of 
information,"  said  SMS  President 
Pauline  M.  Jackson,  MD,  of  La 
Crosse.  "Studies  show  that  patients 
who  are  urged  by  their  physicians  to 
reduce  tobacco  use  are  much  more 
likely  to  quit  smoking  than  those 


who  lack  this  vital  contact.  Encour- 
age your  patients  who  smoke  to  quit, 
and  provide  them  with  information 
about  smoking  cessation 
programs."  ♦ 


Racine,  Milwaukee,  and  Rock  counties 
hold  mini-internships 


Several  Wisconsin  county 
medical  societies  and  their 
alliances  have  reported  excellent 
mini-internship  experiences.  The 
Racine  County  Medical  Society,  in 
conjunction  with  the  Racine  County 
Medical  Auxiliary,  conducted  a 
mini-internship  program  Oct  11-12, 
providing  an  opportunity  for  par- 
ticipating community  leaders  to 
accompany  physicians  throughout 
the  course  of  a 2-day  period  and 
observe  the  full  scope  of  each  doc- 
tor's ordinary  activities.  Local  lead- 
ers participating  in  the  program 
included:  Rev  Jim  Peters,  of  the 
Immanuel  Lutheran  Church;  Tim 
Bowers,  managing  director  of  MEI, 
Inc.;  Garvin  Shankster,  senior  vice 
president  of  human  resources  for 
S.C.  Johnson;  and  Dan  Bostedt,  cor- 
porate manager  of  health  benefits 


for  Snap-On  Tools.  Each  person 
spent  a half  day  with  four  physi- 
cians in  various  medical  settings, 
including  an  emergency  depart- 
ment, surgery,  and  hospital  care. 
Gregory  Shove,  MD,  and  Jeri  Cush- 
man directed  the  program. 

The  Medical  Society  of  Milwau- 
kee County  held  its  second  success- 
ful mini-internship  Oct  12.  Eight 
interns  participated,  representing 
media  outlets,  medical  society  staff, 
and  health  policy  experts  from  the 
community.  Each  intern  observed 
both  primary  care  physicians  and 
specialists.  At  the  debriefing  din- 
ner, many  of  the  interns  indicated 
that  the  experience  allowed  them 
greater  insight  into  the  problems 
facing  the  health  care  delivery  sys- 
tem. Many  participants  observed 
defensive  medicine,  patient  abuse 


of  the  system,  and  the  results  of 
unhealthy  lifestyles.  Carl  S.L.  Eisen- 
berg,  MD,  James  E.  Youker,  MD, 
Betsy  Aguilar,  Judy  Paz  and  Pat 
Aschliman  were  among  those  con- 
tributing to  the  program's  success. 

Held  Aug  8-10,  the  Rock  County 
Medical  Society's  mini-internship 
program  drew  14  community,  civic, 
and  legislative  leaders  with  more 
than  30  physicians  participating  as 
mentors.  Interns  represented  Gen- 
eral Motors,  Blue  Cross  and  Blue 
Shield,  the  Janesville  Gazette, 
Janesville  Fire  Department,  Wiscon- 
sin Cost  Containment  Commission, 
Yoemans-Lathrop  Insurance,  Now- 
lan  & Mouat  Law  Firm,  Burdick 
Corporation,  the  governor's  office, 
Beloit  School  District,  the  Beloit  Daily 
News  and  Warner  Electric. ♦ 
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Obituaries 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  information, 
contact  the  foundation  staff  at  the  SMS.<> 


Bonner,  Joseph  N.,  MD,  died  Oct 
14,  1993,  in  N Fort  Myers,  Fla.  He 
was  bom  Nov  4, 1915,  and  received 
his  medical  degree  from  Geor- 
getown University.  He  served  sur- 
gical residencies  at  Boston  City 
Hospital,  the  New  England  Deacon- 
nes,  the  Lahey  Clinic  and  the  Boston 
Faulkner  Hospital.  He  served  4 years 
of  active  duty  in  the  Army  Medical 
Corps  and  returned  to  Boston  to 
continue  surgical  training.  He  was 
in  practice  in  Appleton  for  more 
than  36  years.  Dr  Bonner  was  a staff 
member  of  the  Medical  Arts  Clinic 
(La  Salle)  for  more  than  31  years, 
serving  as  clinic  president.  He  was  a 
member  of  the  Wisconsin  Surgical 
Society,  the  Outagamie  County 
Medical  Society,  and  the  SMS.  Dr 
Bonner  is  survived  by  his  wife, 
Rosemary;  five  daughters,  Susan 
Bonner  Kuhrts,  of  San  Diego,  Nancy 
Cecile  Bonner,  of  Columbus,  Ohio, 
Mary  Jo  Bonner  Dembach,  of  Naples, 
Ha,  Beth  Bonner  Gall,  MD,  of 
Dubuque,  Iowa,  and  Patricia  K. 
Bonner,  MD,  of  Washington,  DC. 
He  is  also  survived  by  three  sons-in- 
law,  George  Kuhrts,  Paul  Dernbach, 
MD,  and  Warren  Gall,  MD,  as  well 
as  nine  grandchildren. 

Caffrey,  James  F.,  MD,  died  Dec  30, 
1993.  He  was  bom  Jan  23,  1923,  in 
Scranton,  Penn,  and  graduated  from 
Marquette  Medical  School.  He  was 
a veteran  of  the  US  Navy . Dr  Caffrey 
was  a co-founder  of  Psychiatric  Serv- 
ices and  was  one  of  the  first  psychia- 
trists in  the  area.  He  had  a private 
practice  in  Green  Bay  for  33  years, 
and  served  as  chair  of  the  Depart- 
ment of  Psychiatry  at  St  Vincent 
Hospital.  He  also  performed  duties 
at  the  Brown  County  Mental  Health 
Center.  Survivors  include  his  wife, 
Janet;  six  daughters,  Beth  Caffrey, 
of  Washington  state,  Bridget  Caf- 
frey, of  Minneapolis,  Clare  Caffrey, 
of  St  Paul,  Susan  Caffrey,  of  Min- 
neapolis, Margaret  Caffrey,  of  Chi- 


cago, and  Moly  Caffrey,  of  Los 
Angeles;  three  sons,  John  of  Chi- 
cago, Tom  of  Milwaukee,  and  Dan 
of  Minneapolis;  six  grandchildren; 
one  sister  and  one  brother. 

Cohen,  Philip  P.,  MD,  formerly  of 
Madison,  died  Oct  25, 1993,  in  Port- 
land, Ore.  He  was  bom  Sept  26, 1908, 
in  Derry,  NH.  Dr  Cohen  received  his 
medical  degree  from  the  University 
of  Wisconsin-Madison.  He  com- 
pleted a National  Research  Council 
Fellowship  at  the  University  of 
Sheffield,  England,  served  as  an  in- 
structor at  Yale  University,  and 
joined  the  faculty  of  the  University 
of  Wisconsin  Medical  School  in  1941. 
He  was  chair  of  the  Department  of 
Physiological  Chemistry  from  1948 
through  1975,  acting  dean  of  the  UW- 
Medical  School  from  1961  through 
1963,  and  a member  of  the  Univer- 
sity Committee,  serving  as  chair  in 
1970.  Dr  Cohen  was  named  emeri- 
tus professor  in  1979.  Dr  Cohen  is 
survived  by  three  sons.  Dr  Philip  T. 
(Peter)  Cohen,  of  San  Francisco, 
David  B.  Cohen,  of  Fond  du  Lac,  Dr 
Milton  T.  Cohen,  of  Portland;  one 
daughter,  Julie  Anderson,  of  Port- 
land; six  grandchildren;  one  brother 
and  one  sister. 

Dunst,  Carl  G.,  MD,  died  Oct  29, 
1993,  in  Milwaukee.  Dr  Dunst  was  a 
graduate  of  the  University  of  Louis- 


ville Medical  School.  He  began  prac- 
ticing medicine  in  Milwaukee  in 
1933.  He  served  in  the  Navy  medi- 
cal corps  in  the  Pacific  from  1943  to 
1946.  He  returned  to  Milwaukee  and 
was  a staff  physician  at  St  Mary's 
Hospital  for  more  than  50  years.  He 
was  also  the  track  physician  at  State 
Fair  Park.  Dr  Dunst  is  survived  by 
his  daughters,  Anne  De  Leo, 
Wauwatosa,  and  Vera  Becker,  of 
King's  Mountain,  NC;  three  sons, 
Karl-Mario  of  Campbellsport,  Jer- 
ome of  Aberdeen,  SD,  and  George 
of  Madison;  10  grandchildren  and 
nine  great-grandchildren. 

Fine,  Jacob  M.,  MD,  died  Oct  23, 
1993.  He  graduated  from  the  Uni- 
versity of  Toronto  Medical  School  in 
1926,  and  interned  at  Mt  Sinai  Hos- 
pital in  Milwaukee.  He  joined  Dr 
Jack  Ackerman  in  his  Cudahy  prac- 
tice at  the  end  of  1928,  and  later  co- 
founded the  Fine-Lando  Clinic  with 
Dr  David  Lando.  Dr  Fine's  specialty 
was  cardiology.  He  was  an  Army 
captain,  serving  in  the  Aleutian  Is- 
lands and  England  during  World 
War  II.  He  was  a founder  of  Trinity 
Memorial  Hospital  and  its  first  chief 
of  staff.  He  retired  from  the  Fine- 
Lando  Clinic  at  the  age  of  75.  He 
then  joined  the  South  Milwaukee 
Clinic,  practicing  until  his  final  re- 
tirement at  84.  He  was  a member  of 
the  Medical  Society  of  Milwaukee 
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County  and  the  SMS.  Dr  Fine  is 
survived  by  a son,  Louis;  a brother. 
Dr  Archie  Fine,  of  Cincinnati;  seven 
grandchildren  and  five  great-grand- 
children. 

House,  Jerome  W.,  Jr.,  MD,  died 
Nov  9,  1993.  He  graduated  from 
Marquette  Medical  School  in  1958, 
and  served  his  internship  at  Mil- 
waukee Lutheran  Hospital  and  his 
residency  at  Columbia  Hospital,  spe- 
cializing in  orthopaedic  surgery.  Dr 
House  was  a member  of  the  Medical 
Society  of  Milwaukee  County,  SMS, 
International  College  of  Surgeons, 
and  the  American  Academy  of 
Orthopaedic  Surgeons.  He  is  sur- 
vived by  his  wife,  Janice;  two  sons, 
Thomas  and  Peter;  stepsons,  David, 
Jeffrey,  Daniel,  and  Michael 
Luellwitz;  and  six  grandchildren. 

Huebner,  Jewel  Steiner,  MD,  died 
Oct  10,  1993,  in  Oshkosh.  He  was 
bom  July  22,  1912,  in  Forest  Junc- 


tion. He  graduated  from  the  Uni- 
versity of  Wisconsin-Madison 
Medical  School  in  1938.  Dr  Huebner 
was  in  general  practice  at  the  former 
Wiley-Smith  Clinic  in  Fond  du  Lac 
from  1941  until  his  retirement  in 
1973.  He  was  an  EAA  medical  ex- 
aminer and  was  the  medical  direc- 
tor for  the  EAA  convention.  Dr 
Huebner  is  survived  by  his  wife, 
Ramona;  a brother,  Merlin,  of  Ap- 
pleton; and  a nephew. 

Johnson,  Ronald  C.,  MD,  a retired 
West  Allis  pediatrician,  died  in  Boca 
Raton,  Fla.  He  graduated  from  Mar- 
quette University  School  of  Medi- 
cine in  1956.  He  served  an  intern- 
ship at  St  Luke's  Hospital  and  resi- 
dency at  Milwaukee  Children's  Hos- 
pital. Dr  Johnson  was  a pediatrician 
in  West  Allis  for  more  than  30  years. 
He  served  on  the  staffs  at  Milwau- 
kee Children's,  St  Luke's,  and  West 
Allis  hospitals.  He  was  an  associate 
professor  at  the  Medical  College  of 


Wisconsin.  Dr  Johnson  is  survived 
by  his  wife,  Olive;  a son,  Joseph 
Johnson,  of  Boca  Raton;  two  daugh- 
ters, Kathryn  Naylor,  of  Shorewood, 
and  Carolyn  Switalski,  of  West  Al- 
lis; and  one  sister. 

Kustermann,  Alois  F.,  MD,  died 
Oct  31, 1993.  Dr  Kustermann,  a na- 
tive of  St  Nazianz,  was  a 1927  gradu- 
ate of  the  Marquette  University 
School  of  Medicine  and  began  his 
practice  under  the  guidance  of  his 
uncle,  Louis  Jermain,  the  first  dean 
ofthe  Marquette  Medical  School.  Dr 
Kustermann  was  on  the  medical  staff 
of  St  Michael  and  St  Joseph's  Hospi- 
tals and  a clinical  faculty  member  of 
the  family  medicine  program  at 
Marquette.  In  1978,  the  Medical 
College  of  Wisconsin  honored  him 
for  50  years  of  service  as  a general 
practitioner.  He  is  survived  by  four 
daughters,  Mary  Esser,  of 
Wauwatosa,  Susan  Kampine,  of 
Continued  on  next  page 
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Brookfield,  Margaret  Kustermann, 
of  Chicago,  and  Helen  Geismann  of 
Wilmette,  111;  and  three  sons,  John, 
of  Hawaii,  Paul,  of  Brookfield,  and 
Thomas,  of  St  Charles,  111. 

Logemann,  Ronald  L.,  MD,  died 
Nov  3,  1993,  in  Shawano.  Dr  Loge- 
mann was  bom  June  29,  1936,  in 
Minnesota.  He  graduated  from  the 
University  of  Minnesota  Medical 
School  in  1962  and  served  an  intern- 
ship in  Orange  County,  Calif.  He 
practiced  medicine  in  Shawano  for 
30  years,  serving  as  medical  director 
of  the  Shawano  Clinic.  Dr  Logemann 
was  a member  of  the  American 
Academy  of  Family  Practitioners, 
Physicians  for  Social  Responsibil- 
ity, the  AO  A,  the  Shawano  County 
Medical  Society,  and  the  SMS.  Dr 
Logemann  is  survivedby  his  wife, 
Kay;  four  sons,  Tim,  of  Wausau, 
Tony,  of  La  Crosse,  Andy,  of  La 
Crosse,  and  Nick,  of  Eau  Claire;  four 
daughters-in-law,  five  grandchil- 
dren, his  father,  Fred  Logemann, 
and  a sister. 

Milliken,  Lyle  David,  MD,  formerly 
of  Kenosha,  died  Oct  7, 1993,  in  Santa 
Barbara,  Calif.  He  was  bom  July  10, 
1923,  in  Ord,  Neb,  and  received  his 
medical  degree  from  the  University 
of  Nebraska  College  of  Medicine  in 
Omaha.  He  trained  in  the  US  Navy 
College  Program  from  1943  to  1945, 
and  served  as  a medical  officer 
aboard  personnel  transports  in  the 
North  Pacific  from  1949  until  1951. 
He  was  awarded  the  Battle  Star  for 
service  during  the  Korean  War.  Dr 
Milliken  interned  in  general  surgery 
at  St  Luke's  Hospital  in  Cleveland, 
and  Grody  Memorial  Hospital  in 
Atlanta.  He  was  a general  surgery 
resident  at  Henry  Ford  Hospital  in 
Detroit.  His  urology  residency  was 
at  the  Medical  College  of  Wisconsin 
in  Milwaukee.  Dr  Milliken  was  a 
general  surgeon  and  urologist  in 
Kenosha  from  1955  to  1989.  He  was 
a member  of  the  Kenosha  County 
Medical  Society,  AMA,  SMS,  Wis- 


consin Surgical  Society,  and  Wis- 
consin Urological  Society.  He  is 
survived  by  his  wife,  Ruth  Ann;  a 
son,  David  Daniel,  of  Kenosha;  and 
two  daughters,  Jane  Ann  Milliken, 
of  Denver,  and  Susan  Amy  Milliken, 
of  Calabasas,  Calif. 

Stru there,  James  L.,  MD,  died  Nov 

II,  1993.  He  was  bom  on  Oct  24, 
1922,  in  Monmouth,  Ell,  and  received 
his  medical  degree  from  the  Univer- 
sity of  Illinois  in  1950.  He  served  an 
internship  at  Milwaukee  County 
General  Hospital.  Dr  Struthers  prac- 
ticed general  internal  medicine  in 
Wausau  from  1956  to  1972,  and  at 
the  Marshfield  Clinic  from  1972  until 
his  retirement  in  1984.  He  was  a 
member  of  the  Society  of  Internal 
Medicine,  the  College  of  Physicians, 
the  SMS,  and  the  Wood  County 
Medical  Society.  Dr  Struthers  is 
survived  by  four  sons,  Alan,  of  Lac 
du  Flambeau,  Mark,  of  Madison, 
James,  of  Milwaukee,  and  David,  of 
Lacey,  Wash;  one  brother;  and  one 
grandson.  His  dear  wife,  Betty  Lou, 
died  with  him  in  a tragic  car  acci- 
dent. 

Zintek,  Arthur  R.,  MD,  PhD,  died 
Dec  11, 1993.  He  was  bom  March  4, 
1911,  in  Milwaukee.  He  graduated 
from  Marquette  University  Medical 
School,  engaged  in  private  practice 
in  Durand  and  joined  the  Wisconsin 
State  Board  of  Health  in  1940.  He 
received  his  public  health  doctorate 
from  the  University  of  Michigan  in 
1946,  and  was  instrumental  in  the 
discovery  of  the  polio  vaccine.  Dr 
Zintek  was  a member  of  the  Wash- 
ington County  Medical  Society  and 
the  SMS.  He  is  survived  by  his  wife, 
Themla  Lucia;  daughters  Margaret 
Smithson,  of  Cazenovia,  Cathy 
Johnston,  of  Wauwatosa,  Betty 
Azpell,  of  Elm  Grove,  Carol  Cin- 
clair,  of  Plano,  Texas,  Mary  Ellen 
Wenninger,  of  Barrington  Heights, 

III,  Annie  Wenninger,  of  Hartford;  a 
son,  Arthur,  of  Elm  Grove;  22  grand 
children,  12  great-grandchildren; 
and  two  sisters. ♦ 
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access  to  Minneapolis/ St.  Paul  attrac- 
tions. Central  to  Minnesota's  abundant 
lakes  country.  If  you  are  BC/BE  send 
your  CV  or  call  in  confidence:  North 
Medical  Programs,  North  Memorial 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


Medical  Center,  3300  Oakdale  Ave., 
North,  Robbinsdale,  MN  55422-2900. 
Nationwide  and  Canada  1-800-275-4790. 

2-5/94 

INTERNAL  MEDICINE,  FAMILY 
PRACTICE  AND  OB/GYN  PRACTICE 
OPPORTUNITIES.  Rural  Lake  Coun- 
try Community  is  seeking  the  above  prac- 
titioners to  join  an  active  12  physician 
multispecialty  group.  Quality,  comfort- 
able living  environment,  multiple  rec- 
reational activities,  fine  educational 
opportunities  and  cultural  activities 
abound.  Opportunity  includes  relaxed 
call,  liberal  salary  and  exceptional  bene- 
fits. Send  curriculum  vitae  or  inquires 
to:  Lake  Region  Clinic,  PC,  Attn:  Joel 
Rotvold,  PO  Box  1100,  Devils  Lake,  ND 
58301,  or  call  collect  at  (701)  662-2157  for 
further  information.  2-4/ 94 

INTERNAL  MEDICINE.  Unique  op- 
portunity for  BE/BC  internist!  Join  a 
new  fee-for-service  hospital-based  inter- 
nal medicine  group  at  St.  Joseph’s  Hos- 
pital in  Milwaukee,  Wisconsin.  Avail- 


Family  Practice  Madison  Area 

* several  opportunities 

* large  call  groups 

* full  lab  & xray 

* 210  physician  multi-specialty  group 

* guaranteed  salary  with  incentives 

* full  benefit  package 

* Immediate  Care  also  available 
Send  CV  to: 

Laurie  Glowac 

Physicians  Plus  Medical  Group 
345  W.  Washington  Avenue 
Madison,  WI  53703 
or  call  collect:  (608)  252-8580 


RADIOLOGIST 

Radiologist  to  replace  retiring 
partner  in  a two-person  group. 
Small,  modem  hospital  in  central 
Wisconsin.  MRI  experience  re- 
quired. To  work  alternating  weeks. 
Teleradiology  for  CT,  ultrasound 
call.  Many  recreational  opportu- 
nities in  area.  Call  John  Gommer- 
mann,  MD  at  414-361-1313,  ext. 
5573.  2-5/94 


able  July  1,  1994.  Excellent  projected 
income  (over  $100,000  to  start).  Very 
attractive  schedule,  minimal  adminis- 
trative hassles,  maximum  autonomy  and 
equitability.  Every  3rd  month  com- 
pletely off!  Hospital-based  paractice  in 
university-affiliated  500+  bed  tertiary 
care  hospital.  Admit  unassigned  pa- 
tients, provide  in-patient  and  outpatient 
follow-up  care,  supervise  residents, 
teach,  and  perform  procedures.  Superb 
ground-floor  opportunity!  Contact  Rita 
Hanson,  MD,  at  (414)  438-8738  or  send 
DV  to  2751  West  Deer  Creek  Court, 
Milwaukee,  Wisconsin  53217.  2/94 

CONSULTING  CONTRACTS  - MADI- 
SON. The  Wisconsin  Disability  Deter- 
mination Bureau  has  a contract  open  for 
a Board  Certified  Pediatrician  to  work 
10-25  hours  per  week  in  a central  Madi- 
son office  location.  Hours  and  sched- 


Child/General  Psychiatrist 

A full-time  general  or  child/ gen- 
eral psychiatrist  is  needed  in  beau- 
tiful northern  Wisconsin! 

This  area  affords  the  best  in  rural 
living  with  many  beautiful  lakes, 
streams  and  rivers.  We  are  a 20 
bed  acute,  JCAHO  accredited, 
psychiatric  unit  located  at  Saint 
Mary's  Hospital  in  Rhinelander, 
WI.  We  service  both  inpatients 
and  outpatients  within  a 75  mile 
radius.  Our  goal  is  to  make  this 
the  mental  health  center  of  the 
northwoods.  We  have  an  excel- 
lent salary  and  benefit  package 
available.  Weekend  coverage  is 
provided. 

A challenging  but  rewarding  po- 
sition for  a mature  competent 
psychiatrist. 

Contact  or  send  CV  to: 

N.  Wilson,  MD 
1044  Kabel  Avenue 
Rhinelander,  WI  54501 
(715)  369-6433 


Equal  opportunity  employer. 
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Physicians  Exchange 

Continued 

ules  are  flexible.  Work  is  with  the  re- 
view of  medical  and  other  records  for 
the  evaluation  of  Supplemental  Security 
Income  Disability  claims.  No  patient 
contact  is  involved.  Resumes  will  also 
be  accepted  for  potential  future  open- 
ings in  other  medical  specialties  or  psy- 
chology, although  no  current  vacancies 
are  available.  For  further  details  contact: 
James  Twist,  Section  Chief,  Disability 
Determination  Bureau,  Department  of 
Health  and  Social  Services,  P.O.  Box  7886, 
Madison,  WI 53707-7886.  (telephone  608- 
266-3996)  1-2/94 

NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Family  Practice,  Internal  Medicine, 
Neurology,  Psychiatry,  and  Gastroen- 
terology to  establish  practices  in  a rec- 
reational, Northern  Michigan,  family- 
oriented  community.  Salary  guarantees 


DISSATISFIED  WITH 
YOUR  PRACTICE? 
OB/GYN,  FP,  IM,  GS,  PEDS,  etc. 


2700  Midwest  opportunities 
7500  throughout  the  U.S. 

We're  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic.  You 
don't  need  to  contact  numerous 
recruiters  we  can  place  you  any- 
where. Whether  you  want  better 
hospital  support,  facilities,  time 
off,  remuneration  or  lifestyle  we 
have  the  opportunity  for  you  in  a 
solo,  group,  or  employee  practice. 

WISCONSIN  NATIONAL 

Milwaukee  Indianapolis 

Sheboygan  Chicago 

Beloit  Pittsburgh 

Madison  Cincinnati 

Kenosha  Jacksonville 

Confidential  * References 

(No  cost  to  you  - our  clients  pay  all 
costs) 

The  Curare  Group,  Inc. 

(800)  880-2028,  FAX:  (812)  331-0659 
P.O.  Box  5642 

Bloomington,  IN  47407-5642 
(M-F  9:00-8:00,  Sat  12:00-5:00) 

10/93-9/94 


with  excellent  benefits.  Send  CV  or 
contact  Susan  Khoury,  Dickinson  County 
Memorial  Hospital  System,  400  Main 
St.,  Norway,  Michigan  49870.  800-236- 
3240.  2/94 

CHICAGO:  NORTHERN  SUBURBS  - 
Several  members  of  the  medical  staff  of 
Condell  Medical  Center  are  seeking 
associates  for  opportunities  in  family 
practice,  internal  medicine,  pediatrics 
and  OB/GYN.  Condell  is  a progressive 
community  hospital  centrally  located  in 
the  rapidly  expanding  far  northern  sub- 
urbs of  Chicago.  Our  growing  service 
area  features  all  the  amenities  of  family 
oriented  suburban  living,  including 
award  winning  school  systems,  with  easy 
access  to  Chicago.  Complementing  the 
hospital's  main  complex  are  a full  serv- 
ice health  club,  intergenerational  day 
care  center,  and  a conference  center.  For 
information,  contact  Susan  Kilpatrick, 
Physician  Outreach  at  (708)362-2905,  ext. 
5280  or  fax  materials  to  (708)362-1721. 

1-3/94 

OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Family  Practice, 
Pediatrics,  Pulmonology,  Orthopedic 
Surgery,  Emergency  Medicine,  and  Oto- 


Family  Practice  Opportunity 
Western  Wisconsin 


Ramsey  Clinic  Associates,  a 215 
multi-specialty  group  practice,  is 
seeking  a family  practice  physi- 
cian to  join  one  of  its  thriving 
branch  clinics  located  in  Baldwin, 
WI.  Ramsey  Clinic-Baldwin  is 
located  just  40  minutes  east  of 
downtown  St.  Paul,  MN.  This  well 
established  practice  currently  staffs 
four  family  practitioners  and  one 
certified  physicians  assistant.  Can- 
didates comfortable  doing  obstet- 
rics are  preferred.  We  offer  a 
competitive  salary  and  excellent 
benefits.  If  you  would  like  more 
information,  contact  Sue  Schettle, 
(612)  221-4230,  or  mail  your  cur- 
riculum vitae  to:  Ramsey  Clinic, 
Department  of  Professional  Serv- 
ices, 640  Jackson  Street,  St.  Paul, 
Minnesota  55101.  1-4/94 


laryngology.  Mercy  Medical  Center  has 
an  active  medical  staff  of  130  physicians 
in  all  medical  specialties.  Oshkosh  is  an 
attractive  community  of  55,000  people, 
located  on  the  shores  of  Lake  Winne- 
bago and  in  the  heart  of  Wisconsin's 
beautiful  Fox  River  Valley  (metro  area  of 
350,000  people).  University  of  12,000 
students.  Competitive  financial  pack- 
ages. Contact  Christopher  Kashnig; 
Mercy  Medical  Center;  631  Hazel  Street; 
Oshkosh,  WI  54902.  Call  414-236-2430. 
Fax  414-236-1312.  1-2/94 

MADISON,  WISCONSIN.  Family  Prac- 
tice (with  OB)  position  available  in  staff- 
model  HMO.  Excellent  salary  and  bene- 
fits, desirable  lifestyle.  Contact  Profes- 
sional Staff  Coordinator,  Group  Health 
Cooperative,  One  South  Park  St.,  Madi- 
son, WI  53715:  (608)251-4156.  GHCisan 
equal  opportunity/ affirmative  action 
employer.  1 2/  93-3/  94 

IMMEDIATE  OPENING.  One  Inter- 
nist or  Family  Practitioner  (Internist  pre- 
ferred) at  a 200  bed  acute  treatment 
psychiatric  hospital,  JCAHO  approved. 
Medicare  certified,  affiliated  with  the 
University  of  Iowa  Medical  College. 
FORTY  HOUR  WORK  WEEK.  NO 


PI'S  for  PSP2' 

fb  Practices  Seeking  Physicians 

tr  >1  Physicians  Seeking  Practices 

I.ocuni  Tenens  anil  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791*  Brookfield.  WI  53008-0791 

1-800-747-0606  (414)  784-9524 


Southern  Wisconsin:  Family 

practice  and  internal  medicine 
opportunities  available  in  metro- 
politan, suburban  and  rural  areas. 
Opportunities  include  multispe- 
cialty group,  community  hospital 
network,  teaching  and  managed 
care  setting.  Each  provides  six 
figure  salary  guarantee,  full  bene- 
fit package,  excellent  call  sched- 
ule. Must  be  BE/ BC  and  commit- 
ted to  providing  quality  care. 
Contact  John  Goff  at  1-800-236- 
7688  to  have  information  on  any 
of  these  practices  sent  to  you. 

12/93-2/94 
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NIGHT  OR  WEEKEND  ON  CALL.  Situ- 
ated in  picturesque  Northeast  Iowa  near 
large  cities  with  cultural  advantages. 
Ideal  for  family  living.  Golf  club,  hunt- 
ing and  fishing  area,  good  schools,  etc. 
Salary  to  $94,640.00.  State  law  protects 
employees  against  malpractice.  State 
pension  plan.  Unique  deferred  annuity 
plan.  Generous  sick  leave  and  vacation. 
Write  or  call  collect:  B.J.  Dave,  M.D., 
Superintendent,  Mental  Health  Institute, 
Independence,  Iowa  50644.  Telephone: 
319-334-2583.  AN  EQUAL  OPPORTU- 
NITY/ AFFIRMATIVE  ACTION  EM- 
PLOYER. 11-12/93  -4/94 

THE  WAUSAU  MEDICAL  CENTER  is 
seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  In- 
ternal Medicine,  Family  Medicine,  Gas- 
troenterology, Obstetrics  / Gynecology, 
Occupational  Medicine  and  Urology. 
Large  multi-specialty  group  located  in 
central  Wisconsin.  Competitive  salary 
(incentive  after  first  year).  Comprehen- 
sive benefit  package  including  malprac- 


FAMILY PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyle  of  call  every 
21-23  days  and  an  average  4 day 
work  week.  Just  20  minutes  north 
of  downtown  Minneapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  unlimited  array 
of  family,  cultural,  educational  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  and  partnership  po- 
tential after  one  year.  Please  re- 
spond with  CV  to: 

John  Pastorius,  MD 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

2/94 


tice  insurance,  flexible  benefit  plan  and 
profit  sharing.  Modem  facility  located 
directly  across  the  street  from  250-bed 
acute  care  facility.  The  area  is  ideal  for 
outdoor  enthusiasts  (including  large 
downhill  ski  area)  with  outstanding 
cultural  activities  year  round.  Write  or 
call  collect  David  K.  Aughenbaugh,  MD, 
Medical  Director,  Wausau  Medical  Cen- 
ter, 2727  Plaza  Drive,  Wausau,  Wiscon- 
sin 54401,  telephone  (715)  847-3235. 

2/ 93;TFN 

FAMILY  PRACTITIONER-INTER- 
NAL MEDICINE-OB/GYN-PEDI- 
ATRICIAN  to  join  progressive  13-phy- 
sician  group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 
and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI 54022  (715) 
425-6701.  c9tfn/91 

WISCONSIN:  Family  practitioner 

needed  by  a growing  practice  of  a four 
physician  group  in  a friendly  rural  com- 
munity in  Northeast  Wisconsin  near 
Green  Bay.  This  is  an  excellent  opportu- 


S.E.  WISCONSIN 

BC  Oncology  - BE  Hematology 
physician  looking  to  associate  with 
clinic  or  large  group  in  S.E.  Wis- 
consin area  on  a part-time  basis 
(to  start).  Excellent  C.V.  Contact: 
Barton-Collins,  Ltd.  c/o  Dan 
Collins,  9401  West  Beloit  Road, 
#312,  Milwaukee,  WI  53227;  ph 
414-541-6099.  2/94 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

2-4/94 


nity  to  join  an  established  organization. 
Highly  competitive  salary  with  benefits. 
Please  contact:  Artwich  Clinic,  Oconto 
Falls,  Wisconsin  54154.  9/93-4/94 

FAMILY  PRACTICE  PHYSICIAN 

needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwestern 
Wisconsin  community  of  8,000  with  serv- 
ice area  of  40,000,  located  on  the  door- 
step of  Wisconsin's  fabulous  lake  coun- 
try. Practice  medicine  in  a small  family- 
oriented  community  within  two  hours 
of  Minneapolis/St.  Paul.  Competitive 
salary  and  excellent  fringe  package.  Send 
CV  to  James  A.  Volk,  M.D.,  Medical 
Director,  PO  Box  3217,  Eau  Claire,  WI 
54702-3217;  ph  715-836-8552. 

12/93-3/94 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapolis/ 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FFS.  Highly  competi- 
tive salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  James  A.  Volk, 
MD,  Medical  Director,  PO  Box  3217, 
Eau  Claire,  WI  54702-3217;  ph  715-836- 
8552.  12/93-3/94 


For  Sale 


BUILDING  FOR  SALE: 

Wauwatosa,  corner  50'  X 124'  lot. 
Zoned  Medical.  Currently  dental 
office  - 864  sq.  ft.  plus  2nd  floor 
apt.  Approved  for  550  sq.  ft.  addi- 
tion and  9 stall  parking  lot.  Dr. 
Scheels  eves.  414-784-7742.  tfn 


Practice  for  Sale:  East  side  Mil- 
waukee physician  desires  to  sell 
his  primary  care-family  practice, 
near  hospital.  Good  patient  mix. 
Great  opportunity  for  dynamic 
person  to  purchase  goodwill,  pa- 
tient records,  medical  equipment. 
Contact:  Barton-Collins,  Ltd.,  c/o 
Dan  Collins,  9401  West  Beloit 
Road,  Suite  #312,  Milwaukee,  WI 
53227;  ph  414-541-6099.  1-3/94 
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Miscellaneous 


VACATION  IN  OUK. 
JAMAICA  VILLA. 
MAID,  COOK,  FOOL, 
BEACH,  TRANQUILITY. 
SLEEPS  8.  608-231-1003. 


Medical  Meetings-Continuing 
Medical  Education 


AMA 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 


Primary  Care  Update 
Utilization  and  Application  of 
Cardiology 
February  25  & 26, 1994 

Course  Directors: 

Dr.  M.  Wasiullah,  Dr.  J.  Leibsohn, 
Dr.  M.  Becker 

The  course  will  be  held  at  the 
Wyndham  Hotel  in  downtown 
Milwaukee  on  Feb.  25  and  26, 1994. 
This  one  and  a half  day  accredited 
course  is  designed  to  update  the 
primary  care  physician  on  the 
utilization  of  various  cardiology 
applications  - new  thrombolytic 
agents,  cardiogenic  syncope,  cur- 
rent concepts  in  the  treatment  of 
hypertension,  survival  post  MI, 
new  NCEP  lipid  guidelines,  office 
management  of  CHF,  treatment 
and  diagnoses  of  arrythmias,  role 
of  anticoagulants  in  DVT/atrial 
fib,  EKG  when  and  who. 

In  addition,  there  will  be  work- 
shops to  insure  good  application 
of  various  diagnostic  procedures  - 
EKG,  chest  X-ray,  stress  testing, 
imaging.  Included  in  this  course 
registration  is  daily  continental 
breakfast,  lunch  (with  guest 
speaker)  on  Friday,  and  CME 
credit.  Based  on  the  meeting  for- 
mat we  have  applied  for  16  hours 
of  AAFP  credit.  Price:  $50/ physi- 
cian; $25/  resident/intern. 

For  further  information  call  414- 
481-8400.  11-12/94-1-2/94 


Advertisers 

US  Air  Force 83 

Air  Force  Reserve  71 

American  Society  for  Laser 

Medicine  and  Surgery,  Inc 73 

AMA  Washington  DC  Meeting  45 
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Echocardiography 
Applications  for  the  1990's 

March  26,  1994 

Quality  Inn  - Airport,  Milwaukee,  WI 

Faculty:  David  McPherson,  M.D., 

Andrew  Weintraub,  M.D.,  Lonnie 
Edwards,  M.D.,  Jackie  Luther,  RDCS, 
Ruth  Cato,  RN,  RVT 

Course  Content:  TEE,  Stress  Echo, 

3 Dimensional  Cardiac  Reconstruction, 
Cerebrovascular  Ultrasonography 

Fifth  Annual  Conference 

Contact:  St.  Francis  Hospital, 
Educational  Services 
414-647-5009 


THIRTEENTH  ANNUAL 
OB  GYN  UPDATE 
Laparoscopic  Advances 
in  Gynecology 

April  15-  16,  1994 
Milwaukee,  Wisconsin 

Conference  Focus: 

Endoscopic  Treatment  of  Endometriosis 
LAVH  and  CISH  Procedures 
Bladdemeck  Suspension 

Contact:  St  Francis  Hospital 
Educational  Services 
414-647-5009 


Advertisers 

continued 

Performance  Enhancement  62 

Physicians  Insurance  Company 

of  Wisconsin BC 

Riverview  Clinic  53 

SMS  Services,  Inc IFC/47 


There  are  no  small 
victories  in  the  fight 
against  heart  disease. 


American  Heart  Association 

© 1992,  American  Heart  Association 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in  coop- 
eration with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling 
programs  in  conflict  with  others.  Hos- 
pitals, clinics,  specialty  societies,  and 
medical  schools  are  particularly  invited 
to  utilize  this  listing  service.  There  is  a 
nominal  charge  for  listing  of  Continu- 
ing Medical  Education  courses  at  the 
following  rates:  55  cents  per  word,  with 
a minimum  charge  of  $25.00  per  listing. 
All  listings  must  be  prepaid. 

BOXED  LISHNGS:  $30.00  per  column 
inch.  Listings  of  other  scientific  meet- 
ings will  be  included  at  the  discretion 
of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  is- 
sue is  due  by  July  1.  Address  commu- 
nications to:  Wisconsin  Medical  Jour- 
nal, Box  1109,  Madison,  WI  53701;  or 
phone  608-257-6781;  or  toll-free  1-800- 
362-9080. 

OTHER  MEEHNGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  Ameri- 
can Medical  Association. 
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trying  to  call  the  IRS  for  answers  to 


their  tax  questions^ 
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when  you’re  busy  dialing  our  special  toll-free  phone 
1-800 -TAX- 1040,  so  are  millions  of  other  taxpayers, 
means  you  may  have  a hard  time  getting  through  to  us. 


So  now  ^ here’s  our  first  piece  of  helpful  advice. Try  calling  between 
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8 and  10a.m.  ^Igpr  after  2:30  p.m.  And  when  you  call 
on  Wednesday,  V(  " jWursday  or  Friday,  you’ve 
greater  chance  of 

When  you  do,  we’ll 
sure  we’ve  given  you  a complete  answer  to  your  tax  question  and  that  you 
understand  it. 
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Believe  it  or  not, 
there  is  a good  time 
to  call  the  IRS. 
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But  it’s  a two-way  street.  You’ll  get  more  accurate  answers 
when  you  know  all  the  facts  about  your  tax  situation,  the 
name  of  any  IRS  publication  or  other  source  of  infor- 
mation you  used  to  find  the  answer  yourself,  and 
have  the  tax  form,  schedule  or  notice  you’re 
questioning  right  there  in  front  of  you  when 
you  call. 

So  if  you  have  questions,  don’t  hesi- 
tate to  call  1-800 -TAX- 1040.  But  remember, 
call  during  a good  time.  Because  we  want 
you  to  hear  good  advice.  Not  a busy  signal. 
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The  Future  is  Crystal  Clear. 


\po(r)-'fdr-mon(t)s\  : 


accomplishment;  efficiency;  the  fulfillment  of  a promise  or  request.  (Webster's  dictionary) 


In  the  rapidly  changing  world  of  health  care,  if  you're  not 
willing  or  able  to  change,  you'll  disappear.  At  PIC-Wisconsin, 
we're  already  changing  to  successfully  meet  the  new 
demands  of  our  insureds  as  alliances  between  physicians, 
clinics  and  hospitals  evolve. 

The  ability  to  succeed  despite  turmoil  and  uncertainty  in  the 
marketplace  is  PIC-Wisconsin's  legacy.  We  were  founded 
because  of  the  medical  professional  liability  crisis  of  the  late 
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70s  and  early  80s,  when  some  carriers  couldn't  adapt,  and 
pulled  out  of  the  market. 

No  matter  what  happens  in  health  care  reform,  look  to  PIC- 
Wisconsin  for  solutions.  We'll  be  here. 

It  all  amounts  to  performance.  At  PIC-Wisconsin,  we  define  it 
with  a capital  "P." 

8401  Greenway  Blvd.,  Suite  1101 
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Everyone  Out  Of  The  Pool! 

Worker’s  Compensation  Coverage 


That’s  what  some  Worker’s  Compensation  insurers  are  telling 
clinics  and  physicians  throughout  Wisconsin.  These  companies 
want  to  reduce  their  risk  by  eliminating  certain  classes  of 
employees  and  sizes  of  risk  from  their  Worker’s  Compensation 
pool.  In  your  case,  this  includes  physicians,  clinic  employees, 
and  related  medical  service  personnel. 

This  is  not  the  case  with  SMS  Insurance  Services  and  the 
Dodson  Group.  We  want  you  in  our  pool.  That’s  because 
SMS  Insurance  Services  and  the  Dodson  Group  specialize 


in  Worker’s  Compensation  coverage  for  the  medical 
community.  SMS  Insurance  Services  also  offers  Medical 
Professional  Liability,  a Professional  Office  Policy,  and 
umbrella  coverage.  Our  Worker’s  Compensation  program 
is  endorsed  by  the  State  Medical  Society. 

You  can  swim  with  the  sharks  or  come  where  your 
coverage  is  safe.  For  more  information  about  our  Worker’s 
Compensation  and  other  SMS  Insurance  Services  medical 
liability  programs,  contact: 


INSURANCE  SERVICES,  INC. 

Wisconsin  based  - physician  owned  - committed  to  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 
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Opinions 


President's  page 

We  have  very  good  friends  at  330  Lakeside 


As  I write  this,  my  year  as  presi- 
dent is  winding  down  or, 
more  accurately,  crescendo-ing  to  a 
fast  stop  on  April  14  when  I hand  off 
the  baton  to  Dr  Roberts.  Each  SMS 
president's  role  necessarily  varies 
with  the  immediate  needs  of  the 
Society,  daily  politics,  and  our 
unique  (to  use  a generous  term) 
personalities.  Some  presidents  may 
be  remembered  as  shining  meteors, 
others  as  steady  supports,  but  what- 
ever one-year  differences  we  bring 
to  the  SMS,  the  work  of  the  Society 
goes  splendidly  along,  with  only  a 
week  of  staff  exhaustion  after  the 
annual  meeting  to  make  a blip  on 
the  screen. 

SMS  members  who  have  had  the 
opportunity  to  work  with  our  staff 
know  firsthand  what  I'm  talking 
about.  Others  get  a good  idea  from 


reading  Medigram  and  the  Journal, 
from  attending  county  and  state 
society  meetings,  and  from  individ- 
ual contacts  such  as  a single  tele- 
phone call  requesting  advice. 

Our  SMS  staff  has  no  parallel  of 
which  I know  and  is  highly  respected 
among  medical  organizations  na- 
tionally. We  aren't  just  lucky  to  have 
these  people.  Our  dues  pay  their 
keep,  and  I can  tell  you  it's  worth 
every  dollar. 

I have  had  many  experiences  in 
the  past  year,  but  none  is  so  memo- 
rable as  my  comfortable  relation- 
ship with  SMS  employees.  I want 
every  member  of  the  Society  to  know 
how  important  these  people  are  to 
our  success  and  survival  as  Wiscon- 
sin physicians.  You  might  mention 
this  to  your  few  colleagues  who  are 
not  SMS  members.  A lot  of  what 


Pauline  M.  Jackson,  MD 


these  individuals  do  is  for  them  also. 

From  the  telephone  operator  to 
the  EVP,  from  the  cleaning  staff  to 
the  ghostwriters  (and  yes,  like  all 
busy  presidents,  some  of  our  output 
is  ghosted),  from  the  field  staff  (who 
rarely  sleep)  to  the  executive  secre- 
taries (all  the  secretaries  are  execu- 
tives—just  ask  those  for  whom  they 
labor),  and  on  and  on  through  the 
canyons  and  corridors  at  330  East 
Lakeside,  these  are  exceptional 
people  who  care  about  what  they 
do.  They  listen,  they  formulate,  they 
advise  when  asked  to  do  so,  but  they 
do  not  impose.  They  are  classy. 

I want  to  take  this  opportunity  to 
give  them  a big  vote  of  appreciation 
from  you  and  from  me.* 
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There  are  some  things  you  just 
can’t  do  from  a wheelchair. 


Like  traversing  a river.  Or  riding  a horse. 
Climbing  a tree.  Or  biking. 

And  Bridget  does  all  these  at 
an  Easter  Seal  Camp. 

She  may  use  a wheelchair,  but 
she’s  definitely  not  confined. 

Support  Easter  Seals. 

Give  the  power 
to  overcome. 


‘Easter 

Seals 

u* 


EVP  report:  the  view  from  here 
Taking  measure  of  the  new  AMA 


The  cover  story  for  this  edition 
of  the  WMJ  features  Neenah 
physician  Timothy  Flaherty,  MD, 
who  has  been  nominated  for  a seat 
on  the  AMA  Board  of  Trustees.  This 
seems  like  an  appropriate  time  to 
reflect  on  the  current  evolution  of 
our  national  organization. 

Perhaps  Dr  Flaherty  himself  pro- 
vides an  accurate  measure  of  the 
AMA's  health  and  vitality.  In  my  18 
years  of  service  to  medical  associa- 
tions, I have  rarely  seen  a Board  of 
Trustees  candidate  as  uniquely 
qualified  as  Dr  Flaherty.  Those  of 
you  who  have  kept  abreast  of  the 
AMA  over  the  past  couple  of  dec- 
ades know  that  this  is  no  small  trib- 
ute: past  president  of  the  SMS,  vice 
chair  of  the  AMP  AC  Board  of  Trus- 
tees, corporate  director,  and— above 
all— an  outstanding  citizen,  he  per- 
sonifies the  best  of  the  medical  pro- 
fession. If  elected,  he  will  bring  a 
strong  voice  to  the  effort  to  preserve 
medical  practice  for  those  who  will 
face  the  myriad  challenges  of  medi- 
cine's future. 

That  the  AMA  would  attract  men 
and  women  of  Dr  Flaherty's  caliber 
speaks  volumes  about  the  increas- 
ing caliber  of  the  AMA.  From  the 
grassroots  membership  to  the  Board 


of  Trustees,  to  Dr  Jim  Todd  and  his 
outstanding  staff,  the  AMA  is  a crea- 
ture of  renewed  vigor  and  commit- 
ment. 

Rising  to  the  challenge  of  health 
system  reform  has  been  a revitaliz- 
ing factor  for  the  association.  That 
challenge  has  been  well  met,  given 
the  number  and  strength  of  the  forces 
arrayed  in  the  debate.  The  essence 
of  this  latest  stage  of  AMA  evolu- 
tion, however,  lies  closer  to  home. 

It  is  you.  The  source  of  the  AMA's 
renewed  strength  is  found  primar- 
ily in  the  renewed  involvement  of 
physicians  from  Hurley  to  Houston 
and  the  enhanced  activities  of  every 
part  of  the  federation  of  organized 
medicine. 

It's  all  of  us  together.  And,  yes, 
the  AMA  represents  all  of  us,  re- 
gardless of  whether  we  actually  pay 
our  membership  dues.  Member  or 
not,  you're  represented  in  the  AMA 
by  both  your  SMS  delegation  and 
the  delegation  for  your  specialty 
society.  Member  or  not,  when  the 
AMA  speaks  the  nation  hears  it  as 
your  voice.  Member  or  not,  you  have 
reaped  the  benefits  of  the  AMA's  ex- 
traordinary work  in  these  extraor- 
dinary times. 

Actually,  for  a medical  society  of 


Tliomas  L.  Adams,  CAE 

only  8,000  members,  Wisconsin  phy- 
sicians have  remarkable  representa- 
tion and  an  impressive  record  of 
leadership  within  the  national  or- 
ganization. Currently,  Dr  Ken  Viste 
is  vice  chair  of  the  AMA  Council  on 
Legislation,  Dr  Kim  Scott  is  member 
and  former  chair  of  the  AMA  Coun- 
cil on  Long  Range  Planning  and  De- 
velopment, Dr  Kermit  Newcomer  is 
vice  chair  of  the  AMA  Council  on 
Medical  Service,  and  Dr  Haherty, 
now  running  for  the  Board  of  Trus- 
tees, is  secretary  of  the  AMPAC 
Board  of  Directors. 

So  Wisconsin— historically  the 
"little"  state  that  produces  the  big 
ideas— has  had  more  than  a little  to 
do  with  the  revival  of  the  AMA . Per- 
haps more  importantly,  Wisconsin 
will  have  the  opportunity  to  help 
shape  the  future  of  the  AMA  and  of 
the  profession.  You  will  no  doubt  be 
forgiven  if  you  indulge  in  a moment 
or  two  of  pride. ❖ 
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Letters 

Health  care,  rights  and  the  Wizard  of  Oz 


To  the  editor:  The  World  Health 
Organization,  in  the  early 
1940s,  defined  itself  as  guardian  of 
the  physical,  emotional,  and  mental 
well  being  of  all  people.  It  failed 
through  inability  to  understand  the 
competition  between  emotion  and 
reason  in  the  mind  of  man. 

This  is  being  repeated  in  the  pro- 
posal for  unlimited,  non-repealable 
health  care  insurance  for  every 
American,  discussed  by  legislators 
and  consumer  groups.  They  do  not 
see  this  as  the  Wizard  of  Oz:  Henry 
Morgan  replaced  by  a wizard  and 
wizardess;  its  site  moved  from  Kan- 
sas to  Arkansas,  and  Oz  to  Wash- 
ington; the  wicked  witches  played 
by  a Congress  "person"  from  the 
west,  suing  his  electorate  for,  by  law, 
preventing  his  "right"  to  re-election, 
and  a senator  from  the  east,  sup- 
porting everything  his  president  pro- 
poses. 

But  what  are  "health  care"  and 
"rights"?  Health  care  was  a term 
politicians  devised  about  50  years 
ago  as  a synonym  for  medical  and 
hospital  care,  while  rights  are  privi- 
leges governments  may  (not  must) 
grant  its  constituents. 

First,  can  there  be  a right  to  health 
care  if  there  is  no  possible  cure?  The 
first  medical  cure  for  any  disease 
since  man  trod  the  earth  occurred  in 
the  mid  1930s.  It  was  a political  non- 
issue until  cure  made  it  one. 
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Second,  the  first  curative  drug 
developed  was  a German  aniline 
dye  substitute  for  vegetable  dyes, 
not  as  a medical  cure.  I first  saw  its 
medical  use  in  1938,  while  a third- 
year  medical  resident. 

It  was  a medical  cure  miracle, 
which  raised  a third  question:  Why 
is  it  a right  confined  to  Americans, 
not  Germans,  or  to  everyone,  since 
its  use,  and  the  lives  saved,  caused 
both  destructive  overpopulation  and 
exhaustion  of  the  planets  finite  re- 
sources? 

Fourth,  why  should  the  wizard 
and  mate,  who  first  dampened  a 
diaper  some  10  to  15  year  later,  be 
the  prescient  discoverers  of  this 
"right"  denied  only  their  electorate? 

Fifth,  why,  instead  of  extending 
health  care  as  defined  by  the  WHO, 
do  they  grant  only  "medical  and 
hospital  care  insurance,"  paying  no 
attention  to  its  precursors  of  slum 
eradication;  jobs;  family  cohesion- 
clean,  friendly  neighborhoods;  two- 
parent  families;  religious  indoctri- 
nation; and  personal  and  commu- 
nity pride? 

Without  these  precursors  to 
medical  care,  can  there  be  improved 
health?  Instead  will  it  not  result  in 
waste  of  resources  destroying  all 
multicellular  life  in  a tragedy  as  great 
as  the  extinction  of  the  dinosaur? 
Not  first  resolving  these  questions 
negates  use  of  the  sophisticated  and 
expensive  emergency  room  care  now 
legislatively  mandated  of  hospitals 
to  replace  personal  medical  care  in 
those  people  politicians  claim  have 
no  medical  care. 

Darwin  speculated  for  years  on 
the  origin  of  the  species,  then  con- 
cluding the  trial  and  error  of  evolu- 
tion was  a logical  answer,  not  re- 
placing, but  explaining  the  belief  of 
a creator,  called  evolution  or  God. 
What  was  not  appreciated,  were  the 
relationships  in  his  postulates,  such 


as  life  emerging  from  a single  cell 
living  in  sea  water  nurturing  it, 
slowly  increasing  into  cell  clusters, 
then  differentiating  into  functional 
groups  as  organs,  forming  the  com- 
plex multicellular,  sea  and  land  liv- 
ing organisms  of  today. 

This  course  is  documented  in  the 
dictum  that  phylogeny  (racial  his- 
tory), repeats  ontogeny  (the  life  cycle 
of  organisms),  demonstrated  in  em- 
bryology, (the  microscopic  study  of 
developing  multicellular  life).  Dar- 
win thought  that  such  complex  sys- 
tems of  cells  needed  a communica- 
tion network  termed  the  central 
nervous  system,  integrating  the 
functions  of  this  creation  for  species 
protection.  It  required  a center 
termed  "emotion"  in  the  mid-brain. 

But  species  protection  often  was 
misused  as  personal  protection  with 
conflicting  aims,  requiring  another 
center  termed  "reason"  in  the  fore- 
brain, less  powerful  but  more  selec- 
tive, ameliorating  without  destroy- 
ing the  first. 

Not  recognizing  these  compet- 
ing functions  of  "emotion,"  such  as 
love,  hate,  anger,  lust,  prejudice  and 
greed,  and  "reason"  or  thought  in 
its  effort  to  curb  them,  are  the  source 
of  world  conflicts  and  constitute  the 
real  problems  for  survival  of  life. 

At  issue  is  seeing  the  difference 
between  responsibility  to  others, 
expressed  as  reason  controlling 
greed,  and  the  fallacy  in  " the  right  to 
health  care  for  all  Americans"  not 
correcting  the  deteriorating  educa- 
tion system  and  slums,  the  breeding 
ground  of  the  problem.  Rather,  it 
adds  to  greed  by  acceptance  of  a 
"made  in  the  USA  right  to  medical 
and  hospital  care  insurance,"  the 
failure  for  a politically  perceived 
medical  problem,  substituting  greed 
for  reason. 

— Howard  Correll,  MD 
Arena  ❖ 
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WMJ  article  on  carpal  tunnel  release  inspires  discussion 


To  the  editor:  As  a fellowship- 
trained  orthopaedic  hand 
surgeon  I read  with  interest  the  re- 
cent article  in  the  WMJ  titled,  "A 
comparison  of  endoscopic  and  open 
carpal  tunnel  release"  (Wis  Med 
/.1993;92(12):675-677).  Because  your 
journal  is  read  by  a wide  variety  of 
physicians,  many  of  whom  are  not 
familiar  with  the  endoscopic  tech- 
nique of  carpal  tunnel  release,  I be- 
lieve that  several  comments  about 
the  article  are  warranted  so  as  to 
avoid  inappropriate  impressions  by 
your  readers. 

First,  it  should  be  emphasized 
again  that  the  study  by  Dr 
McDonough  and  Dr  Gruenloh  was 
a retrospective  study  comparing 
open  carpal  tunnel  cases  with  endo- 
scopic cases.  There  is  no  mention  in 


the  report  of  any  randomization  of 
patients,  etc.  Therefore,  concerns 
arise  as  to  how  the  patients  were 
selected  for  the  two  different  treat- 
ment options.  Most  experienced 
surgeons  who  deal  with  carpal  tun- 
nel syndrome  extensively  often  will 
be  able  to  predict  in  many  cases 
which  patients  will  tend  to  take 
longer  to  recover  than  others,  even 
before  the  surgical  procedure  is 
undertaken.  Therefore,  in  addition 
to  the  inherent  limitations  of  a retro- 
spective study,  significant  unin- 
tended biases  can  be  introduced  in  a 
study  that  is  not  a prospective  ran- 
domized study. 

The  second,  and  more  important 
concern  I have  regarding  this  study, 
is  that  of  the  reported  complications. 
It  is  noted  that  in  each  treatment 


group  (open  release  v endoscopic 
release)  one  patient  had  recurrence 
of  symptoms  postoperatively 
though  only  in  the  endoscopic  group 
did  the  patient  require  re-operation. 
It  should  be  noted  that  aside  from 
the  one  case  of  reported  recurrent 
symptoms  following  open  surgical 
release  (subsequently  treated  non- 
operatively)  surgical  release  group, 
ie,  there  were  no  nerve  lacerations, 
no  tendon  lacerations,  etc. 

In  contrast,  in  the  endoscopic  re- 
lease group  there  was  reported  to  be 
a patient  with  persistent  paresthe- 
sias along  the  radial  border  of  the 
ring  finger  and  ulnar  border  of  the 
middle  finger  at  20  months  follow- 
up. This  clearly  represents  injury  to 
the  third  common  digital  nerve  (a 
Continued  on  next  page 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


Diners  Club 


5518  University  Avenue,  Madison  • Open  Daily  at  5:00 


Wisconsin  Medical  Journal  • March  1994 


103 


Continued  from  preceding  page 
branch  of  the  median  nerve).  Since 
there  has  been  no  improvement  at 
20  months  follow-up,  this  nerve 
dysfunction  may  represent  a partial 
laceration  to  the  nerve.  (Common 
digital  nerve  lacerations  are  well 
known  potential  complications  of 
endoscopic  carpal  tunnel  release.) 
Also,  there  is  the  previously  men- 
tioned patient  who  required  re- 
operation 18  months  following  the 
initial  endoscopic  release.  And  fi- 
nally, though  not  mentioned  in  the 
results,  but  rather  in  the  discussion 
section,  there  is  the  brief  description 
of  a patient  who  sustained  a lacera- 
tion of  one  of  the  flexor  tendons  to 
the  little  finger  during  endoscopic 
carpal  tunnel  release.  Therefore,  in 
total  there  were  three  significant 
complications  from  the  endoscopic 
technique.  In  my  experience  such  a 


rate  is  extremely  high  and  would 
not  be  typical  for  the  complication 
rate  in  open  carpal  funnel  release 
surgery. 

These  complications  should  be 
kept  in  mind  when  surgeons  con- 
template pursuing  the  endoscopic 
technique.  There  are  even  other  more 
significant  complications  associated 
with  endoscopic  carpal  tunnel  sur- 
gery which  have  been  reported  in 
significant  numbers  around  the 
country.  In  my  opinion,  and  the 
opinion  of  many  other  hand  sur- 
geons, the  reported  decreased  time 
lost  from  work  with  the  endoscopic 
technique  does  not  justify  its  utiliza- 
tion in  most  patients.  In  contrast  to 
other  endoscopic  procedures  (ie, 
abdominal  operations),  endoscopic 
procedures  in  the  carpal  tunnel 
provide  less  visualization  of  the 
pertinent  anatomy  than  that  of  an 


open  procedure.  This  is  important 
in  carpal  tunnel  release  surgery  since 
in  a number  of  individuals  open 
visualization  is  the  only  factor  which 
allows  the  surgeon  to  determine 
whether  or  not  concomitant  proce- 
dures (ie,  flexor  tenosynovectomy) 
should  be  pursued  at  the  time  of 
surgery  so  as  to  minimize  the  chance 
for  recurrence  of  the  carpal  tunnel 
syndrome  in  the  future. 

Therefore,  in  my  opinion,  the 
conclusion  in  the  article  by 
McDonough  and  Gruenloh  that  the 
endoscopic  technique  for  release  of 
the  transverse  carpal  ligament  is  "a 
safe  and  effective  treatment  for  car- 
pal tunnel  syndrome"  is  not  justi- 
fied by  the  data  presented.  Rather, 
the  data  presented  suggest  just  the 
opposite  conclusion.  In  light  of  the 
broad  readership  of  the  WMJ  I be- 
lieve that  the  conclusions  in  the  ar- 
ticle may  mislead  physicians  who 
treat  carpal  tunnel  syndrome  on  an 
occasional  basis  into  recommend- 
ing or  performing  surgery  which 
has  greater  risk  and  potential  com- 
plications. 

Finally,  it  should  be  appreciated 
that  in  the  hand  surgery  literature 
there  are  numerous  recent  articles 
concerning  endoscopic  carpal  tun- 
nel release,  both  for  and  against  this 
procedure.  Unfortunately,  many  of 
the  largest  studies  to  date  have  been 
carried  out  by  individuals  who  have 
direct  financial  ties  to  the  equip- 
ment used  in  this  technique.  There- 
fore, even  studies  with  large  num- 
bers must  be  interpreted  with  cau- 
tion. Perhaps  the  most  honest  and 
telling  story  of  this  new  technique 
was  a recent  informal  poll  of  a large 
number  of  hand  surgeons  at  the  1992 
annual  meeting  of  the  American 
Society  for  Surgery  of  the  Hand. 
Although  approximately  half  of  the 
surgeons  in  attendance  were  per- 
forming this  endoscopic  technique 
on  their  patients,  when  asked 
whether  or  not  they  would  have 
endoscopic  v open  release  if  they 
themselves  had  carpal  tunnel  syn- 
drome, approximately  90%  of  the 
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surgeons  in  attendance  (including 
myself)  stated  that  they  would  have 
the  release  done  in  the  standard  open 
fashion  and  not  endoscopically. 
—John  J.  Siegert,  MD,  MS,  FACS 
Whitefish  Bay* 

The  author  responds 

We  appreciate  the  opportunity  to 
respond  to  the  thoughtful  comments 
of  Dr  Siegert. 

Patients  were  not  selected  for  the 
endoscopic  or  open  treatment 
groups  because  we  could  predict 
that  a particular  patient  would  have 
a long  or  short  recovery.  We  en- 
deavored to  eliminate  selection  bias 
by  studying,  all  of  the  107  carpal 
tunnel  release  procedures  we  per- 
formed between  September  1990  and 
March  1992. 

The  first  50  consecutive  carpal 
tunnel  release  procedures  of  these 
107  cases  were  performed  open,  and 
the  next  57  consecutive  carpal  tun- 
nel procedures  were  performed 
endoscopically.  Seven  of  the  endo- 
scopic group  were  excluded  because 
they  were  converted  to  open  proce- 
dures due  to  poor  visualization  of 
the  transverse  carpal  ligament.  The 
57  endoscopic  procedures  represent 
the  first  57  endoscopic  carpal  tunnel 
release  procedures  performed  by  the 


author  (JWM).  The  author  has  20 
years  of  experience  performing  open 
carpal  tunnel  release. 

Our  paper  addresses  three  com- 
plications in  the  endoscopic  group, 
a 6%  complication  rate.  This  com- 
pares favorably  with  the  published 
rate  of  complications  (5%  to  15%) 
using  the  open  technique  of  carpal 
tunnel  release.1'3  This  6%  complica- 
tion rate  occurred  during  the  steep- 
est phase  of  our  learning  curve  for 
the  endoscopic  technique. 

Since  March  1992,  we  have  per- 
formed approximately  150  addi- 
tional endoscopic  carpal  tunnel  re- 
lease operations  without  known  in- 
complete release,  nerve,  tendon  or 
vessel  complication. 

We  agree  with  Malek  who  re- 
cently analyzed  the  complications 
of  10,624  cases  of  endoscopic  carpal 
tunnel  release  performed  by  265 
surgeons.  Malek  concluded  that  the 
endoscopic  complication  rate  is 
comparable  to  open  conventional 
carpal  tunnel  release.4 

We  believe  that  our  data  and  the 
data  presented  by  others  support 
the  conclusion  that  the  endoscopic 
technique  for  release  of  the  trans- 
verse carpal  ligament  is  a safe  and 
effective  treatment  for  carpal  tunnel 
syndrome  and  that  the  post-opera- 
tive morbidity  and  time  lost  from 


work  is  decreased  by  the  endoscopic 
method.5"8 

The  concerns  raised  by  Dr  Siegert 
are  important  and  very  real.  This 
new  endoscopic  technique  for  the 
management  of  a common  entrap- 
ment neuropathy  is  controversial 
and  associated  with  a significant 
learning  curve.  It  is  not  for  every 
surgeon  and  not  for  every  patient. 
-John  W.  McDonough,  DO 
Wisconsin  Rapids 
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Editor's  note 

It  is  obvious  from  his  letter  that 
Dr  Siegert  does  not  embrace  endo- 
scopic technique  for  release  of  car- 
pal tunnel. 

He  is  quite  right  in  that  the  study 
was  not  randomized  and  was  retro- 
spective, and  I agree  entirely  that 
scientific  validity  is  more  certain  in 
a prospective,  randomized  trial.  I 
was  astounded,  therefore,  by  Dr 
Siegert's  presentation  of  such  anec- 
dotal evidence  as  a show  of  hands  at 
some  meeting  as  a reason  to  aban- 
don the  endoscopic  approach.  I 
would  remind  him  that  the  show  of 
hands  did  not  yield  a unanimous 
vote.  I would  also  remind  him  that 
the  American  Society  for  Hand  Sur- 
gery, for  all  its  strengths,  is  not 
omniscient  regarding  surgery  of  the 
hand. 

I would  also  caution  Dr  Siegert  to 
avoid  statements  such  as  "unfortu- 
nately many  of  the  largest  studies  to 
date  have  been  carried  out  by  indi- 
viduals who  have  direct  financial 
ties  to  equipment  used  in  this  tech- 
nique," for  he  may  one  day  be  asked 
to  prove  it. 

Dr  Siegert  is  also  highly  critical  of 
the  complication  rate  following 
endoscopic  procedure:  "In  my  ex- 
perience such  a rate  is  extremely 
high  and  would  not  be  typical  for 
the  complication  rate  of  open  carpal 
tunnel  release  surgery."  It  would  be 
much  more  illuminating  for  him  to 
publish  his  series.  Without  this  in- 
formation, his  criticism  becomes 
similar  to  a tinkling  bell  in  the  ether 
of  the  universe. 

—Richard  Sautter,  MD 
medical  editor* 
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You  Have  Cancer 

In  1913,  90%  of  the  people 
who  heard  this  died. 

you  Have  Cancer 

In  1930,  85%  of  the  people 
who  heard  this  died. 

You  have  Cancer 

In  1950,  78%  of  the  people 
who  heard  this  died. 

YOU  HAVE  CANCER 

In  1970,  68%  of  the  people 
who  heard  this  died. 
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You  Have  Cancer 

In  1992,  50%  of  the  people 
who  hear  this  will  survive. 


"You  have  cancer”  is  no  longer  a death  sentence.  And 
it’s  your  contributions  that  are  making  the  difference.  But 
there’s  still  a long  way  to  go  before  the  pain  and  suffering 
are  gone  forever. 

Remembering  the  American  Cancer  Society  in  your  will 
helps  us  carry  on  the  fight.  So  call  1-800- ACS-2345  for 
our  free  Will  Information  Kit.  Together  we  can  make  cancer 
a thing  of  the  past. 
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Experience  with  macroscopic  vasectomy  reversal 
at  the  Medical  College  of  Wisconsin 


Douglas  M.  Dewire,  MD,  and  Russell  K.  Lawson,  MD,  Milwaukee 

Thirty-two  men  underwent  vasectomy  reversal  using  loupe  magnification 
at  the  Medical  College  of  Wisconsin  between  1984  and  1991.  Semen  analy- 
sis and  pregnancy  data  were  available  for  27  of  them,  and  sperm  were 
present  in  the  ejaculate  of  24,  representing  a patency  rate  of  89%.  Preg- 
nancy was  established  by  11,  for  a pregnancy  rate  of  41%.  These  results 
suggest  that  vasovasostomy  using  loupe  magnification  provides  accept- 
able rates  of  patency  and  pregnancy,  although  the  pregnancy  rate  appears 
to  be  somewhat  lower  than  that  reported  for  microsurgical  repair.  The 
lower  cost  of  macroscopic  vasectomy  reversal  may  outweigh  the  potential 
statistical  advantages  for  some  couples.  Wis  Med  /.1994;93(3):107-109. 


Vasectomy  reversal  has  become 
increasingly  common  in  urol- 
ogic  practice  over  the  past  two  dec- 
ades. Several  techniques  of 
vasovasostomy  have  been  described. 
These  are  best  categorized  as  either 
macroscopic  or  microscopic.  The 
results  from  series  using  these  quite 
different  approaches  are  surpris- 
ingly similar.1-3  Thus,  the  debate 
surrounding  macroscopic  and  mi- 
croscopic repairs  continues. 

Those  experienced  with  micro- 
surgical  vasectomy  reversal  have 
emphasized  the  need  for  frequent 


From  the  department  of  urology  at  the 
Medical  College  of  Wisconsin,  Milwau- 
kee. Reprint  requests  to:  Douglas  M. 
Dewire,  MD,  Medical  College  of  Wis- 
consin, Froedtert  Memorial  Lutheran 
Hospital,  9200  W Wisconsin  Ave,  Mil- 
waukee, WI  53226.  Copyright  1994  by 
the  State  Medical  Society  of  Wisconsin. 


use  of  these  skills  to  maintain  one's 
surgical  expertise  in  this  area.  Since 
microsurgical  skills  are  vastly  dif- 
ferent from  those  employed  in  the 
usual  scope  of  the  urologic  practice, 
the  technically  simpler  macroscopic 
vasovasostomy  has  maintained  its 
position  in  the  stock  of  surgical  skills 
of  many  urologists. 

The  current  retrospective  study 
was  undertaken  in  an  attempt  to 
determine  the  expected  results  for 
the  urologist  performing  vasovasos- 
tomy infrequently  (once  every  3 or  4 
months)  as  compared  to  the  infertil- 
ity specialist  performing  the  proce- 
dure weekly. 

Methods 

Thirty-two  men  underwent  vasec- 
tomy reversal  using  2.0x  to  4.0x  loupe 
magnification  at  the  Medical  Col- 
lege of  Wisconsin  between  1984  and 
1991.  The  mean  patient  age  was  36 
years  (range  28  to  49  years).  The 


mean  interval  from  vasectomy  to 
reversal  was  6.4  years  (range  1 to  18 
years). 

All  procedures  were  performed 
on  an  outpatient  basis,  using  local 
anesthesia  with  intravenous  seda- 
tion. Anastomoses  were  completed 
without  stents  using  a modification 
of  the  technique  described  by  Mid- 
dleton.4 Briefly,  two  8-0  nylon  su- 
tures were  placed  from  the  lumen 
through  the  entire  thickness  of  the 
vas  180°  apart.  These  were  followed 
by  four  to  six  interrupted  7-0  or  8-0 
nylon  sutures  approximating  the 
outer  muscular  portion  of  the  vas 
deferens. 

Patients  were  allowed  to  resume 
their  normal  activity  after  3 to  5 
days,  depending  on  their  level  of 
comfort.  They  were  asked  to  abstain 
from  sexual  intercourse  for  3 weeks. 
A semen  analysis  was  obtained  1 to 
3 months  post-operatively. 

The  medical  record  of  each  pa- 
tient was  reviewed  to  determine  data 
for  semen  quality.  Patients  were  con- 
tacted by  telephone  to  determine 
pregnancy  status  as  of  July  1993. 

Results 

Outcome  assessment  including 
semen  analysis  and  pregnancy  data 
were  available  for  27  of  the  32  men 
(84%)  who  underwent  vasectomy 
reversal  at  our  institution  between 
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Relationship  between  post-operative  semen  quality  and  pregnancy  outcome 
for  men  undergoing  loupe  vasovasostomy  at  the  Medical  College  of  Wisconsin 
(N-23). 


Semen  quality* 


No.  of  men(%) 


Pregnancy  rate  (%) 


Fertile  5 (22) 

Subfertile  15  (65) 

No  sperm  present  3 (13) 


3/5  (60) 
6/15  (40) 
0/3  (0) 


* As  determined  by  WHO  guidelines  for  count,  motility,  and  morphology. 


1984  and  1991.  Sperm  were  present 
in  the  ejaculate  of  24  men,  represent- 
ing a patency  rate  of  89%.  Eleven 
men  (41%)  established  pregnancies 
during  the  study  interval. 

A complete  semen  analysis  in- 
cluding sperm  count,  percent  motil- 
ity, and  morphology  was  performed 
by  our  laboratory  in  23  patients. 
Semen  quality  was  determined  ac- 
cording to  World  Health  Organiza- 
tion standards  for  normal.5  Specifi- 
cally, these  criteria  include:  a count 
of  at  least  20  million  sperm/ mL, 
progressive  motility  of  at  least  50%, 
and  30%  or  more  morphologically 
normal  forms.  Five  men  (22%)  had 
normal  postoperative  semen  qual- 
ity in  all  three  parameters.  Fifteen 
(65%)  men  were  subfertile  in  one  or 
more  parameters.  Three  patients 
(13%)  had  no  sperm  present  in  the 
ejaculate. 

When  pregnancy  outcome  was 
stratified  according  to  semen  qual- 
ity, 60%  (3  of  5)  of  the  men  with 
normal  post-operative  semen  analy- 
ses established  a pregnancy,  while 
40%  (6  of  15)  of  the  patients  with 
subfertile  semen  quality  produced 
pregnancies.  This  data  is  summa- 
rized in  the  accompanying  table. 
Discussion 

Approximately  1 million  men  un- 
dergo vasectomy  in  the  United  States 
each  year.6  Lee  has  estimated  that  1 
of  every  500  men  undergoing  vasec- 
tomy will  at  some  point  in  their  lives 
desire  reversal.2  With  ever-rising 
rates  of  divorce  and  remarriage,  the 
number  of  men  requesting  vasec- 
tomy reversal  will  undoubtedly  rise 
as  well. 

A strength  of  the  current  study  is 
the  excellent  follow-up,  with  out- 
come data  available  for  84%  of  pa- 
tients. A primary  criticism  of  previ- 
ously reported  series  of  vasectomy 
reversal  has  centered  around  pa- 
tient follow-up,  with  17%  to  59%  of 
patients  failing  to  return  post-op- 
eratively.3-4  This  problem  has  been 
attributed  to  the  relatively  mobile 
population  presenting  for  vasectomy 
reversal. 


In  the  evolution  of  vasectomy 
reversal,  two  divergent  surgical 
strategies  have  emerged:  namely, 
macroscopic  repair,  and  microsur- 
gical  repair.  A potential  advantage 
of  macroscopic  repair  is  lower  cost 
to  both  the  patient  and  the  surgeon. 
Specifically,  macroscopic  repair  can 
be  done  safely  on  an  outpatient  basis 
using  local  anesthesia,  thereby 
avoiding  anesthesia-related  charges. 
Performing  the  procedure  in  a sur- 
gical center  or  clinic  could  further 
reduce  the  direct  cost  to  the  patient. 
Because  operating  microscopes 
range  in  cost  from  $50,000  to  more 
than  $100,000,  the  potential  savings 
to  the  surgeon  and  the  hospital  of- 
fering macroscopic  vasectomy  re- 
versal are  significant  as  well. 

The  primary  advantage  of  micro- 
surgical  vasectomy  reversal  has  been 
superior  results.  Fenster1  and  Lee2 
have  compared  their  results  for 
macroscopic  and  microscopic 
vasovasostomy.  Patency  rates  range 
from  84%  to  90%  for  macroscopic 
repair,  and  from  90%  to  96%  with 
microsurgical  repair.  The  Vasovasos- 
tomy Study  Group  reported  an 
overall  patency  rate  of  86%  for  mi- 
crosurgical vasectomy  reversal.7  Our 
89%  patency  rate  supports  the  con- 
tention that  sperm  are  likely  to  be 
found  in  the  ejaculate  after 
vasovasostomy,  no  matter  what 
technique  is  used  to  accomplish  the 
repair. 

Pregnancy  rates  following  macro- 
scopic vasectomy  reversal  have 


ranged  from  36%  to  53%.38  The 
overall  pregnancy  rate  for  micro- 
surgical  repair  reported  by  the 
Vasovasostomy  Study  Group  was 
52%. 7 A direct  statistical  compari- 
son between  the  reported  series  is 
impossible,  but  the  published  data 
do  support  the  contention  that  mi- 
crosurgical repair  offers  a slightly 
greater  likelihood  of  pregnancy  as 
compared  to  macroscopic  repair. 12'7 
Nevertheless,  the  potential  cost 
advantages  of  macroscopic  repair 
could  outweigh  the  statistical  ad- 
vantages of  microsurgical  repair  for 
some  couples. 

We  believe  that  vasovasostomy 
using  loupe  magnification  provides 
acceptable  rates  of  patency  and  preg- 
nancy as  compared  to  microsurgical 
repair,  although  the  pregnancy  rate 
appears  to  be  slightly  better  with 
microsurgery.  Because  of  the  poten- 
tial cost  benefits  to  both  the  patient 
and  the  surgeon,  as  well  as  the  rela- 
tive simplicity  of  the  technique, 
macroscopic  vasovasostomy  will 
continue  to  play  a role  in  the  man- 
agement of  post-vasectomy  male 
infertility. 
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V American  Heart  Association 


The  surgeon,  needle-sticks,  and  HIV 


This  review  article  looks  at  needle-stick  injuries  and  human  immunodefi- 
ciency virus  (HIV)  conversion  from  a surgical  perspective.  Is  the  risk  high 
or  low?  That  depends  on:  the  rate  of  HIV  in  your  patients  (varies  by 
region);  the  likelihood  of  getting  injured  (varies  by  specialty);  and  the 
HIV  conversion  rate  from  the  injury  (an  elusive  number  that  varies  with 
the  injury).  The  current  literature  was  reviewed  to  see  how  risky  surgery 
currently  is.  This  leads  us  to  speculate  on  the  HIV  risks  of  the  near  future. 
Wis  Med  J. 1994;93(3):109-113. 


Donald  H.  Kranendonk,  MD,  Wausau 


This  article  is  a literature  review 
of  surgical  needle-stick  prob- 
lems. It  is  written  from  a surgeon's 
perspective  and  addresses  HIV 
concerns  and  possible  surgical  tech- 
nique and  equipment  changes. 

The  risk  of  sero-conversion  from 
performing  even  a single  operation 
on  an  infected  patient  is  calculated 
to  be  10  times  the  "accepted"  annual 
occupational  risk  for  a fatal  injury.1 
"Becoming  seropositive  for  HIV  is 
the  equivalent  of  death."1  Working 


Dr  Kranendonk  has  developed  a needle 
guard-the  Kranendonk  Point  Guard— 
to  be  used  for  safety  by  surgeons.  Nei- 
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on  a Louisiana  oil  rig  is  currently 
one  of  the  most  hazardous  occupa- 
tions for  fatal  injuries.1  "The  risk  to 
the  surgeons  from  performing  25 
operations  on  infected  patients  is 
approximately  272  in  100,0007  The 
risk  of  fatal  injury  in  the  course  of  1 
year's  work  on  a Louisiana  oil  rig  is 
between  188  and  283  per  100,000. 'M 
Surgeons,  therefore,  are  at  equal  or 
greater  risk  of  death  than  oil  work- 
ers on  a Louisiana  rig. 

Surgeons  have  a very  dangerous 
occupation,.2  3 and  by  the  standards 
applied  to  certain  other  public  health 
concerns,  the  risks  for  HIV  infection 
are  high.  For  example,  one  provi- 
sion of  the  Clean  Air  Bill  proposed 
to  shut  down  any  industrial  plant 
emitting  a substance  that  caused  a 
cancer  risk  higher  than  1 in  10,000  to 
the  most  exposed  individual.1  If  no 
worker  in  the  chemical  or  nuclear 
industry  is  expected  to  endure  a risk 
of  cancer  greater  than  1 in  10,000, 


how  can  health  care  workers  be 
required  to  assume  a higher  risk  of 
HIV  infection?4 

There  is  no  moral  imperative  to 
assume  a risk  that  might  be  reduced 
by  the  employment  of  additional 
safety  measures  such  as  HIV  test- 
ing. It  is  frequently  stated  that 
medical  work  has  always  been  haz- 
ardous and  that  the  risks  are  (or 
should  be)  freely  accepted  by  all 
who  choose  this  profession.  In  this 
sense,  AIDS  is  considered  to  be  the 
same  as  tuberculosis,  plague,  and 
other  infectious  diseases;  but  it  is 
different  in  the  sense  that  ordering 
diagnostic  tests,  labeling  specimens, 
and  placing  isolation  signs  may  be 
contraindicated  for  AIDS,  while 
required  for  tuberculosis,  varicella 
zoster,  hepatitis,  methicillin-resis- 
tant  S. aureus  infections,  and  other 
diseases.1 

HIV  should  be  treated  like  any 
other  infectious  disease.  When  care- 
givers are  at  risk  because  of  an  in- 
jury or  an  anticipated  high  risk  pro- 
cedure, patients  should  be  tested 
regardless  of  whether  they  are  sus- 
pected of  having  high-risk  behav- 
ior. Workers  can  then  protect  them- 
selves in  the  best  possible  way.1 

If  you  get  exposed  to  too  much 
radiation,  you  just  die.  If  you  get 
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exposed  to  HIV,  however,  the  pub- 
lic health  effects  are  different.  If  one 
person  infects  one  other  person  per 
year,  and  each  of  the  infected  con- 
tacts also  transmits  the  disease  to 
one  person  per  year,  the  result  would 
be  1,024  cases  at  the  end  of  10  years.1 

In  two  studies,  63%  and  65%  of 
the  HIV  seropositive  patients  were 
unaware  of  their  HIV  infection  be- 
fore hospital  admission.5  Testing 
would  identify  the  majority  of  these 
HIV  patients  and  help  them  to  ob- 
tain early  treatment.6  Recently,  sev- 
eral AIDS  experts  have  advocated 
routine  testing  of  high-risk  groups 
to  allow  early  institution  of  ther- 
apy.6 Hospital  admissions  certainly 
should  have  a higher  return  for  HIV 
testing  than  the  general  public.  The 
CDC  recommends  we  offer  HIV 
counseling  and  voluntary  testing 
services  to  patients  at  risk.5 

Most  authorities  have  argued 
against  routine  testing  of  patients 
pre-operatively  for  HIV  because  it 
would  not  prevent  or  reduce  the 
risks  of  infection  to  health  care  work- 
ers.6 Most  authorities  argue  that  the 
risk  from  a single  needle-stick  is  low, 
but  surgeons  are  interested  in  their 
lifetime  risk  of  infection.6  Cumula- 
tive risk  of  HIV  infection  for  the 
average  surgeon  now  ranges  from  1 
in  5 to  1 in  100. 7 

Arguments  against  testing  are 
that  patients  tested  between  the  time 
they  become  infected  and  the  devel- 
opment of  antibodies  might  be 
missed.6  There  is  also  a question  of 
enough  time  to  test  patients  having 
emergency  operations.  Finally,  while 
highly  accurate,  the  results  of  en- 
zyme-linked immunosorbent  assay 
(ELISA)  test  for  HIV  might  give  a 
false  negative  or  a false  positive  re- 
sult.9 False  positives  will  cause  seri- 
ous anxiety  until  a repeat  ELISA  test 
or  Western  Blot  test  can  be  run  to 
confirm  or  fail  to  confirm  the  initial 
positive  test.6  Patient  confidential- 
ity, counseling,  false-positive  results, 
and  psychologic  trauma  are  impor- 
tant problems.  Greater  efforts  should 
be  made  toward  solving  them.6 


Most  HIV  patients  convert  from 
exposure  to  seropositive  between  3 
months  and  3.5  years.8  A few  do 
convert  to  seropositive  very  late.  The 
disturbing  fact  is  that  the  incubation 
period  for  this  fatal  virus  can  be  up 
to  10  years  before  symptoms  ap- 
pear.8-9 Testing  would,  however, 
identify  the  majority  of  HIV  pa- 
tients.5 

The  annual  rate  of  medical  in- 
terns becoming  infected  with  the 
AIDS  virus  due  to  percutaneous 
puncture  is  1 in  1,000. 10  By  compari- 
son, the  risk  of  death  for  a California 
police  officer  is  1 in  4,000  and  the 
annual  risk  of  death  for  California 
fire  fighters  is  estimated  at  1 in  10,000. 
Thus,  house  officers'  risk  of  acquir- 
ing HIV  infection  is  in  a range  that 
certainly  should  concern  occupa- 
tional safety  advisors  and  public 
policy  makers.1-10 

Surgeons  are  at  a significantly 
higher  risk.10  The  exposure  rates  for 
needle-stick  accidents  were  broken 
down  by  specialty  per  year:  On  the 
average,  general  surgery  residents 
and  orthopedic  residents  are  at  6 
times  higher  risks  than  for  internal 
medical  residents.10-11  The  difference 
in  risk  over  the  span  of  a career, 
obviously,  will  be  much  higher. 
Obstetrics/  gynecology  also  has  very 
high  needle  injury  rates.11-12  Internal 
medicine  is  far  from  the  lowest  rate 
of  exposure  of  specialties  in  medi- 
cine.11 

In  the  past,  confidentiality  provi- 
sions of  Wis  Stat  146.025-5  applied 
only  to  health  care  providers,  blood 
banks,  and  people  who  receive  dis- 
closures authorized  by  the  statute. 
In  1992,  this  changed  with  the  pas- 
sage of  Act  269.  Now,  no  person, 
health  care  agent,  or  friend  can  dis- 
close another  individual's  AIDS 
status  regardless  of  how  the  indi- 
vidual acquired  the  information.13-14 

In  theory,  you  could  be  sharing 
needles  or  have  a sex  partner  who 
has  AIDS  but  no  other  friend,  by 
law,  has  the  right  to  even  warn  you 
of  the  risks. 

It  is  far  more  likely  the  patient 


will  bleed  on  his  doctor  than  the 
reverse.  An  Alabama  law  on  allow- 
ing HIV  testing  without  informed 
consent  was  struck  down  as  uncon- 
stitutional by  a federal  judge  on  Oct 
7, 1993.  Such  testing,  he  said,  would 
deny  protection  from  unlawful 
search  and  seizure.  We  cannot  test 
without  special  consent  for  the  dis- 
ease which  will  kill  more  than  any 
plague  in  the  history  of  man.15 

Approximately  1 million  people 
in  the  United  States  are  HTV  infected, 
according  to  the  CDC.  There  are  at 
least  2 million  hepatitis  B infected 
US  residents.16  In  1991,  29,850  US 
residents  died  from  HIV  infections, 
but  this  number  is  sky  rocketing.17 
Surgeons  usually  do  change  their 
behavior  in  operating  rooms  when 
operating  on  patients  seropositive 
for  HIV.1-6  Perhaps  it  is  time  to  re- 
consider the  policies  of  testing  and 
management  of  AIDS.  The  problem 
of  the  unique  stigma  said  to  be  asso- 
ciated with  HIV  disease  should  be 
addressed  directly.  Mandating  ig- 
norance may  actually  exacerbate  that 
problem  while  ringing  a harvest  of 
deadly,  preventable  infections.1 

Even  if  the  AIDS  management 
laws  are  corrected,  surgeons  must 
change.  The  increasing  numbers  of 
AIDS  patients  will  increase  our  risks 
and  necessitate  procedural,  device, 
and  instrument  changes. 

Universal  precautions  as  outlined 
by  the  CDC  as  far  back  as  1983  for 
isolation  precautions  in  hospitals  are 
in  practice  not  followed,  and  if  they 
could  be  followed  are  inadequate  in 
1993. 1018  There  need  to  be  specific 
technical  guidelines.  Treating  every- 
one as  if  they  have  AIDS  is  impos- 
sible. 

We  must  stop  needle-stick  and 
sharps  injuries,  which  account  for 
more  than  80%  of  occupationally 
acquired  cases  of  HIV  infections  in 
health  care  workers.18  Many  such 
injuries  may  be  preventable  with 
changes  in  devices,  techniques,  or 
protective  equipment.19  Suture 
needles  caused  77%  of  the  injuries, 
3%  were  caused  by  bovies,  scalpels, 
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and  wire.  Other  sources  include 
suture  thread  cuts,  bone  fragments, 
bone  hooks,  orthopedic  pins,  can- 
nulas, retractors,  scissors,  staple 
guns,  and  trocars.19 

Needle-stick  injuries  are  the  most 
common  injury  to  health  care  work- 
ers and  represent  the  greatest  risk  of 
occupational  exposure  to  AIDS  and 
hepatitis.20  Sixty-seven  percent  of 
sharps  injuries  in  surgical  personnel 
were  caused  by  needles  and  usually 
occurred  during  suturing.21  Eighty- 
four  percent  of  reported  occupation- 
ally  acquired  HIV  infections  were 
caused  by  percutaneous  injuries.20 

There  are  800,000  occupational 
needle-stick  injuries  in  the  United 
States  each  year.  Roughly  16,000  of 
these  needles  are  likely  to  be  con- 
taminated by  HIV.20  As  many  as  60 
health  care  workers  may  become 
infected  with  HIV  annually  as  a 
result  of  occupational  exposure.20 


This  number  is  considered  extremely 
inaccurate  because  of  very  low 
needle-stick  reporting  and  the  long 
incubation  period  for  HIV.11  Dr 
James  Curran,  head  of  HTV  and  AIDS 
for  the  CDC  stated  on  the  "60  Min- 
utes" television  program  (Sept  24, 
1989)  that  the  number  of  on-the-job 
infections  is  inaccurate  but  proba- 
bly "less  than  several  hundred."8 

The  chance  of  contacting  the  AIDS 
virus  from  one  needle-stick  is  the 
same  as  having  anal  sex  or  gay  sex 
once.8  In  a recent  Southern  Califor- 
nia study,  medical  students  and 
residents  actually  reported  only  9% 
of  their  needle-stick  injuries.11  Sur- 
gical residents  had  a six-fold  greater 
rate  of  needle-sticks  compared  with 
medical  residents.11  In  my  experi- 
ence, almost  no  one  reports  needle- 
sticks. 

There  are  50,000  to  75,000  HIV- 
infected  health  care  workers  in  the 


United  States,  including  7,000  to 
10,000  infected  physicians.22  Health 
care  workers  who  sustain  acciden- 
tal needle-stick  injuries  face  a real 
risk  of  acquiring  HTV  infection.20  Per- 
cutaneous injuries  were  evaluated 
during  1,382  surgical  procedures. 
Almost  7%  resulted  in  percutane- 
ous injury,  and  77%  of  those  were 
caused  by  suture  needles.19  Glove 
perforations  occur  in  10%  to  50%  of 
surgical  procedures,  and  the  major- 
ity of  those  are  from  the  handling  of 
a suture  needle.12  In  234  observed 
operations,  cuts  or  needle-stick  in- 
juries occurred  in  15  % .3  Of  surveyed 
orthopedic  surgeons,  39%  had  re- 
ceived a needle-stick  or  cut  with  a 
contaminated  object  in  the  month 
preceding  the  survey.23 

Analysis  of  surgical  glove  perfo- 
rations show  nearly  two  thirds  of 
the  perforations  were  located  on  the 
fingers  of  the  nondominant  hand, 
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suggesting  perforation  due  to  direct 
grasping  of  the  needle.12  The  aver- 
age cost  of  a needle-stick  injury  was 
$405. 24  The  direct  cost  of  follow-up 
after  needle-stick  injury  ranges  from 
$200  to  $1,200. 20  Health  care  expen- 
ditures in  the  United  States  in  1991 
were  $666,000,000,000,  of  which 
medical  and  surgical  supplies  ac- 
counted for  1 % P If  special  supplies 
are  available  which  improve  safety, 
their  costs  generally  are  insignifi- 
cant.20 

Conclusions 

We  must  change  to  stay  alive.  We 
must  constantly  look  for  solutions. 
These  are  some  of  the  techniques 
and  supplies  that  surgeons  must  use 
regularly:  wearing  two  pairs  of 
gloves;  elbow  or  above  elbow  gloves; 
gloves  for  dressing  changes,  injec- 
tions, and  suture  removal;  water- 
proof high  boots  and  aprons;  im- 
proved waterproof  gowns;  face 
shields;  hoods  and  "space  suits"; 
blunt  needles;  special  needle  dis- 
posers; Kranendonk  Point  Guard; 
and  restricted  use  of  high  speed 
saws,  burs,  and  power  equipment. 
We  need  Mayo  tray  transfers  only, 
reduced  passing  of  surgical  instru- 
ments, slow  motion  movements,  and 
no  inexperienced  staff. 

Wearing  two  pairs  of  gloves  is 
important.  Single  gloved  hands 
revealed  the  presence  of  visible  blood 
in  38%  of  cases,  where  as  visible 
blood  was  noted  on  only  2%  of  the 
double  gloved  hands.26  In  30%  of  the 
operations  in  an  orthopedic  trauma 
theater  either  the  surgeon  or  the 
scrub  nurse  has  a glove  perforation.2 
Wearing  two  pairs  of  gloves  induces 
clumsiness  and  in  that  way  may 
increase  sharp  injury  risks.  The 
dipped  gloves  and  the  mesh  gloves 
are  very  clumsy  and  are  not  de- 
signed to  reduce  needle-sticks. 

At  this  time,  most  of  the  ideas 
listed  above  are  in  regular  use  or 
being  evaluated.  Even  with  all  of 
these  precautions,  two  thirds  of  the 
needle  perforations  are  on  the  fin- 
gers of  the  nondominant  hand.12  This 


is  due  to  grasping  or  feeling  for  the 
surgical  needle.12  Never  touch  a 
needle  again. 

This  is  why  the  Kranendonk  Point 
Guard  was  developed.  You  don't 
have  to  touch  a surgical  needle  again. 
The  American  Hospital  Association 
recommended  in  1993  that  we  "use 
devices  that  provide  a fixed  barrier 
between  the  hands  and  the  needle 
after  use."20  Currently,  there  are  80 
FDA-approved  safe  needle  devices.20 
Almost  all  address  hollow  needle 
problems. 

The  problem  of  solid,  surgical 
needle-stick  injuries  has  been  ad- 
dressed in  this  paper.  Until  now, 
there  was  no  product  on  the  market 
that  we  can  find,  including  com- 
pany and  patent  searches,  that  al- 
lows the  surgeon  to  manipulate,  tie, 
and  reload  the  surgical  needle,  yet 
satisfy  the  recommendations  of 
providing  a fixed  barrier  between 
the  hands  and  the  needle  after  use. 
The  Point  Guard  addresses  and 
solves  the  surgeon's  needle-han- 
dling problems  and  satisfies  the 
American  Hospital  Association's 
recommendations  by  enclosing  the 
needle  in  a hard  plastic  case  during 
tying.  Hospitals  must  continue  to 
make  evaluation  and  adoption  of 
safer  needle  devices  and  the  safer 
technology  a top  priority.20  The 
adoption  of  safer  needle  devices  pro- 
vides a benefit  that  cannot  be  meas- 
ured by  cost  alone.20 

To  date,  the  use  of  universal  pre- 
cautions has  resulted  in  a reduction 
of  the  frequency  of  some  types  of 
blood  exposure  but  has  not  been 
proven  to  reduce  the  frequency  of 
needle-stick  exposures.19  Needle- 
stick  and  other  sharps  injuries  in 
health  care  workers  remain  a sig- 
nificant concern.  New  and  safer 
products  need  to  be  designed  for  the 
future.27 
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Proceedings  of  the  1993  Wisconsin  Primary  Care 
Research  Forum 

The  seventh  annual  meeting  of  the  Wisconsin  Research  Network  (WReN),  the  1993  Wisconsin  Primary  Care  Re- 
search Forum,  was  held  Oct  22-23, 1993,  in  Wausau,  Wis.  WReN,  a statewide  network  of  more  than  600  primary 
care  professionals  interested  in  practice-based  research,  is  organized  under  the  auspices  of  the  Wisconsin  Academy 
of  Family  Physicians  (WAFP)  Research  Committee  and  is  supported  by  the  WAFP  and  the  Wisconsin  Institute  of 
Family  Medicine  (WIFM).  This  2-day  conference  is  planned  as  a working  meeting  for  the  participants— it  includes 
presentations  by  invited  speakers,  original  research  papers  by  primary  health  care  professionals  and  workshops 
related  to  conducting  research  in  the  office  setting.  The  following  abstracts  represent  presentations  on  original 
research.  (From  the  Wisconsin  Research  Network.  Contact:  John  Beasley,  MD,  WReN  Director,  777  S Mills  St, 
Madison,  WI  53715.  Copyright  1994  by  the  State  Medical  Society  of  Wisconsin.) 


Antibiotic  choice  and  patient  outcomes 
in  community-acquired  pneumonia 

William  J.  Hueston,  MD,  and  Maria  A.  Schiaffino,  MD,  Eau  Claire 


Increases  in  the  incidence  of 
atypical  pneumonias  have  led 
some  authorities  to  suggest  that 
patients  with  community-acquired 
pneumonias  be  started  on  broad- 
spectrum  antibiotics.  The  aim  of  this 
study  was  to  compare  clinical  out- 
comes in  patients  admitted  to  the 
hospital  with  community-acquired 
pneumonias  treated  with  broad  or 


narrow  spectrum  antibiotics  and 
determine  what  clinical  criteria  were 
used  determining  which  antibiotic 
was  selected  for  initial  therapy. 

Methods 

A retrospective  review  of  all  patients 
admitted  to  a 100-bed  rural  hospital 
with  community-acquired  pneumo- 
nia between  February  1992  and 


February  1993  was  performed.  Pa- 
tients with  immunosuppressive  dis- 
orders or  taking  immunosuppres- 
sive drugs  were  excluded  from 
study. 

Results 

Patients  who  were  started  on  broad 
spectrum  antibiotics  were  on  the 
average  older  than  those  started  on 
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narrow  spectrum  agents.  Broad 
spectrum  antibiotics  were  almost 
more  likely  to  be  used  by  internists 
as  compared  to  family  physicians. 
No  differences  in  length  of  hospi- 
talization, mortality,  or  re-admission 
rates  were  found  between  patients 
started  on  narrow  as  opposed  to 
broad  spectrum  antibiotics. 


Conclusions 

Despite  warnings  of  increasing 
atypical  community-acquired  pneu- 
monias, patient  outcomes  were  no 
different  for  patients  started  on 
narrow  or  broad  spectrum  antibiot- 
ics. Since  pneumonia  is  a common 
illness  that  often  prompts  admis- 
sion to  the  hospital,  these  findings 


may  have  important  economic  im- 
plications. 

Send  inquiries  to:  William  J. 
Hueston,  MD,  Eau  Claire  Family 
Practice  Residency,  807  S Farwell, 
Eau  Claire,  WI  54701. 


Community  health  assessment  in  Mauston,  Wisconsin 

Alison  L.  Craig;  James  Logan,  MD;  and  Barbara  Hug,  Mauston 


Community-oriented  primary 
care  (COPC)  describes  a 
method  of  health  care  programming 
that  specifically  addresses  the  health 
needs  and  priorities  of  a defined 
community.  Professional  literature 
typically  outlines  four  functions  of 
the  COPC  process:  defining  and 
characterizing  the  community;  iden- 
tifying community  health  problems; 
modifying  health  programs;  and 


There  are  no  small 
victories  in  the  fight 
against  heart  disease. 


P American  Heart  Association 
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monitoring  the  effects  of  program 
modifications  (Nutting,  1986).  In 
1993,  with  the  COPC  model  in  mind, 
community  members  in  association 
with  the  Juneau  County  University 
of  Wisconsin-Extension  Service  and 
the  Mile  Bluff  Clinic  initiated  the  or- 
ganization of  the  Community  Health 
Improvement  Project  (CHIP).  One 
of  CHIFs  primary  goals  was  to 
explore  the  applications  of  the  COPC 
model  in  the  rural  area  of  Mauston, 
Wis. 

To  begin  characterizing  this 
community  and  identifying  their 
major  health  and  wellness  problems, 
a WReN-sponsored  research  assis- 
tant worked  with  CHIP  on  three 
summer  projects.  The  first  project 
involved  compiling  epidemiologi- 
cal and  census  information  from  a 
variety  of  public  reports  on  Juneau 
County  and  the  Mauston  area.  The 
second  project  included  informal  ob- 
servations of  a primary  care  practice 
in  the  Mauston  area.  Finally,  the 
third  project  entailed  a telephone 
survey  of  the  community's  "con- 
cern-information-participation" 
(CIP)  indexes. 

The  CIP  index,  based  on  a study 
conducted  in  Dearborn,  Mich,  in- 


corporates the  first  and  second 
COPC  functions  of  the  above  model. 
In  essence,  the  CIP  index  measures 
the  degree  of  community  "concern" 
for  health  issues,  the  desire  for  more 
health  "information,"  and  the  will- 
ingness to  "participate"  in  commu- 
nity health  programs  (Lichter,  et  al 
1986).  Similar  to  the  Dearborn  study, 
the  Mauston  CHIP  survey  used  the 
CIP  index  to  define  the  community's 
perspective  on  health  and  wellness 
issues.  Furthermore,  the  CIP  index 
measures  the  potential  success  of 
future  health  and  wellness  program- 
ming. A second  survey  simultane- 
ously studied  the  medical  profes- 
sional's perspectives  on  Mauston's 
health  and  wellness  issues.  CHIP 
will  apply  the  results  of  both  sur- 
veys to  future  health  programming 
and  information  services. 

The  core  of  the  summer's  activi- 
ties was  to  construct  a basis  from 
which  the  CHIP  committee  could 
continue  fulfilling  the  four  functions 
of  the  COPC  model  as  they  ulti- 
mately work  toward  their  goal  of  a 
healthier  Mauston  community. 

Send  inquiries  to:  James  Logan, 
MD,  Mile  Bluff  Clinic,  1040  Division 
St,  Mauston,  WI  53948. 
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Effects  of  a dietary  intervention  on  total  serum 
cholesterol  in  a community  practice 

Donald  A Pine,  MD,  and  Mary  Sauser,  Minnetonka,  Minn 


The  purpose  of  this  study  was  to 
evaluate  the  effect  of  an  inter- 
vention for  patients  at  risk  due  to 
total  serum  cholesterol  (TC)  in  a six- 
physician  suburban  practice.  The 
program,  used  routinely  in  the  prac- 
tice since  1987,  includes  two  or  three 
counseling  sessions  with  an  office 
nurse.  The  nurse  uses  an  eating 
pattern  assessment  tool  (EPAT)  to 
assess  eating  habits,  and  then  pro- 
vides handouts  with  brand-specific 
food  advice. 

Methods 

Intervention  patients  were  matched 
individually  for  sex,  age,  baseline 


TC,  and  time  of  TC  measurement 
with  other  patients  in  the  practice 
(n=98  in  both  intervention  and 
comparison  groups).  Each  interven- 
tion subject  and  their  matched 
comparison  subject  returned  for  a 1- 
or  2-year  follow-up. 

Results 

EPAT  scores,  indicating  fat  intake, 
demonstrated  that  intervention 
patients  were  following  a step-1  diet 
at  baseline.  The  1-year  study  dem- 
onstrated a 3.9%  and  2.2%  TC  de- 
cline in  intervention  and  compari- 
son groups  respectively.  TC  decline 


(percent)  was  2.9%  (intervention) 
and  5.1  % (comparison)  in  the  2-year 
study.  TC  decline  did  not  differ  sig- 
nificantly when  intervention  and 
comparison  groups  were  compared. 

Conclusions 

Failure  of  TC  to  improve  suggests 
that  more  follow-up  and  reinforce- 
ment is  necessary  when  patients  on 
a step-1  diet  attempt  to  lower  TC  by 
reducing  dietary  fat. 

Send  inquiries  to:  Donald  A.  Pine, 
MD,  17821  Highway  7,  Minnetonka, 
MN  55345. 


A comparison  of  labor  and  delivery  management 
between  nurse  midwives  and  family  physicians 


William  J.  Hueston,  MD,  Eau  Claire 

Practice  associations  between 
family  physicians  and  nurse 
midwives  have  been  suggested  as  a 
means  to  increase  the  availability  of 
obstetric  care  in  rural  areas.  This 
study  examines  the  labor  and  deliv- 
ery management  styles  of  these  types 
of  providers  to  determine  if  practice 
compatibility  between  family  phy- 
sicians and  nurse  midwives  is  a 
viable  expectation. 

Methods 

Data  was  collected  through  a retro- 
spective chart  audit  of  a random 
sample  of  patients  delivered  at  St 


Claire  Medical  Center  in  1990  and 
1991. 

Results 

Other  than  a more  frequent  use  of 
narcotic  analgesia  in  labor  by  nurse 
midwives,  no  significant  differences 
in  labor  management  were  noted. 
When  delivery  was  examined,  it  was 
found  that  nurse  midwives  more 
often  achieved  a vaginal  delivery 
and  did  so  without  an  episiotomy. 
In  particular,  there  was  an  increase 
in  the  diagnosis  of  dystocia  among 
patients  of  family  physicians  which 
led  to  an  increased  cesarean  section 
rate. 


Conclusions 

Family  physicians  and  nurse  mid- 
wives manage  labor  similarly.  Ob- 
stetric outcomes,  however,  differed 
for  the  patients  of  these  two  groups 
of  providers.  These  outcome  differ- 
ences may  not  interfere  with  col- 
laboration between  family  physi- 
cians and  nurse  midwives,  but  sug- 
gest that  more  subtle  practice  vari- 
ations do  exist. 

Send  inquiries  to:  William  J. 
Hueston,  MD,  Eau  Claire  Family 
Practice  Residency,  807  S Farwell, 
Eau  Claire,  WI  54701. 
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Emotional  and  financial  costs  and  terminal  care: 

A pilot  study  of  critical  incident  debriefing  for  family 
practice  physicians 


Todd  Swanson,  MD,  and  John  Schneider,  PhD,  Eau  Claire 


The  purpose  of  this  study  is:  to 
develop  more  effective  and 
humane  ways  to  deal  with  the  grief 
and  loss  that  result  from  "critical  in- 
cidents" in  the  family  practice  set- 
ting; and  to  look  for  more  effective 
ways  to  contain  health  care  costs 
associated  with  the  last  year  of  life. 


This  study  will  use  both  the  qualita- 
tive, or  long  interview  method,  along 
with  a quantitative  research  tech- 
nique using  the  "response  to  loss" 
(RTL)  short  form.  Both  of  these  in- 
struments will  be  used  to  identify 
"critical  incidents"  and  physician 


response  to  those  incidents  in  the 
practice  of  five  family  physicians  in 
and  around  Eau  Claire. 

Send  inquiries  to:  John  Schnei- 
der, PhD,  Eau  Claire  Family  Prac- 
tice Residency,  807  S Farwell,  Eau 
Claire,  WI  54701. 


A solo  physician's  office  tracking  teenage  behaviors  with 
regard  to  drugs,  alcohol,  cigarettes,  and  sex 


Terry  L.  Hankey,  MD,  Waupaca 

This  paper  reports  the  results  of 
a pilot  project  conducted  in  a 
solo  family  physician's  office.  The 
purpose  of  the  project  is  to  track  in- 
dividual teenage  patients  with  re- 
gard to  development  of  attitudes 
and  behavior  with  regard  to  four 
high-risk  behaviors.  The  specific  be- 
haviors monitored  were  related  to 
drugs,  alcohol,  cigarettes,  and  sex. 

There  was  felt  to  be  a need  in  this 
practice  to  identify  the  stage  of 
development  for  each  patient  with- 
out a specific  system  to  track  pa- 
tients and  identify  their  stage  of 
development.  It  is  impossible  to 
provide  patient  education  material 
appropriate  to  their  needs.  A four- 
part  system  was  developed  that 
included  a letter  to  the  teenager,  a 
letter  to  the  parent  of  the  teenager,  a 
flow  sheet  that  is  kept  on  the  chart, 
and  a score  card  for  risky  behavior, 
which  is  given  to  the  teenager  at  an 


office  visit  at  least  once  each  year. 
Specific  questions  are  asked  on  the 
score  card  to  identify  the  stage  of  de- 
velopment. This  stage  is  marked  on 
the  flow  sheet  and  at  each  visit, 
appropriate  information  is  sent. 

Methods 

In  an  effort  to  test  the  forms  and  the 
system,  the  forms  were  used  for  10 
teenage  patients  at  routine  office 
visits.  The  patients  were  identified 
consecutively  so  that  there  was  no 
selection  bias. 

Results 

With  regard  to  forms  design,  sev- 
eral problems  were  identified,  in- 
cluding the  need  for  a space  for  date, 
name,  and  a notes  section  and  also 
the  need  for  reporting  bad  conse- 
quences of  risky  behaviors  (one 
patient  was  already  pregnant  be- 
cause of  high-risk  sexual  behavior 


and  there  was  no  convenient  place 
to  record  this  on  the  flow  sheet). 

With  regard  to  the  score  sheet, 
some  wording  changes  were  re- 
quired. It  was  learned  that  early  teen- 
agers confuse  stage  five  (mature 
resolved  non-user)  with  stage  two 
(non-participant,  has  information, 
non-user).  As  a result  of  the  pilot,  it 
was  determined  that  any  teenager 
under  17  who  marked  a stage  five 
would  be  scored  as  a stage  two. 

Identifying  patient  information 
materials  that  was  appropriate  was 
found  to  be  a problem.  The  pilot 
study  identified  lack  of  appropriate 
patient  education  materials  for  sev- 
eral stages.  The  pilot  indicated  that 
the  material  must  not  only  be  ap- 
propriate by  topic  and  stage  of  pro- 
gression, but  also  the  stage  of  teen- 
age development  (early,  middle,  and 
late)  and  also  Tanner  stage  (I-V). 

As  a result  of  the  pilot  project  on 
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only  ten  patient  visits,  four  high- 
risk  teenagers  were  identified.  As  a 
result,  21  pieces  of  age-  and  stage- 
appropriate  literature  were  sent.  The 
earliest  risky  behavior  was  cigarette 
smoking  at  age  12,  followed  by  the 
remaining  drugs,  alcohol,  and  sex- 
ual behavior  at  age  15. 

Even  though  the  pilot  was  small, 
it  raises  questions  to  stimulate  fur- 


ther research.  Can  delay  in  the  non- 
participant stage  into  late  teens  be  a 
problem?  What  is  really  required  to 
go  from  non-participant  to  mature 
stage  of  development  (experience, 
challenge,  temptation,  living  with 
convictions  for  a period  of  time)? 
There  seemed  to  be  similarities  be- 
tween siblings  in  the  same  family 
(even  male  and  female)  with  respect 


to  risky  behaviors.  Can  we  identify 
family  traits  that  lead  to  high-risk 
teenage  behavior?  Based  on  this  pilot 
project,  I hope  to  stimulate  an  inter- 
est in  full  scale  implementation  of 
this  system  with  research  into  long- 
term tracking. 

Send  inquiries  to:  Terry  L. 
Hankey,  MD,  900  Riverside  Dr, 
Waupaca,  WI  54981. 


Effects  of  non-traditional  residents 
on  family  practice  curricula 

Randolph  B.  Waskin,  MD,  and  William  G.  Elder,  Jr.,  PhD,  Wausau 


This  study  examines  the  recent 
phenomenon  of  non-tradi- 
tional residents  in  family  practice 
residencies.  Particular  emphasis  was 
placed  on  evaluating  the  effect  these 
residents  had  on  curricula.  Non- 
traditional  residents  were  defined 
as  those  residents  entering  family 
practice  residency  with  1 or  more 
years  of  prior  practice  experience, 
rather  than  matriculating  directly 
from  medical  school.  This  study 


sought  to  determine  the  number  of 
non-traditional  residents  in  the 
United  States  to  measure  the  level  of 
perceived  need  for  curriculum 
modifications,  to  accommodate 
these  residents'  needs,  and  to  inves- 
tigate curricular  changes  which  may 
be  desirable.  Data  were  collected  by 
mailing  questionnaires  to  each  fam- 
ily practice  residency  program  di- 
rector in  the  United  States.  Likert 
scale  questions  were  used  to  allow 


analysis  of  the  relative  strength  of 
the  respondents'  opinions.  Results 
will  be  presented  regarding  the 
number  of  non-traditional  residents 
nationwide  and  their  geographic 
distribution,  as  well  as  program 
directors'  opinions  regarding  desir- 
able curricular  changes. 

Send  inquiries  to:  Randolph  B. 
Waskin,  MD,  Wausau  Family  Prac- 
tice Center,  995  Campus  Dr,  Wau- 
sau, WI  54401 . 


Practical  field  studies  in  family  practice:  blastomycosis 

Dennis  J.  Baumgardner,  MD,  and  Daniel  P.  Paretsky,  DVM,  Milwaukee 


Using  an  example  of  ongoing  epi- 
demiologic research  on  blas- 
tomycosis (a  significant  health  prob- 
lem in  Wisconsin)  the  opportunity, 
ease  and  approach  of  incorporation 
of  field  work  and  simple  laboratory 
research  into  a family  practice  are 
presented. 


For  blastomycosis  and  many  dis- 
eases, investigation  of  cases  result- 
ing from  unusual,  brief  or  highly 
restricted  exposure  may  lead  to  dis- 
covery of  epidemiologic  risk  factors. 
In  this  case,  a canine  confined  to  an 
outdoor  kennel  and  yard  acquired 
blastomycosis  during  winter. 


Methods 

The  dog  owner  was  interviewed  and 
the  site  visited.  A hypothesis  of 
exposure  opportunity  was  formu- 
lated based  on  the  literature  and 
previous  research.  Soil  sampling 
using  a simple  37°  centigrade  in- 
vitro  enrichment  technique  devised 
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in  our  laboratory  was  attempted. 
Suspicious  fungal  isolates  were 
tested  for  thermal  dimorphism  us- 
ing a yeast  extract-glucose-Tween 
80  medium  which  we  devised. 

Results 

The  dog  resided  within  1/8  mile  of 
the  Wisconsin  River.  Site  visit  re- 
vealed that  the  dog  was  housed  75 
feet  downwind  of  a pigeon  coop 
which  was  soiled  with  bird  drop- 
pings. A dense  grove  of  Norway 
Pine  under  which  birds  were  fed 


was  adjacent  to  the  coop.  These  areas 
were  considered  likely  exposure  sites 
based  on  knowledge  of  enrichment 
of  Blastomyces  by  bird  droppings, 
the  type  of  soil  which  was  present, 
association  with  conifers,  proximity 
to  a riverbank,  and  lack  of  snow 
cover.  Soil  samples  obtained  from 
the  coop  and  beneath  the  pine  trees 
in  April  and  June  1993  failed  to  reveal 
Balstomyces  dermatitidis,  and  were 
hampered  by  background  soil  fungi 
and  actinomycetes.  (A  similar  en- 
richment technique  did  result  in 


isolation  of  B .dermatitidis  seeded  into 
similar,  previously  frozen  unsteril- 
ized soil.) 

Conclusions 

Field  studies  are  interesting  (and 
fun!)  and  can  be  easily  incorporated 
into  a family  practice. 

Send  inquiries  to:  Dennis  J. 
Baumgardner,  MD,  St  Luke's  Fam- 
ily Practice  Residency,  2901  W Kin- 
nickinnic  River  Parkway,  Suite  175, 
Milwaukee,  WI  53215. 


Effects  of  third-year  clerkships  on  residency  selection 

Charles  Gessert,  MD;  Mark  Gottlieb,  PhD;  Phil  Fulkerson,  MD;  and  Mahendr  Kochar,  MD,  Milwaukee 


IN  view  of  increasing  interest  in 
encouraging  new  medical 
school  graduates  to  enter  primary 
care  specialties,  we  evaluated 
whether  the  sequence  in  which 
medical  students  proceed  through 
traditional  clerkships  affects  the 
selection  of  residency  specialty.  Our 
hypothesis  was:  Initial  third-year 
clinical  rotations  are  disproportion- 
ately influential  in  subsequent  resi- 
dency selection.  That  is,  we  hypothe- 
sized that  initial  clinical  experiences 
are  disproportionately  important  in 
the  formation  of  medical  students' 


clinical  confidence  and  in  shaping 
their  internal  identity  as  clinicians. 

Methods 

Data  from  930  medical  students' 
records  of  third-year  rotations  dur- 
ing 1981-1982  through  1984-1985 
were  linked  to  AAMC  records  of 
postgraduate  residency  activity.  Six 
initial  clerkship  rotations  were 
compared  in  terms  of  their  propor- 
tional distribution  among  primary 
care  residency  specialties.  Post- 
graduate (PG)  1 year  residency  was 
used  for  classification,  with  PG2 


choice  used  when  the  PG1  residency 
was  "Rex"  or  where  a PG1  to  PG2 
shift  pattern  indicated  that  an  inter- 
nal medicine  PG1  rotation  was  being 
used  in  a "Flex"  manner.  Chi-square 
analysis  was  performed  to  evaluate 
whether  significant  deviations  from 
the  expected  proportional  distribu- 
tion of  students  between  first  clerk- 
ship rotation  and  residency  specialty 
occurred. 

Results 

The  table  below  summarizes  our 
major  findings. 

Conclusions 

Little  evidence  was  found  to  sup- 
port our  hypothesis  that  the  order  of 
clerkship  rotations  influences  sub- 
sequent entry  into  primary  care  resi- 
dencies. Subsequent  studies  should 
examine  larger  numbers  of  students 
and  targeted  groups  of  students, 
such  as  "undecided,"  or  by  age, 
gender,  etc. 

Send  inquiries  to:  Charles  E. 
Gessert,  MD,  Medical  College  of 
Wisconsin,  8701  Watertown  Plank 
Rd,  Milwaukee,  WI  53226. 


First 

# 

% Primary  care 

P 

medicine 

158 

58.9 

0.66 

pediatrics 

276 

56.5 

0.75 

psych/ophth 

168 

53.6 

0.28 

surgery 

149 

63.1 

0.12 

ob/gyn 

151 

60.3 

0.42 

anesthesia 

27 

33.3 

0.01 

Total 

930 

57.3 
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Obesity  and  visits  to  the  doctor's  office 

Cheri  L.  Olson,  MD;  Howard  D.  Schumaker,  MD;  and  Barbara  P.  Yawn,  MD,  La  Crosse 


Obesity  is  a major  health  risk  in 
the  United  States,  yet  physi- 
cians and  patients  alike  are  frus- 
trated by  weight  issues  in  clinical 
practice.  The  purpose  of  this  study 
was  to  determine  if  patients  delay  or 
avoid  health  care  due  to  the  need  to 
be  weighed  when  they  go  to  the 
doctor.  A cohort  study  of  female 
nurses,  unit  coordinators,  and  nurs- 
ing assistants  was  done  using  a sur- 
vey. Analysis  of  310  surveys  showed 


that  1 2.6  % of  women  had  delayed  or 
cancelled  a doctors  appointment, 
and  an  additional  2.6%  refused  to  be 
weighed  at  their  office  visit.  The 
most  common  reasons  for  delaying 
the  physician  visit  was  embarrass- 
ment about  their  weight,  planning 
to  lose  weight  before  seeing  the 
physician,  and  not  wanting  a lec- 
ture. Using  logistic  regression  analy- 
sis, cancelling  or  delaying  a doctors 


appointment  was  statistically  sig- 
nificantly related  to  increasing  body 
mass  index. 

In  conclusion,  female  hospital 
emplovees  commonly  delay  or  can- 
cel medical  care  due  to  concerns 
about  their  weight. 

Send  inquiries  to:  Cheri  L.  Olson, 
MD,  St  Francis-Mayo  Family  Prac- 
tice Residency,  700  West  Avenue  S, 
La  Crosse,  WI  54601. 


Comparison  of  women's  satisfaction  with  Norplant  and 
oral  contraceptives 

Gayleen  M.  Eilers,  MD,  and  Todd  Swanson,  MD,  Eau  Claire 


The  Norplant  contraceptive 
was  introduced  in  the  United 
States  in  J anuary  1991 . It  is  one  of  the 
most  effective  reversible  methods 
of  contraception  with  a cumulative 
pregnancy  rate  of  0.8  per  100  users 
over  5 years.  The  Family  Medicine 
Clinic  is  a leader  in  this  form  of  re- 
productive technology  in  the  Eau 
Claire  area.  We  have  conducted  three 
training  seminars  for  physicians  on 
insertion  and  removal  of  the 
Norplant  device.  Since  May  1991, 
115  patients  have  undergone 
Norplant  insertion  in  our  clinic. 

Because  this  is  a relatively  new 
contraceptive,  the  only  current  avail- 
able information  on  patient  accep- 
tance is  in  large  drug  company  stud- 
ies and  more  recently  a Planned 
Parenthood  study.  This  study  com- 
pares Norplant  users  to  a compa- 
rable group  of  oral  contraceptive 
users  in  a family  practice  clinic  to 


determine: 

• How  satisfied  are  Norplant  and 
oral  contraceptive  users  with  their 
method  of  contraception? 

• What  are  the  benefits  and  disad- 
vantages identified  by  women  us- 
ing Norplant  and  oral  contracep- 
tives? 

• Would  Norplant  and  oral  contra- 
ceptive users  choose  their  method 
of  birth  control  again? 

Methods 

All  115  patients  who  have  had 
Norplant  inserted  in  the  Family 
Medicine  Clinic  will  be  included  in 
the  study.  We  randomly  selected  a 
similar  group  of  oral  contraceptive 
users.  Our  study  questionnaire  asks 
demographic  data,  contraceptive 
history,  specific  benefits  and  prob- 
lems the  women  encountered, 
whether  they  are  satisfied  with  their 
choice  of  contraceptive,  and  whether 


they  would  choose  the  same  method 
of  contraception  again.  We  mailed 
the  survey  questionnaire  to  the  study 
participants.  A follow-up  card  re- 
questing the  questionnaire  be  com- 
pleted was  sent  the  following  week. 
We  sent  a second  copy  of  the  survey 
questionnaire  to  all  participants  who 
did  not  return  their  survey  in  1 
month.  We  then  analyzed  the  data 
to  evaluate,  compare,  and  contrast 
Norplant  and  oral  contraceptive 
users'  satisfaction  with  their  contra- 
ceptive. 

Conclusions 

In  our  study,  the  majority  of 
Norplant  and  oral  contraceptive 
respondents  were  satisfied  with  their 
contraceptive. 

Send  inquiries  to:  Gayleen  M. 
Eilers,  MD,  Eau  Claire  Family  Prac- 
tice Residency,  807  S Farwell,  Eau 
Claire,  WI  54701. 
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Asthma  prevalence  and  age  at  onset  in 
Wisconsin  Research  Network  practices 

David  L.  Hahn,  MD,  and  John  W.  Beasley,  MD,  Madison 


The  Wisconsin  Research  Net- 
work (WReN),  a group  of 

primary  care  practice  sites  interested 
in  office-based  research,  surveyed 
outpatients  to  identify  diagnosed 
asthma  or  possible  undiagnosed 
asthma  (wheezing  and  shortness  of 
breath).  Here  we  report  patient  char- 
acteristics, prevalence  and  age  at 
onset  of  disease. 

Methods 

Between  August  1992  and  July  1993, 
59  WReN  practices  interviewed  a 
systematic  sample  of  their  clinical 
population  (all  patients  encountered 
during  office  visits  one  day  each 
week  for  3 or  12  months).  Data  col- 
lected included  age,  sex,  history  of 
physician-diagnosed  asthma  or  un- 
diagnosed wheezing  and  shortness 
of  breath  (possible  asthma),  age  at 


onset  of  diagnosis  or  symptoms,  and 
whether  symptoms  were  active  in 
the  past  year. 

Results 

The  age  and  sex  composition  of  the 
14,127  patients  surveyed  closely  re- 
sembled that  of  the  general  prac- 
tice/family practice  component  of 
the  National  Ambulatory  Medical 
Care  Survey,  a random  sample  of 
general  and  family  practices  in  the 
United  States.  Active  asthma  was 
reported  by  6.1%  and  possible 
asthma  was  reported  by  3.3%.  Eld- 
erly males  reported  more  possible 
asthma  than  other  males.  Young 
males  had  more  asthma  than  young 
females,  and  young  adult  and 
middle-aged  females  had  more 
asthma  than  their  male  counterparts, 
which  are  patterns  reported  in  most 


asthma  prevalence  studies.  Adult- 
onset  asthma  and  possible  asthma 
were  as  commonly  reported  as  child- 
hood-onset asthma. 

Conclusions 

The  age  and  sex  composition  of 
WReN  practices  is  representative  of 
other  clinical  populations  through- 
out the  United  States.  The  distribu- 
tions of  asthma  prevalence  and  age 
at  onset  were  similar  to  most  previ- 
ous studies  reported  for  western 
populations.  WReN  practices  are 
suitable  "laboratories"  in  which  to 
study  asthma. 

Send  inquiries  to:  David  Hahn, 
MD,  Arcand  Park  Clinic,  3434  E 
Washington  Ave,  Madison,  WI 
53704. Asthma  prevalence  and  age 
at  onset  in  Wisconsin  Research  Net- 
work practices 


Socioeconomic  bias  in  the  use  of 
epidural  anesthesia  in  labor 

William  J.  Hueston,  MD;  Richard  R.  McClaflin,  MD;  Christopher  Mansfield,  PhD;  and  Mary  Rudy,  MA,  Eau  Claire 


The  use  of  medical  services  is 
sometimes  influenced  by  pa- 
tient socioeconomic  factors  and 
physician  or  provider  characteris- 
tics. This  study  examined  the  influ- 
ence of  these  factors  on  use  of  epidu- 
ral anesthesia  in  labor. 

Methods 

A retrospective  review  of  a random- 
ized set  of  deliveries  during  1990 


and  1991  was  performed  at  five 
hospitals.  A total  of  8,229  deliveries 
were  reviewed,  and  patients  were 
classified  according  to  insurance 
status,  race,  age,  parity,  location  of 
residence  (rural  or  urban),  and  spe- 
cialty of  obstetric  provider. 

Results 

Primiparous  women  were  more 
likely  to  use  epidural  anesthesia 


during  labor.  When  stratified  for 
parity,  epidural  use  was  associated 
with  private  insurance,  white  race, 
older  age,  and  obstetric  care  from  an 
obstetrician.  Logistic  regression 
showed  that  obstetrician  care,  pri- 
vate insurance,  and  white  race  were 
independently  associated  with  use 
of  an  epidural. 
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Conclusions 

Epidural  anesthesia  appears  to  be 
used  more  frequently  by  white 
women  with  insurance  who  obtain 
their  care  from  obstetricians.  This 


may  represent  a socioeconomic  bias 
in  the  delivery  of  this  service  and 
may  be  influenced  by  greater  use  of 
technology  by  non-generalist  phy- 
sicians. 


Send  inquiries  to:  William  J. 

Hueston,  MD,  Eau  Claire  Family 
Practice  Residency,  807  S Farwell, 
Eau  Claire,  WI  54701. 


Cardiac  risk  factor  outcomes  in  a 
phase-III  rehabilitation  program 

John  E.  Laabs,  MD  and  Penny  L.  Claggett,  MS,  Neenah 


This  study  compares  the  cardiac 
risk  factor  outcomes  of  long- 
term participants  in  a phase  III  reha- 
bilitation program  with  non-partici- 
pants who  had  similar  follow-up  at 
the  same  health  screening  facility. 

Both  groups  were  similar  in  char- 
acteristics before  entering  the  phase 
III  program.  Participants,  however, 
exercised  more  frequently  and  had 
lower  serum  triglyceride  levels  be- 
fore beginning  the  program.  After 
almost  6 years  average  enrollment 
time,  participants  continued  to  ex- 
ercise significantly  more  often 


(p=0.02),  had  higher  serum  HDL- 
cholesterol  levels  (p<0.001),  and  had 
lower  total  cholesterol/ HD L-choles- 
terol  ratios  (p<0.01)  when  compared 
to  the  non-participant  group  after 
adjustment  for  age,  sex,  and  time  in 
the  program. 

Other  risk  factors— including 
blood  pressure  levels,  weight,  body 
fat,  smoking  habits,  and  fitness 
(measured  with  maximum  V02)~ 
did  not  vary  significantly  between 
the  groups  at  the  end  of  the  study. 

The  results  suggest  that  active 


participation  in  a phase  III  program 
independently  affects  cardiac  risk 
factor  modification  outcomes.  The 
findings  that  a large  number  of  en- 
rollees  do  not  participate  and  that 
some  risk  factors  are  not  affected  by 
participation  can  be  used  to  formu- 
late strategies  of  management  and 
evaluation  of  a long-term  rehabili- 
tation program. 

Send  inquiries  to:  John  E.  Laabs, 
MD,  Kimberly-Clark  Corporation, 
2100  Winchester  Rd,  Neenah,  WI 
54956. 


Trial  of  physician  intervention  of  problem  drinkers 

Michael  Fleming,  MD;  Kristen  Barry,  PhD;  and  Linda  Manwell,  BA,  Madison 


This  trial  is  designed  to  test  the 
effect  of  brief  physician  ad- 
vice on  the  alcohol-related  behav- 
iors and  health  status  of  problem 
drinkers.  Subjects  are  selected  from 
the  practices  of  70  primary  care 
physicians  located  in  the  Milwau- 
kee and  Dane  County  areas.  Ap- 
proximately 500  patients  from  each 
physician's  practice  with  regularly 


scheduled  appointments  complete 
an  imbedded  alcohol  screening  in- 
strument that  contains  questions  on 
smoking,  weight  loss,  exercise,  and 
alcohol  use. 

This  trial  is  focused  on  the  treat- 
ment of  adult  problem  drinkers, 
defined  as  male  subjects  who  drink 
more  than  15  drinks  per  week  or 
female  subjects  who  drink  more  than 


12  drinks  per  week.  Following  a face- 
to-face  interview  with  a researcher, 
subjects  are  randomly  assigned  to 
an  experimental  or  control  group. 
The  experimental  group  is  exposed 
to  a standardized  intervention  proto- 
col administered  by  their  physicians. 
This  protocol  includes  a diagnostic 
interview,  a brief  counseling  ses- 
sion, a self-help  manual,  a prescrip- 


Wisconsin  Medical  Journal  • March  1994 


121 


tion  to  change  drinking  habits,  and 
a followup  visit. 

Fourteen  outcome  variables  have 
been  selected  based  on  the  findings 
of  completed  clinical  trials: 

• number  of  weeks  of  sobriety; 

• number  of  episodes  of  binge  drink- 
ing; 

• alcohol  use  7 days  prior  to  6-  and 
12-month  follow-up  telephone  in- 
terviews; 


• days  of  hospitalization; 

• sick  days; 

• injuries  and  accidents; 

• emergency  room  visits; 

• legal  events; 

• global  perception  of  health; 

• number  of  outpatient  visits; 

• number  of  prescriptions; 

• self-reported  health  status; 

• family  relationships;  and 

• number  of  chronic  illness  visits. 


The  outcome  variables  are  as- 
sessed by  self-report  telephone  in- 
terviews at  6 and  12  months,  and  a 
telephone  interview  with  a family 
member  at  12  months.  Progress  to 
date  will  be  reported. 

Send  inquiries  to:  Michael  Flem- 
ing, MD,  Department  of  Family 
Medicine,  University  of  Wisconsin 
Medical  School,  777  S Mills  St,  Madi- 
son, WI  53715. 


Resuscitative  methods  and  outcomes  in  a 
small  community  hospital 


Dan  Fifield,  MD,  Wild  Rose 

The  initiation  of  cardiopulmon- 
ary resuscitation  on  a wide- 
spread basis  began  after  Knicker- 
bocker and  Kouwenhoven 
(JAMA. 1960: 173:  1064-106 7)  pub- 
lished results  of  their  efforts.  The 
success  of  resuscitation  efforts  have 
since  been  examined  during  the 
intervening  two  decades  and,  re- 
cently, the  value  of  these  interven- 
tions has  been  questioned  with  re- 
gards to  short  and  long  term  out- 
comes. 

With  the  exception  of  Medford's 
study  (W  Virginia  Med  /. 1966: 
62(2)  :43-46),  little  has  been  done  to 
quantify  outcomes  of  resuscitation 
efforts  in  small  community  hospi- 
tals, and  lacking  clear  data  for  an- 
ticipating outcomes  of  interventions, 
we  felt  it  necessary  to  evaluate  our 
performance  for  comparison  to 
broader  surveys  as  they  develop. 

A retrospective  study  was  per- 
formed at  Wild  Rose  Community 
Memorial  Hospital,  a 29-bed  acute 
care  facility  in  a rural  area  of  Wis- 


consin. Fifteen  resuscitations  were 
examined  which  constituted  all  in- 
house  codes  called  from  July  1991 
through  July  1993.  Three  of  the  codes 
were  called  on  one  patient  during 
two  separate  hospitalizations.  An- 
other code  involved  a 32  week  EGA 
neonate  born  precipitously  at  home 
and  transported  by  emergency  medi- 
cal personnel.  Otherwise  all  resusci- 
tations involved  individual  patients 
and  occurred  either  in  the  hospital 
or  on  hospital  grounds. 

Codes  are  defined  as  loss  of  spon- 
taneous respirations,  perfusing  heart 
rhythm,  or  immeasurably  low  blood 
pressure. 

Staff  interviews  and  chart  reviews 
were  conducted  for  our  data  base. 

Of  the  patients  resuscitated,  only 
2 (15%)  did  not  survive  initial  resus- 
citative efforts;  7 (54%)  died  prior  to 
discharge,  in  a time  ranging  from  2 
days  to  2 months;  4 (31%)  survived 
to  discharge  and  are  currently  alive. 
Further  results  will  be  discussed. 

Comparison  of  data  would  indi- 


cate favorable  outcomes  when 
compared  to  previous  studies.  Bias 
is  certainly  introduced  in  the  moti- 
vation for  this  retrospective,  in  that 
the  initial  observation  that  "a  lot  of 
people  seem  to  survive  their  codes 
here,"  is  what  prompted  this  inves- 
tigation. 

Thirteen  patients  and  15  events 
do  not  constitute  a sufficient  statisti- 
cal base  to  work  with  in  regards  to 
factors  influencing  outcomes.  What 
can  be  stated  is  that  the  small  size  of 
our  facility  precludes  the  possibility 
of  an  unwitnessed  arrest.  All  of  our 
events  were  witnessed  and  resusci- 
tation started  in  less  than  a minute, 
usually  with  all  equipment  and 
personnel  in  place. 

Resuscitative  methods  and  out- 
comes will  continue  to  be  followed 
at  our  institution  and  comparisons 
made  with  other  hospitals  in  an  ef- 
fort to  identify  developing  trends. 

Send  inquiries  to:  Dan  Fifield, 
MD,  PO  Box  314,  Wild  Rose,  WI 
54984. 
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Attrition  from  family  practice  residencies 

Herbert  F.  Laufenburg,  MD;  Nick  W.  Turkal,  MD;  and  Dennis  J.  Baumgardner,  MD,  Milwaukee 


Attrition  of  residents  from 
family  practice  programs 
causes  significant  problems  for  fac- 
ulty, residents,  and  patients.  The 
literature  contains  little  information 
about  predicting  attrition  based  on 
application  data. 

Methods 

Surveys  were  sent  to  394  family 
practice  residency  program  direc- 
tors asking  them  to  calculate  their 
attrition  rate  for  a 10-year  period, 
and  to  classify  their  type  of  program 


and  the  type  of  residents  who  left 
the  program. 

Results 

Of  US  residencies,  41.6%  submitted 
responses  that  were  interpretable. 
The  survey  revealed  an  overall  8.6% 
attrition  rate.  Of  those  leaving,  63% 
did  so  for  other  specialties.  Resi- 
dents leaving  most  often  did  so  for 
other  specialties,  and  international 
medical  graduates  taken  outside  of 
the  match  were  most  likely  to  leave 
the  program  before  completion. 


Conclusions 

During  a period  of  time  of  declining 
interest  in  family  medicine,  resi- 
dency directors  may  frequently  need 
to  consider  applicants  from  outside 
of  the  match  pool.  Data  from  the 
survey  may  be  helpful  in  predicting 
those  residents  who  are  more  likely 
to  complete  the  residency  training. 

Send  inquiries  to:  Herbert  F. 
Laufenburg,  MD,  St  Luke's  Family 
Practice  Residency,  2901  W Kinnick- 
innic  River  Parkway,  Suite  175, 
Milwaukee,  WI  53215. 


Immunization  use  by  family  physicians:  preliminary 
report  of  a national  study 


William  J.  Hueston,  MD;  Arch  G.  Mainous  III,  PhD;  and  J.  Brad  Farrell,  BS,  Eau  Claire 


Previous  reports  suggest  that 
rural  family  physicians  include 
routine  childhood  immunizations 
less  frequently  in  their  practices. 
Many  of  these  physicians  have  dis- 
continued immunization  practices 
in  their  offices  because  of  the  ex- 
pense of  vaccines. 

Methods 

A survey  was  performed  using  a 
random  sample  of  practicing  family 
physicians  in  six  states.  States  that 
provided  immunizations  to  physi- 
cians free  of  charge  were  matched 
with  those  that  did  not  participate 
in  this  program.  Pairs  of  states  were 
chosen  from  differing  census  tracts 
to  increase  the  geographic  variabil- 
ity of  the  sample.  Physicians  were 
asked  whether  they  provided  im- 


munizations in  their  offices  and 
whether  they  limited  this  practice  to 
certain  populations.  Knowledge 
about  immunization  indications  and 
contraindications  and  attitudes 
about  immunizations  were  also  que- 
ried. 

Results 

Preliminary  results  of  the  survey 
will  be  presented  from  states  which 
have  completed  the  survey. 

Conclusions 

We  hope  that  this  survey  will  give 
some  insights  into  immunization  use 
in  private  practice.  This  may  be 
useful  in  adopting  federal  policies 
for  immunization  distribution  and 
administration. 

Send  inquiries  to:  William  J. 


Hueston,  MD,  Eau  Claire  Family 
Practice  Residency,  807  S Farwell, 
Eau  Claire,  WI  54701. 


Precious 

Life 

1-800-877-5833 
for  information 


ST.  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas.  Founder 
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Epidemiology  of  canine  blastomycosis 
in  northcentral  Wisconsin 


Dennis  J.  Baumgardner,  MD;  Daniel  P.  Paretsky,  DVM;  and  Adam  Yopp,  Milwaukee 

quill-injured  canines  during  this  time 


Blastomycosis  is  highly  en- 
demic in  northcentral  Wis- 
consin where  it  is  a significant  human 
and  canine  health  problem.  We 
recently  reported  a descriptive  study 
of  73  human  blastomycosis  cases 
from  this  region  that  suggested  that 
place  of  residence  (proximity  to 
waterways)  was  a greater  risk  for 
blastomycosis  than  activities.  Ca- 
nine blastomycosis  cases  are  har- 
bingers of  human  disease  and  are 
more  amenable  to  controlled  stud- 
ies of  risk  factors. 

Methods 

A case-control  study  examined  epi- 
demiologic features  of  all  cases  of 
canine  blastomycosis  from  a single 
veterinary  practice  in  Eagle  River, 
Wis  over  a 3-year  period.  Control 
subjects  included:  all  porcupine 


(outdoor  exposed  dogs);  and  every 
sixth  dog  receiving  rabies  vaccina- 
tion during  the  second  year  of  study 
(representative  of  all  dogs  in  the 
practice).  Cases  were  entered  pro- 
spectively and  examined  retrospec- 
tively by  owner  interview. 

Results 

The  estimated  mean  annual  inci- 
dence of  canine  blastomycosis  in  this 
region  was  1,000/ 100,000.  Data  thus 
far  (32/36  months  completed)  re- 
veals that  blastomycosis  cases  were 
younger  and  more  often  male  than 
the  vaccine  control  dogs  but  similar 
in  age  and  sex  to  quill-injured  dogs. 
Blastomycosis  cases  were  signifi- 
cantly more  likely  to  reside  within 
1/4  mile  of  a waterway  (95%)  than 


quill-injured  dogs  (66%,  p<.001)  or 
vaccinated  dogs  (74%,  p<.01).  Ex- 
posure to  excavation  was  signifi- 
cantly more  likely  among  blastomy- 
cosis cases  compared  to  quill-injured 
canines,  however,  no  differences 
were  found  for  hunting,  swimming 
and  reported  beaver  exposure. 
Geographic  clustering  of  canine 
cases  is  similar  to  that  previously 
reported  for  human  cases. 

Conclusion 

Northcentral  Wisconsin  is  very 
highly  endemic  for  canine  blasto- 
mycosis, paralleling  the  incidence 
and  geographic  distribution  previ- 
ously described  for  humans.  Close 
proximity  to  waterways  and  expo- 
sure to  excavation  are  significant 
risk  factors  for  blastomycosis. 


Won't  you  please  help  these 
innocent  victims  of  geography? 


These  children  and  their  families  are  all  victims  of  geography. 
Where  they  were  born,  poverty  is  their  birthright.  And  try  as  they  may, 
it  is  impossible  for  them  to  break  its  vice-like  hold. 

They  need  a helping  hand  — a chance  for  a better  life.  Not  a 
handout,  but  a real  chance  for  education,  for  training,  for  clean  water, 
for  healthcare  — for  all  the  things  that  can  help  children  and  families 
grow  with  a sense  of  hope  for  tomorrow. 

Childreach  is  a sponsorship  program  that 
gives  a child  and  a family  overseas  that  kind  of 
hope.  It  is  a program  that  allows  you  to  make 
a real  difference.  It’s  a difference  you’ll  see  in 
pictures  and  letters.  And  it’s  a difference 
you’ll  feel  in  your  heart.  Childreach...  Of 
it’s  the  chance  of  a lifetime.  "Tl  Jh- 

childreach 


For  more  information, 
call  1-800-323-2822. 


The  U.S.  Affiliate  of  PLAN  International 


There  is  a 
good  time  tc 
call  the  IRS 

The  best  time  to  call 
1-800-TAX- 1 040  is  be- 
tween 8 and  10  a.m.,or 
after  230  p.m.  on  Wed- 
nesday Thursday  or 
Friday,  it's  just  one 
more  way  we’re  giv- 
ing you  helpful  advice. 


Internal  Revenue  Sen/ice 

Answers.  Assistance.  At  Your  Service. 
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Public  health 

Preventable  causes  of  death  in  Wisconsin 

Patrick  L.  Remington,  MD,  MPH,  Madison 


IN  this  century,  there  has  been  a 
dramatic  shift  in  the  causes  of 
death  and  disability.  In  1900,  the 
major  causes  of  death  were  infec- 
tious diseases  such  as  pneumonia, 
tuberculosis,  and  diarrhea.1  Today, 
chronic  diseases  such  as  heart  dis- 
ease, cancer,  stroke,  and  diabetes 
account  for  more  than  70%  of  the 
deaths  annually  (Table  1). 

Although  information  from  death 
certificates  has  been  used  to  docu- 
ment this  shift,  this  data  provides 
little  insight  regarding  the  prevent- 
able causes  of  death  in  the  popula- 
tion. For  example,  information  con- 
cerning cigarette  smoking  and  alco- 
hol use  is  rarely  mentioned  on  the 
death  certificate,  while  the  role  of 
other  important  behavioral  risk  fac- 
tors, such  as  diet  and  physical  activ- 
ity, is  never  recorded. 

Methods 

In  this  report,  the  major  preventable 
risk  factors  that  contribute  to  death 
in  Wisconsin  are  identified  using 


The  public  health  column  is  not  reviewed 
by  the  WMJ  editorial  board.  From  the 
Bureau  of  Public  Health,  Wisconsin 
Division  of  Health.  Dr  Remington  is  the 
chief  medical  officer  for  chronic  disease 
control.  Reprint  requests  to  Patrick  L. 
Remington,  MD,  Wisconsin  Division  of 
Health,  1400  E Washington  Ave,  Room 
228,  Madison,  WI  53703. 


three  sources.  First,  when  available, 
data  on  risk  factors  were  obtained 
from  Wisconsin  death  certificates 
(eg,  the  number  of  deaths  caused  by 
firearms).  If  this  information  was 
not  available  (eg,  cigarette  smoking 
is  not  typically  recorded  on  the  death 
certificate  as  a contributing  cause), 
estimates  were  obtained  from  pre- 
viously published  studies  of  the 
contribution  of  these  factors  to  deaths 
in  the  state.2'5  Finally,  if  no  state- 
specific  studies  had  been  published, 
estimates  were  made  using  results 
of  a recent  study  by  McGinnis  and 
Foege.6 

In  their  study,  McGinnis  and 
Foege  reviewed  articles  published 
between  1977  and  1993  that  used 
quantitative  methods  to  assess  the 
relative  contributions  of  risk  factors 
in  the  development  of  major  dis- 
eases (ie,  the  proportion  of  a par- 
ticular disease  caused  by  a specific 
risk  factor).  For  the  factors  of  great- 
est complexity  and  uncertainty,  a 
conservative  approach  was  taken  by 
choosing  the  lower  boundary  of  the 
various  estimates.  In  the  current 
studies,  these  proportions  were 
applied  to  the  Wisconsin  death  cer- 
tificate data  for  1992,  and  rounded 
to  the  nearest  100. 

Results 

Approximately  50%  of  the  deaths 
each  year  in  Wisconsin  result  from 
nine  preventable  risk  factors  (Table 


2).  For  Wisconsin,  this  represents 
approximately  21,100  deaths  each 
year. 

Tobacco.  According  to  previously 
published  studies,  tobacco  use  ac- 
counts for  approximately  8,700 
deaths  annually  in  Wisconsin,24 
contributing  substantially  to  deaths 
from  cardiovascular  disease,  cancer, 
lung  disease,  low  birth  weight,  and 
burns.  This  estimate  includes  776 
deaths  attributable  to  the  effects  of 
Continued  on  next  page 


Table  1. — Ten  leading  causes  of 
death  in  Wisconsin,  1992.* 

Cause  of  death 

Number 

Heart  disease 

14,028 

Cancer 

10,310 

Stroke 

3,314 

Chronic  lung  disease 

1,635 

Unintentional  injuries 

1,572 

Pneumonia  and 

influenze 

1,570 

Diabetes  mellitus 

1,043 

Other  arterial  diseases 

607 

Suicide 

584 

Nephritis  / nephrosis 

422 

All  other  causes 

7,094 

Total 

42,179 

*From  the  Center  for  Health  Statistics, 
Division  of  Health,  Wisconsin  Depart- 
ment of  Health  and  Social  Services. 
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Table  2.— Preventable  causes  of  death  in  Wisconsin. 


Cause 

Attributable 
fraction  (range)* 

Estimated 

number 

Tobacco 

21  (12-22) 

8,700 

Diet  and  activity  patterns 

14  (14-27) 

5,900 

Alcohol  misuse 

5 (3-5) 

1,900 

Microbial  agents 

4- 

1,500 

Toxic  agents 

3 (3-5) 

1,200 

Sexual  behavior 

1 - 

600 

Firearms 

1 - 

500 

Motor  vehicles 

<1  - 

400 

Illicit  use  of  drugs 

<1  - 

400 

Total 

50 

21,000 

‘Adapted  from  McGinnis  and  Foege.6 


Continued  from  preceding  page 
environmental  tobacco  smoke. 

Diet  and  physical  inactivity.  Based  on 
national  estimates,  poor  diet  and 
physical  inactivity  account  for  ap- 
proximately 5,900  deaths  annually 
in  Wisconsin.  These  two  factors  are 
interrelated,  and  contribute  to  deaths 
from  cardiovascular  disease,  cancer, 
and  diabetes.  Poor  diet  and  physical 
inactivity  are  not  listed  as  contribut- 
ing factors  on  death  certificates  and 
no  studies  have  been  published  in 
Wisconsin. 

Alcohol.  According  to  a previously 
published  study,  alcohol  misuse 
accounts  for  approximately  1,900 
deaths  annually  in  Wisconsin,5  con- 
tributing to  deaths  from  injuries, 
cancer,  cardiovascular  disease,  and 
liver  and  other  digestive  diseases. 
Not  included  in  this  estimate  are  the 
substantial  health,  social,  and  eco- 
nomic costs  of  alcoholism  and  alco- 
hol abuse.  Alcohol  misuse  is  seldom 
listed  as  a contributing  cause  of 
death.  Of  the  estimated  1,900  an- 
nual deaths,  the  role  of  alcohol  is 
mentioned  specifically  on  about  300 
(eg,  alcoholic  cirrhosis  of  the  liver). 

Microbial  agents.  Microbial  agents 
account  for  approximately  1,500 
deaths  annually  in  Wisconsin.  This 
represents  the  sum  of  the  deaths 
from  infectious  and  parasitic  dis- 
eases, meningitis  and  encephalitis, 
and  pneumonia  and  influenza  (2,043 
deaths  in  1992);  less  those  otherwise 
attributable  to  tobacco,  alcohol,  and 
careless  sexual  behavior  (approxi- 
mately 500  deaths  annually).2-5 

Toxic  agents.  Based  on  national  esti- 
mates, toxic  agents  account  for 
approximately  1,200  deaths  annu- 
ally in  Wisconsin,  contributing  to 
deaths  from  cancer  and  other  dis- 
eases of  the  heart,  lungs,  liver,  kid- 
neys, bladder,  and  neurologic  sys- 
tem. Environmental  factors  include 
occupational  hazards,  environ- 
mental pollutants,  and  contaminants 


of  food  and  water  supplies.  As  noted 
by  McGinnis  and  Foege,  however, 
this  may  be  the  most  uncertain  esti- 
mate, because  a wide  variation  in 
prior  study  techniques  and  because 
the  recognition  of  the  potential  health 
effects  is  still  evolving. 

Sexual  behavior.  Based  on  national 
estimates,  careless  sexual  behavior 
accounts  for  approximately  600 
deaths  annually  in  Wisconsin,  con- 
tributing to  deaths  among  infants 
and  from  cervical  cancer,  hepatitis 
B,  and  HIV.  According  to  McGinnis, 
unprotected  intercourse  represents 
one  of  the  most  rapidly  increasing 
causes  of  death  in  the  country.  In 
Wisconsin,  a majority  of  the  deaths 
from  HIV  and  hepatitis  are  related 
to  sexual  behavior  (DHSS,  unpub- 
lished data). 

Firearms.  Firearms  are  responsible 
for  approximately  500  deaths  annu- 
ally in  Wisconsin.  In  1992,  464  deaths 
in  Wisconsin  listed  firearms  as  an 
external  cause  of  injury.  Of  these, 
298  were  from  suicide  and  144  from 
homicides.  This  estimate  is  slightly 
less  than  the  2%  estimated  nation- 
ally by  McGinnis  and  Foege.6 

Motor  vehicles.  Motor  vehicle  inju- 


ries to  passengers  and  pedestrians 
account  for  approximately  400 
deaths  annually  in  Wisconsin.  This 
estimate  represents  approximately 
60%  of  the  deaths  due  to  motor 
vehicle  injuries  (667  in  1992)  that  are 
not  otherwise  attributed  to  alcohol 
misuse.5  Many  of  these  deaths  are 
preventable  through  the  use  of  lap 
and  shoulder  belts,  airbags,  child 
restraints,  and  motorcycle  helmets. 

Illicit  use  of  drugs.  Based  on  national 
estimates,  illicit  use  of  drugs  ac- 
counts for  approximately  400  deaths 
in  1992.  Illicit  drug  use  contributes 
to  deaths  from  overdose,  suicide, 
homicide,  motor  vehicle  injury,  HIV 
infection,  pneumonia,  hepatitis,  and 
endocarditis.  There  are  no  published 
estimates  of  the  total  contribution  of 
drugs  to  deaths  in  Wisconsin,  and 
information  about  drug  use  is  lack- 
ing in  the  death  records. 

Comment 

Prevention  is  widely  accepted  as  the 
most  cost-effective  way  to  improve 
the  public's  health.  In  this  report,  we 
find  that  half  of  the  deaths  in  Wis- 
consin are  directly  related  to  only  a 
few  preventable  causes.  Although 
these  estimates  are  based  upon  sev- 
Con tinned  on  page  128 
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Continued  from  page  126 
eral  assumptions,  they  nevertheless 
provide  a basis  upon  which  to  de- 
velop prevention  strategies. 

By  focusing  on  preventable  causes 
of  death,  rather  than  on  the  tradi- 
tional "underlying"  causes,  the 
importance  of  prevention  strategies 
becomes  obvious.  Tobacco  and  al- 
cohol account  for  over  half  of  the 
preventable  deaths  each  year.  Most 
of  the  remaining  deaths  result  from 
other  behaviors,  including  poor  diet 
and  physical  inactivity,  careless 
sexual  practices,  and  failure  to  use 
seatbelts.  Prevention  initiatives  must 
not  only  increase  knowledge  of  the 
importance  of  these  health  behav- 
iors, but  also  provide  the  skills  and 
environment  necessary  to  choose 
and  maintain  healthy  lifestyles. 

This  report  also  points  out  major 
limitations  in  existing  death  records. 
Death  certificates  list  the  diseases  or 
conditions  that  eventually  lead  to 
death,  but  invariably  lack  informa- 
tion about  behavioral,  environ- 
mental, or  occupational  risk  factors. 
For  example,  whereas  epidemiol- 
ogic evidence  suggests  that  smok- 
ing causes  at  least  80%  of  lung  dis- 
ease, it  was  mentioned  as  a contrib- 
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uting  cause  in  only  7%  of  these  death 
certificates  in  Wisconsin  in  1990. 7 
Physicians  are  uniquely  positioned- 
-through  proper  and  complete  death 
certification— to  define  the  role  of 
these  important  preventable  risk 
factors  in  causing  premature  deaths. 

While  considerable  progress  has 
been  made  over  the  past  several 
decades  in  improving  the  public's 
health,  many  challenges  remain. 
Cigarette  smoking  rates  among 
youth  have  not  changed  over  the 
past  decade  and  rates  among  women 
have  declined  only  slightly.8  Fire- 
arm-related  deaths  and  sexually 
transmitted  diseases,  such  as  AIDS, 
tuberculosis,  and  syphilis  are  in- 
creasing at  an  alarming  rate.9  Shift- 
ing the  focus  from  diseases  as  causes 
of  death— to  preventable  risk  factors— 
will  help  focus  future  prevention 
initiatives. 
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PCF  board  approves  7.1%  PCF  fee 
increase,  WHCLIP  reduction 

The  Board  of  Governors  for  the  Patients  Compensation  Fund  / WHCLIP 
has  approved  a 7.1%  increase  in  fund  fee  assessments.  The  SMS 
Executive  Committee  submitted  a recommendation  to  the  PCF  board  in 
advance  of  its  Feb  23  meeting,  requesting  the  board  support  a recommenda- 
tion offered  by  the  fund's  actuarial  and  underwriting  committee,  which 
would  hold  the  fee  increase  to  5.4%,  the  1993  CPI  medical  component  rate  of 
increase. 

The  PCF  fee  changes  will  be  as  follows:  class  1— from  $2,941  to  $3,150;  class 
2— from  $5,883  to  $6,300;  class  3— from  $14,705  to  $15,750;  and  class  4,  from 
$17,646  to  $18,900.  The  board  also  approved  an  overall  4%  reduction  in  pre- 
mium for  physicians  in  the  WHCLIP,  with  variations  within  physician 
classes.  Both  changes  are  effective  July  1, 1994. ❖ 
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AMA  candidate  Tim  Flaherty,  MD, 
tackles  issues  facing  physicians 

Shari  Hamilton,  assistant  editor 

WMJ:  Looking  into  the  proverbial  crystal  ball,  what  do  you  see  as  the  most 
significant  differences  between  the  medical  profession  of  today  and  the 
medical  profession  of  five  years  from  now? 

FLAHERTY:  The  big  differences  will  be  dictated  by  the  consequences  of 
national  and  state  attempts  at  health  system  reform  and  their  effects  on  the 
medical  profession.  Currently,  the  threat  of  health  system  reform  linked 
with  the  corporate  rush  to  managed  care  is  already  resulting  in  an  unprece- 
dented rush  to  integrate  physicians  into  larger  groups  and  a variety  of  health 
systems.  We  can  expect  to  see  that  state  of  flux  persist  as  the  uncertainty  over 
reforms  continues,  and  reforms  are  implemented  and,  subsequently,  modi- 
fied. 

WMJ:  What  do  you  view  as  some  of  the  pluses  and  negatives  of  integra- 
tion? 


FLAHERTY:  The  biggest  perceived  threat  to  many 
physicians  is  that  of  being  left  out— whether  it's  being 
left  out  of  an  alliance,  left  out  of  a system,  or  left  out  of 
a managed  care  system.  The  perceived  pluses  are  that 
you  have  strength  in  numbers,  you  have  strength  in  or- 

the  opportunity  to  sell  your  practice  to  a larger  entity. 

But  in  many  cases,  the  negatives  stem  from  the 
same  things  as  the  pluses:  you're  in  a big  organization 
so  there  may  be  a loss  of  control  or  a loss  of  autonomy.  Physicians— as  I have 
known  them  during  my  practice  time— tend  to  be  individuals  and  that 
individuality  manifests  itself  in  a variety  of  attitudes  and  actions.  This 
individualism,  however,  I view  as  one  of  medicine's  greatest  strengths 
manifesting  itself  in  the  way  physicians  practice  medicine  and  in  the  unique 
ways  we  approach  our  patients'  problems. 

For  many  reasons,  physicians  now  have  a sense  of  being  driven  into 
practice  conformity.  Physicians  understand  the  use  of  practice  guidelines  or 
practice  parameters.  But,  we  also  tend  to  want  to  be  on  the  cutting  edge,  and 
certainly,  we  want  to  do  what  is  best  for  our  patients.  We  physicians  want  to, 
and  need  to,  maintain  our  right  to  choose  the  most  appropriate  treatments 
for  our  patients. 


ganizational  size,  and  you  have,  perhaps,  not  missed 


/7We  physicians  need  to 
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Many  pressures  on  physicians  involve  initiatives  to  save  health  care 
dollars,  and  I believe  physicians  have  the  right  and  responsibility  to  ensure 
that  so-called  dollar-saving  techniques  do  not  jeopardize  the  quality  of 
patient  care. 

A concern  I have  for  the  medical  profession  as  a whole  is  that  some 
physicians  are  now  integrating  into  systems  that  they  will  be  very  uncom- 
fortable with  later,  whether  it's  one  year,  five  years  or  10  years  down  the 
road. 

WMJ:  Will  these  integrated  systems  result  in  any  cost  savings  for  patients? 
Will  administrative  costs  be  reduced? 


FLAHERTY:  To  a major  extent,  the  dramatic  escalation  in  administrative 
costs  can  be  attributed  to  the  government  and  private  insurance  companies' 
blizzard  of  forms  and  requirements,  snowing  down  on  practicing  physi- 
cians. Simplification  and  standardization  of  insurance  forms  and  the  repeal 
of  repressive— and  in  many  cases,  ridiculous— government  regulations  could 
produce  tremendous  savings  in  administrative  costs. 

Certainly,  system  integration  has  the  potential  to  reduce  administrative 
costs.  The  magnitude  of  such  savings  will  vary  greatly,  depending  on  the 
circumstances  of  practice,  before  and  after  integration. 

WMJ:  We  keep  hearing  about  the  necessity  of  reducing  costs.  Where  could 
we  realize  some  real  cost  savings  in  the  health  care  system? 


'First  of  all.  . . responsibility 
for  personal  actions 
must  be  emphasized.,, 


FLAHERTY:  First  of  all,  as  President  Clinton  has  re- 
lated, responsibility  for  personal  actions  must  be  em- 
phasized and  incorporated  into  the  American  social 
fabric.  Drug  abuse,  family  violence  and  other  violent 
crimes,  and  our  epidemic  of  HIV  infections  can  all  be 
minimized  by  increasing  personal  responsibility.  The 
AMA  has  stressed  increasing  competition  in  the  medi- 
cal marketplace  as  a cost  containment  method.  This  approach  requires  both 
employers  and  insurers  to  offer  individuals  a choice  of  health  plans  and 
financing  mechanisms,  thus  encouraging  patients  to  make  cost-conscious 
decisions.  Meaningful  and  major  professional  liability  reform  also  has  great 
potential  to  reduce  defensive  medicine  costs  as  well  as  liability  insurance 
premiums— costs  that  are  ultimately  passed  on  to  patients. 

The  real  cost  savings  of  medicine— of  the  magnitude  desired  by  the 
president  and  Congress— are  only  going  to  come  by  what  Dr  Willard  Gaylin 
(co-founder  of  the  Hastings  Institute)  calls  "the  ethic  of  restraint."  Gaylin 
presents  the  very  convincing  argument  that  medicine  is  now  suffering  from 
its  successes  in  that  good  medicine  creates  a sicker  population. 

In  the  United  States  where  there  is  strong  medical  care,  for  example,  you 
have  many  diabetic  women  having  term  pregnancies  and  delivering  healthy 
babies  where  in  a less-developed  country  diabetic  women  would  either  not 
carry  fetuses  to  term  or  would  have  a great  deal  of  difficulty  during  preg- 
nancy because  their  diabetes  wouldn't  be  well  controlled.  Here  most  diabet- 
ics successfully  bear  children,  which  results  in  a generic  preponderance  for 
diabetes.  So  ultimately,  there  are  more  people  with  diabetes  in  the  United 
States  than  there  are  in  an  underdeveloped  country.  Our  coronary  by-pass 
surgery  heightens  the  incidence  of  people  who  are  living  with  heart  disease 
so  that  population  is  higher  than  in  underdeveloped  countries  where  there 
wouldn't  be  that  intervention.  The  list  goes  on. 

The  only  way  you  save  big  money  in  our  system,  Gaylin  argues,  is  to  just 
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not  deliver  as  much  care.  I believe  those  decisions  must  be  societal  decisions, 
however,  not  physician  decisions.  Some  of  the  services  society  has  to 
consider  eliminating  to  save  health  care  dollars  involve  the  "care  around  the 
edges"— care  for  the  babies  that  are  bom  too  early  or  those  that  some  people 
think  are  living  too  long.  Those  are  the  areas  in  which  we  can  realize 
significant  health  care  savings;  everything  else  is  just  window  dressing.  We 
see  these  types  of  decisions  being  made  in  countries  with  government-run 
system,  either  rationing  by  queing  patients  or  by  conscious  decision  to  not, 
after  a certain  age,  treat  a disease  or  not  attempt  to  resuscitate  babies  under 
a specific  birth  weight. 

A concern  I have  with  the  whole  reform  effort  is  that  the  tough  spending 
decisions  are  being  transferred  down  to  the  physician  level  and  the  politi- 
cians are  trying  their  best  to  insolate  themselves  from  that  responsibility.  The 
Clinton  plan  transfers  those  decisions  to  the  alliance  level,  or  the  insurance 
company  level,  and  from  there  directly  to  the  physician. 

An  important  concern  for  physicians  has  to  be  our  ability  to  respond  to 
those  policy  movements  as  they  occur.  The  AMA  has  to  be  ready  to  respond 
with  action  that  is  representative  of  physicians'  interests  and  our  ability  to 
provide  appropriate  care  for  our  patients. 

WMJ:  What  do  you  see  as  the  most  important  role  for  organized  medicine 
during  the  "transition"  years  of  health  system  reform? 

FLAHERTY:  I think  the  most  impor- 
tant role  is  representation  at  all  lev- 
els-national,  state  and  local.  Whether 
you  are  reacting  to  a legislative  issue 
from  the  national  level  or  a regula- 
tory issue,  organized  medicine  has  to 
be  prepared.  Regulatory  issues  are 
frequently  more  onerous  than  legis- 
lative issues  so  the  AMA  must  con- 
tinue its  role  of  vigilant  watch  dog. 

WMJ:  What  do  you  think  should  be 
the  primary  goals  of  physicians  and 
organized  medicine  with  regard  to 
health  system  reform?  What  battles 
do  you  foresee  on  Capitol  Hill? 


FLAHERTY:  We  all  support  the  ba- 
sics of  Health  Access  America— uni- 
versal access  and  coverage,  a basic 
benefit  plan  and  the  other  points  in- 
cluded in  the  AMA  system  reform 
plan.  These  points  have  been  devel- 
oped from  a broad  base  of  consensus. 
I believe  the  issues  of  patient  and 
physician  choice  are  an  absolute  lit- 
mus test  as  far  as  the  AMA  is  con- 
cerned. This  runs  counter  to  what  is 
happening  in  many  managed  care 
plans  where  the  freedom  of  choice  for 
both  patient  and  physician  has  been 
abrogated.  What  I see  happening  in 
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my  area  is  that  most  recent  requests  for  proposals  from  employers  for  man- 
aged care  plans  contain  some  kind  of  point-of-service  option,  allowing 
patients  to  go  outside  of  the  managed  care  group  for  a price. 

I think  physicians  can  expect  to  see  a lot  of  action  on  Capitol  Hill;  there  will 
be  battles  over  many  issues.  I don't  think  we  need  to  dread  these  exchanges; 
it's  the  individual  plays  that  determine  whether  a game  is  good,  not  just  the 
final  score.  We've  got  excellent  footing.  With  Health  Access  America,  the 
AMA  has  facilitated  the  inclusion  of  many  physician-endorsed  elements  in 
a variety  of  health  system  reform  legislation. 

WMJ:  What  prompted  you  to  run  fora  9eat  on  the  AMA  Board  of  Trustees? 

FLAHERTY:  I have  been  involved  in  all  areas  of  organized  medicine  for  a 
long  time  and  I have  served  as  an  AMA  delegate  and  on  the  AMP  AC  board 
since  1986.  The  AMA  House  of  Delegates  serves  as  the  vehicle  for  democracy 
among  physicians  and  I consider  the  role  of  AMA  trustee  as  an  extension  of 
this  grassroots  representation. 

This  is  a critical  time  for  the  house  of  medicine,  there's  no  doubt.  It's  a time 
when  physicians  are  going  to  have  to  invest  a great  deal  of  time  and  talent 
if  medicine's  voice  is  to  remain  strong.  I am  ready  to  make  that  investment. 
I see  an  opportunity  to  serve  practicing  physicians  and,  at  the  same  time, 
ensure  quality  medical  practice  is  preserved  for  the  younger  generation  of 
physicians— one  of  whom  is  my  son,  Kevin,  who  is  a YPS 

— . ...i.— zr  delegate.  I want  to  give  what  I can  to  ensure  a continuity 

of  the  ability  of  American  physicians  to  provide  care  in 
" I ha.V6  d66p  concerns  about  a manner  that  is  not  only  going  to  be  rewarding  for 

over-regulation  and  intrusive  ,he™' but  rondllrivf' to  Providin8 ,he  hish  clualil>' care 

o we  do  now. 

health  care  legislation."  Through  my  experiences  on  the  AMP  AC  and 

WISP  AC  boards,  I have  witnessed  the  significant  effect 

the  legislative  process— whether  state  or  national— has 
on  health  care  and  how  healthcare  is  delivered.  I believe  this  is  a time  when 
my  experiences  in  organized  medicine  will  be  valuable  at  the  AMA  trustee 
level. 

WMJ:  Do  you  have  any  particular  agendas? 

FLAHERTY:  I have  no  personal  agenda.  I think  all  physicians  have  an 
agenda  for  how  we  think  medicine  should  be  practiced,  and  I have  deep 
concerns  about  overregulation  and  intrusive  health  care  legislation.  Passage 
of  meaningful  tort  reform  and  anti-trust  relief  for  physician  contracting  rank 
high  on  my  priority  list. 

WMJ:  What  role  do  you  hope  to  play  on  the  AMA  Board  of  Trustees? 

FLAHERTY:  I think  the  experiences  I bring  will  prove  conducive  to  imple- 
menting sound  health  policy.  I come  from  a state  that  has  a number  of  large 
multi-specialty  clinics  and  a significant  number  of  patients  in  managed  care 
plans.  Yet,  Wisconsin  still  has  a strong  combination  of  urban  and  rural  prac- 
tices with  a number  of  physicians  in  solo  practice  or  partnerships. 

In  my  practice,  I work  in  hospitals  of  50  and  400  beds  and  I see  both  semi- 
urban  and  rural  practitioners  on  a daily  basis.  I serve  on  medical  staff  execu- 
tive committees,  on  hospital  boards  of  trustees  as  well  as  on  a holding 
company  board  that  owns  two  hospitals  and  numerous  physician  practices 
so  I have  seen  the  integration  from  several  perspectives. 
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I have  been  fortunate  to  serve  on 
the  board  of  directors  for  the  Medical 
College  of  Wisconsin  and  as  a direc- 
tor of  the  for-profit  arm  of  the  State 
Medical  Society.  I currently  serve  on 
the  board  of  a regional  bank  and  am  a 
director  for  Goodwill  Industries  of 
northcentral  Wisconsin— two  win- 
dows that  continually  renew  my  ap- 
preciation of  the  essence  of  the 
strengths  and  needs  of  our  communi- 
ties. I have  gained  a strong  under- 
standing of  the  business  side  of  medi- 
cine within  its  diverse  settings.  As  a 
clinical  faculty  member  for  both  of 
Wisconsin's  medical  schools,  I con- 
tinue to  be  involved  in  the  training  of 
young  physicians  and  am  keenly 
aware  of  how  medical  school  facili- 
ties and  departments  function.  I have 
31  years  in  the  military,  both  active 
duty  and  reserves,  giving  me  insight 
into  military  and  government  medi- 
cine. 

WMJ:  What  other  skills  will  you 
bring  to  the  AMA  board? 

FLAHERTY:  As  a general  diagnostic 
radiologist,  I work  daily  with  a cross- 
section  of  my  fellow  colleagues  and  practitioners  in  various  disciplines.  I 
have  a very  good  sense  of  problems  and  concerns  for  various  health  care 
providers  because  of  those  intimate  associations  within  rural,  urban,  univer- 
sity and  non-university  practice  environments. 

Within  the  AMA  structure  itself,  I have  a particular  interest  in  the 
organizational  side,  i.e.  budgets,  financing,  etc.  I want  to  be  sure  members 
are  getting  the  best  bang  for  their  bucks.  I've  been  very  involved  in  develop- 
ing non-dues  income  for  the  state  society  with  SMS  Services  and  I will 
continue  that  focus  with  the  AMA  to  ensure  the  quality  efforts  there  remain 
important. 

WMJ:  Outside  of  health  system  reform,  what  other  issues  do  you  see  the 
AMA  Board  of  Trustees  focusing  on  in  the  next  two  to  three  years? 

FLAHERTY:  In  addition  to  the  gut  issues,  the  regulatory  and  legislative 
issues,  I think  the  challenge  for  the  AMA  in  general,  and  AMA  trustees  in 
particular,  is  membership.  Right  now  the  membership  is  about  40-plus 
percent  of  the  potential — that's  pretty  high  for  national  organizations— but 
the  membership  needs  to  grow.  We  have  too  many  physicians  in  this  country 
who  are  standing  on  the  sidelines  and  watching— sometimes  cheering,  some- 
times booing  the  actions  of  the  AMA— but  who  are  not  involved  in  the  ball- 
game. 

The  best  way  to  get  physicians  involved  is  through  peer-to-peer  member- 
ship activities.  Those  non-members  really  have  to  feel  that  they  would  be 
better  served  inside  the  house  of  medicine  than  outside  the  tent.  Despite  the 
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fact  that  they  frequently  slip  under  the  protection  of  the  tent  and  benefit  from 
the  initiatives  the  AMA  provides,  non-members  fail  to  contribute  vital  dues 
dollar.  We  need  to  change  that. 

The  thrust  now  of  the  AMA  is  to  better  serve  all  groups  of  physicians. 
They  have  focused  on  large  groups  and  I think  that's  been  a very  good  effort. 
In  addition,  there  has  to  be  continued  focus  on  the  cross-section  to  make  sure 
some  groups  aren't  forgotten.  Certainly,  we  have  to  increase  involvement  of 
young  physicians,  women  physicians,  minority  physicians  and  interna- 
tional medical  graduates— those  are  all  areas  where  membership  activities 
have  to  be  focused  on  giving  value  for  membership. 

Yet  as  other  issues  draw  our  attention  away  we  cannot  forget  that  the 
AMA  is  still  given  credit  as  the  number  one  scientific  organization  in  the 
country.  Occasionally,  that  vital  AMA  function-which  consumes  a large 
part  of  the  dues  dollar-is  overlooked  as  the  news  media  scans  for  sexier 


issues. 


Flaherty  in  brief 


Timothy  T.  Flaherty,  MD,  is  a candi- 
date for  election  to  the  AMA  Board  of 
Trustees.  Dr  Flaherty's  candidacy  is 
endorsed  by  the  State  Medical  Society 
of  Wisconsin,  the  North  Central  Medi- 
cal Conference,  the  American  College 
of  Radiology  and  the  Radiological 
Society  of  North  America. 

Dr  Flaherty  is  a vigorous  and  effec- 
tive leader  with  high  ideals,  known 
for  his  diligence,  vision,  energy,  and 
dedication  to  the  profession  of  medi- 
cine. During  his  first  term.  Dr  Flaherty 
will  bring  to  the  AMA  board  his  di- 
verse skills  and  experience  gained  from 
his  leadership  in  organized  medicine 
and  service  on  numerous  hospital, 
medical  school  and  financial  boards. 

Dr  Flaherty  has  served  as  a dele- 
gate to  the  AMA,  beginning  in  1984. 
He  is  a director  for  Physicians  Insur- 
ance Company-Wisconsin  and  chair 
of  its  investment  committee.  He  cur- 
rently serves  as  secretary  of  the  board 
of  directors  for  AMPAC,  the  political 
arm  of  the  AMA,  and  is  a councillor 
for  the  American  College  of  Radiol- 
ogy. Dr  Flaherty  is  a past  president  of 
the  State  Medical  Society  of  Wiscon- 
sin and  currently  chairs  the  Wisconsin 
Physicians  Political  Action  Commit- 
tee (WISP AC).  He  has  been  appointed 
to  serve  on  the  Governor's  Task  Force 
on  Health  Reform  (WI);  and  is  a direc- 
tor of  the  State  Medical  Society  of  Wis- 
consin's holding  company  and  a past 


director  (1988  to  1993)  of  the  Medical 
College  of  Wisconsin.  He  currently 
serves  on  the  board  of  a regional  bank 
and  as  a director  for  Goodwill  Indus- 
tries of  northcentral  Wisconsin.  Dr 
Flaherty  has  earned  a reputation  as  an 
innovative  and  critical  thinker. 

A graduate  of  the  Marquette  Uni- 
versity Medical  College,  Dr  Flaherty 
completed  his  residency  in  radiology 
at  the  University  of  Wisconsin  Hospi- 
tals, where  he  was  named  chief  resi- 
dent and  American  Cancer  Society 
fellow.  He  is  board  certified.  Dr 
Flaherty's  clinical  experience  has  in- 
cluded private  and  military  medical 
practice.  He  has  earned  the  rank  of 
Major  General  USAF  (Ret).  Dr  Flaherty 
practices  in  both  a 50-bed  rural  hospi- 
tal and  a 400-bed  urban  hospital.  He 
has  held  a clinical  appointment  at  the 
Univ.  of  Wisconsin  Health  Science 
Center  since  entering  private  practice 
in  1968  and  was  appointed  clinical 
professor  of  radiology  in  1985.  In  1986, 
he  was  appointed  clinical  professor  of 
radiology  for  the  Medical  College  of 
Wisconsin  in  Milwaukee. 

Tim  Flaherty  is  warmly  welcomed 
as  a popular  and  polished  speaker.  He 
has  testified  frequently  on  prospec- 
tive legislation  and  is  respected  as  a 
thoughtful  and  rational  voice  for  health 
care  reforms,  patients  and  physicians. 
Dr  Flaherty  was  awarded  the  SMSW 
Civic  Leadership  Award  in  1988. 
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WMJ:  What  are  your  thoughts  on  the  increasing  development  and  im- 
plementation of  practice  parameters? 

FLAHERTY:  This  is  a positive  for  medicine.  It  demands  that  physicians 
examine  their  practices  retrospectively  and  prospectively.  To  focus  on 
patient  outcomes— outcomes  research  and  outcomes  numbers— you  have  to 
have  a basis  before  you  can  determine  if  variations  from  parameters  or 
guidelines  would  positively  or  negatively  affect  outcomes.  Practice  parame- 
ters do  not  equate  with  "cookbook  medicine";  we've  gotten  beyond  that  ter- 
minology. Now  the  concerns  of  physicians  are  not  with  practice  parameters 
but  with  limitations  of  practice— limitation  on  specific  medication  or  surgical 
procedures  due  to  economic  reasons  rather  than  medical  judgments. 

WMJ:  What  do  you  believe  to  be  the  number  one  priority  of  organized 
medicine? 

FLAHERTY:  Cost-effective  delivery  of  quality  health  care.  The  issues  that 
affect  the  AMA  are  the  issues  of  society  and  reflect  how  society  deals  with 
problems.  I see  the  AMA  as  a sounding  board  for  many  issues,  and  I believe 
the  AMA  can  provide  much  expertise  on  the  road  to  making  society's 
decisions.  But  physicians  by  the  nature  of  our  training  are  not  inclined  to 
make  rationing  decisions  concerning  care  for  our  patients. 

It  is  ironic  that  physicians  who  make  treatment  breakthroughs  in  this 
country  are  held  up  as  role  models  and  society  heroes.  Yet  tough  decisions 
result  from  those  very  important  breakthroughs;  e.g.  should  the  new  tech- 
nology be  extended  to  all  patients  or  just  a few?  I think  it  is  the  role  of 
medicine  to  be  involved  in  those  tough 
decisions,  but  not  to  be  the  final  arbi- 
trator or  dictator  of  public  policy. 

WMJ:  What  do  you  see  to  be  the 
strengths  and  weaknesses  of  organ- 
ized medicine?  How  could  the  fed- 
eration of  medicine  be  strengthened? 

FLAHERTY:  Acting  on  the  proposal 
of  the  Long-Range  Planning  Council, 
the  AMA  House  of  Delegates  voted 
to  fund  a study  to  determine  how  all 
the  various  pieces  of  the  federation 
would  best  fit  together.  The  study  is 
going  to  be  very  extensive  and  will 
take  several  years.  But  I think  the 
study  will  be  very  worthwhile  be- 
cause there  is  a lot  of  duplication  and 
replication  of  efforts  among  various 
medical  organizations.  Sometimes  we 
are  at  cross  swords,  which  is  natural 
because  there  are  issues  we  don't  all 
agree  on.  But  there  are  many  efforts 
that  are  duplicated  and  replicated  at 
the  expense  of  dues-paying  physi- 
cians. We  need  to  see  not  only  how 
we're  interfacing  but  what  we  can  do 
to  make  this  a stronger  organization.^ 
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Book  review 

Out  of  Dr  Bill's  Black  Bag: 

From  Northern  Wisconsin  a Country  Doctor  Looks  Back 


Russell  King,  editor 

During  the  Dark  Age  of  Greece, 
more  than  two  centuries  of 
political  and  social  chaos,  Homer 
created  the  Odyssey.  In  it.  Classical 
Greece  found  an  inspiration,  a he- 
roic model  of  what  it  means  to  be  a 
moral  human.  During  the  1st  Cen- 
tury, BC,  when  the  Romans  were 
staggering  from  100  years  of  avarice 
and  war  that  finally  brought  the  fall 
of  the  Republic,  Vergil  created  the 
Aeneid.  And  in  it,  the  Romans  were 
given  a mythic  hero,  an  example  of 
how  life  may  best  be  lived. 

Such  examples,  literary  or  other- 
wise, are  in  short  supply  in  1994. 


And  what  public  heroes  we  create, 
we  just  as  quickly  destroy.  Fortu- 
nately, the  spirit  of  greatness  slum- 
bers in  the  hearts  of  most  men  and 
women,  awakening  and  showing 
itself,  however  briefly,  in  life's  most 
meaningful  moments.  And  there  are 
among  us  a precious  few  who  qui- 
etly, unknowingly,  privately  exhibit 
that  spirit  in  their  daily  lives.  They 
carry  no  rank,  earn  no  medals,  lead 
no  followers:  They  are  simply 

common  folk  bringing  an  uncom- 
mon light  to  the  darkness.  They  are 
our  true  heroes. 

Out  of  Dr  Bill's  Black  Bag  is  the 


story  of  such  a hero.  This  is  the  auto- 
biographical account  of  the  50-year 
medical  career  of  William  B.A.J. 
Bauer,  MD.  I know  Dr  Bill,  so  I know 
he  will  insist  that  in  applying  it  to 
him,  I am  grossly  misusing  the  word 
"hero."  It  won't  be  the  first  time  he 
and  I have  disagreed,  but  it  will  be 
one  of  the  few  times  he  is  wrong. 

This  charming  book  traces  the 
evolution  of  a country  doctor  from 
childhood  through  "the  first  worri- 
some year  as  a solo  physician,"  re- 
counts the  prime  years  of  his  medi- 
cal practice  in  northern  Wisconsin, 
and  concludes  with  a healthful  dose 


SURGEONS:  COULD  YOU 
USE  AN  EXTRA  $9,000? 

If  you’re  a resident  in  surgery,  the  Army  Reserve  will 
pay  you  a yearly  stipend  which  could  total  in  excess  of 
$9,000  in  the  Army  Reserve’s  Specialized  Training 

Assistance  Program 
(STRAP). 

You  will  have 
opportunities  to  contin- 
ue your  education  and 
attend  conferences, 
and  we  will  be  flexible 
about  scheduling  the 
time  you  serve.  Your 
immediate  commitment  could  be  as  little  as  two  weeks  a 
year,  with  a small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a minimum 
amount  of  service.  Find  out  more  by  contacting  an  Army 
Reserve  Medical  Counselor.  Just  call: 

CALL  COLLECT  MAJ.  RUSS  FLEMMING 
414-771-5488 

ARMY  RESERVE  MEDICINE. 

BE  ALL  YOU  CAN  BE! 


Park  Nicollet  Medical  Center 

A HealthSystem  Minnesota™  member 


Urgent  Care  Department 

• BC/BE  Family  Practitioners,  General  Internists,  or 
Emergency  Medicine  Practitioners 

• Five  Positions  Available 

• Varied  and  Challenging  Patient  Population 

• New  Flexible  Scheduling  Options 

All  considered  Full-Time  with  Same  Base  Pay 

#1  40  hrs/wk,  no  evenings/ weekends 
#2  36  hrs/wk,  6 hrs  of  evenings/ weekends 
#3  32  hrs/wk,  12  hrs  of  evenings/ weekends 
#4  28  hrs/wk,  18  hrs  of  evenings/ weekends 

• A 376  - Physician  Multispecialty  Clinic 


Contact  Patrick  Moylan  at  612/927-3286 
or 

Send  CV  and  Letters  of  Inquiry  to: 
Physician  Recruitment 
Park  Nicollet  Medical  Center 
5000  West  39th  Street 
Minneapolis,  MN  55416 

or 

Fax  612/924-2819 
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of  Dr  Bill's  unique  brand  of  humble, 
homespun  philosophy.  The  story 
really  begins,  however,  in  1942,  when 
he  and  his  wife  Gussie  moved  to 
Ladysmith.  There,  he  treated— and 
grew  to  love  and  be  loved  by— the 
colorful  cast  of  characters  found  in 
this  book. 

Over  five  decades,  the  quiet  doc- 
tor became  a legend:  sage  and  poet, 
newspaper  and  magazine  writer, 
civil  leader  and  outstanding  athlete, 
forester  and  ichthyologist,  and  au- 
thor of  Brethren  of  the  Brule,  Wiscon- 
sin's best  book  on  the  science  and 
romance  of  trout. 

Out  of  Dr  Bill's  Black  Bag  is  a de- 
ceptive book  in  that  the  stories  and 
characters  are  so  engaging,  so  enter- 
taining, so  wildly  funny,  that  we  are 


The  SMS  Board  of  Directors  is 
calling  for  the  withdrawal  of 
a lawsuit  filed  by  Blue  Cross  & Blue 
Shield  of  Wisconsin  against  the 
Marshfield  Clinic  on  the  grounds 
that  such  action  is  costly  and  a threat 
to  the  health  of  northern  Wisconsin 
residents. 

The  lawsuit  charges  the 
Marshfield  Clinic  and  its  Security 
Health  Plan  HMO  with  attempting 
to  monopolize  health  care  and  con- 
trol prices  in  central  and  northern 
Wisconsin.  SMS  Executive  Vice 
President  Thomas  L.  Adams,  CAE, 
said,  "Tying  up  the  state's  largest 
clinic  in  court  sends  the  clear  mes- 
sage to  smaller  clinics  that  when 
Blue  Cross  and  Blue  Shield  presents 
a proposal,  there  is  no  negotiating: 
You  play  by  the  Blue  rules  or  you 
pay  the  price." 

"The  price  of  fighting  and  de- 


tempted  to  take  from  it  only  those 
pleasures.  Those  alone  would  be 
worth  the  reading,  but  there  is 
something  more,  something  deeper. 
Just  beneath  the  surface,  never  fully 
revealing  itself,  never  even  quite 
conscious  of  itself,  lies  the  example 
of  a life  well  lived. 

Here  is  the  commitment  and  the 
fear,  the  joy  and  the  frustration,  the 
dream  and  the  doubt:  Here  is  the 
full  measure  of  a man  and  a physi- 
cian. Here,  among  other  tales,  are  a 
breech  baby  delivered  in  a one-room 
farmhouse  in  the  middle  of  a snowy 
night,  a showdown  with  a viciously 
cruel  medical  school  professor,  a pro- 
found strength  drawn  from  a spiri- 
tual connection  with  the  Earth,  a 
night  spent  comforting  a patient  who 


fending  this  case  will  be  high,  and 
that  cost  will  be  paid  by  the  people 
who  buy  insurance  and  those  who 
seek  health  care  from  the  Marshfield 
system,"  Adams  said  in  a statement 
released  to  statewide  media.  "In  an 
era  when  we  are  all  working  to- 
gether to  curb  unnecessary  hikes  in 
health  care  costs,  a lawsuit  is  not  the 
way  to  resolve  problems.  In  effect, 
the  suit  would  force  the  clinic  to 
divest  itself  of  its  rural  satellite  clin- 
ics now  serving  many  of  Wiscon- 
sin's remote  northern  communities. 
If  that  happens  the  threat  to  access 
to  health  care  in  those  already  un- 
der-served areas  will  be  critical.  This 
lawsuit  puts  Blue  Cross  & Blue 
Shield's  pursuit  of  business  ahead 
of  access  to  health  care  and  is,  quite 
simply,  a danger  to  real  people  with 
real  health  care  needs,"  Adams 
said.* 


was  suffering  a "heart  attack"  of 
grief  over  the  loss  of  a loved  one. 
Here  are  a wealth  of  lessons  omitted 
from  formal  medical  training  but 
supplied  by  one  physician's  patients' 
births,  deaths  and  all  that  is  found 
between. 

The  distinguishing  characteristic 
of  Dr  Bill's  practice  of  life  was  also 
the  hallmark  of  his  practice  of  medi- 
cine, in  that  he  used  the  same  un- 
common light  to  illuminate  both. 
Just  as  he  approached  living  as  a 
passion,  he  approached  medicine  as 
a calling,  not  a career,  and  his  com- 
passion is  his  greatest  legacy— to 
Ladysmith  and  to  the  physicians 
who  follow  him.  With  the  publica- 
tion of  this  unpretentious  book,  that 
legacy  is  recorded  and  preserved. 

The  last  chapter  of  this  moving 
story  is  yet  to  be  written,  for  Dr  Bill 
still  stalks  Wisconsin's  north  woods, 
still  writes,  still  reaches  out,  still 
touches  the  lives  of  the  people 
around  him.  But  the  last  chapter  of 
this  book  contains  a letter  Dr  Bill 
received  while  recovering  from 
cancer  surgery  in  1981 . In  that  letter, 
we  find  a fitting  tribute  to  a true 
hero: 

It  is  important  that  you  know  that 
even  now,  in  your  difficult  time, 
you  continue  to  be  our  model  of 
strength  and  compassion. 

It  is  important  that  you  know  of 
our  love. 

We  were  the  babies  you  deliv- 
ered, the  parents  you  advised,  the 
elderly  you  comforted. 

Your  side  of  the  bleachers  is 
packed! 

What  would  a modern  Ulysses 
be  like?  I don't  know,  but  my  guess 
is  that  he  or  she  would  have  a thing 
or  two  in  common  with  one  Dr  Bill, 
of  Ladysmith,  Wis.  Out  of  Dr  Bill's 
Black  Bag:  From  Northern  Wisconsin  a 
Country  Doctor  Looks  Back  (1941- 
1991),  a darn  good  book,  is  available 
for  $19.95,  plus  $2.50  shipping  and 
applicable  state  sales  taxes,  from: 
Brother  Bill's  Publishing  Co.,  PO  Box 
9158,  Rochester,  MN  55903-9158.* 


SMS  Board  of  Directors  calls  for 
withdrawal  of  Blue  Cross  lawsuit 
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SMS  commission  updates  guidelines  on  terminal  care  in 
long-term  care  facilities  and  at  home 


These  guidelines  were  approved 
by  the  SMS  Board  of  Directors 
March  25,  1987,  and  subsequently 
published  in  the  Wisconsin  Medical 
Journal  {Wis  Med  J.1987;86(6):128- 
130).  The  guidelines  have  been 
widely  distributed  to  physicians  and 
nursing  facilities  in  Wisconsin.  Oc- 
casionally, requests  are  still  received 
for  copies. 

The  SMS  Commission  on  Geriat- 
ric Health  has  been  working  since 
December  1992  to  update  these 


The  SMS  Board  of  Directors 
voted  Feb  26  to  accept  the 
Executive  Committee's  recommen- 
dation to  restructure  the  Commis- 
sion on  Safe  Transportation  into  a 
new  commission  titled  as  the 
"Commission  on  Injury  Prevention 
and  Control  and  Emergency  Medi- 
cal Services." 

Enacted  in  1955,  the  SMS  Com- 
mission on  Safe  Transportation  has 
been  influential  over  the  years  in 
shaping  public  policy  on  many  dif- 
ferent issues,  notably:  implied  con- 
sent laws,  drunk  driving  enforce- 
ment, seat  belt  regulations,  medical 
standards  for  school  bus  drivers,  li- 
censure for  older  drivers,  vision 
standards,  infant  seat  restraints,  and 
headlight  safety.  Transportation  in- 
juries have  been  steadily  declining. 
Over  the  past  year,  the  Commission 
on  Safe  Transportation,  chaired  by 
Stephen  Hargarten,  MD,  has  dis- 
cussed restructing  into  a new  com- 
mission to  discuss  a broader  range 


guidelines.  One  of  the  goals  of  the 
commission  was  to  ensure  that  the 
guidelines  would  be  viable  in  both 
home  care  and  long-term  care.  The 
revisions  have  been  reviewed  and 
found  acceptable  by  the  SMS  Com- 
mission on  Medicine  and  Ethics,  the 
Bureau  of  Quality  Compliance, 
Robyn  Shapiro,  JD,  director  of  the 
Center  for  the  Study  of  Bioethics, 
members  of  the  Wisconsin  Associa- 
tion of  Medical  Directors,  and  SMS 
legal  staff. 


of  topics. 

The  charge  of  the  newly  created 
commission  is  as  follows:  "The 
commission  shall  be  concerned  with 
the  prevention  and  control  of  acci- 
dental and  intentional  injuries.  It 
shall  examine  and  recommend 
public  safety  measures  for  reducing 
the  incidence  of  untimely  injury  or 
death  resulting  from,  but  not  lim- 
ited to,  gun  violence,  domestic  abuse, 
transportation  accidents,  fires, 
drownings  and  falls.  The  commis- 
sion shall  also  examine  and  recom- 
mend measures  for  assuring  effec- 
tive emergency  medical  systems  in 
Wisconsin." 

Physicians  who  are  interested  in 
serving  on  the  new  commission  may 
contact  Don  Lord  at  the  SMS,  (800) 
362-9080  or  (608)  257-6781,  or  Dr 
Raymond  Zastrow,  vice  chair  of  the 
Board  of  Directors,  at  (414)  527-8404. 
The  chair  and  commission  appoint- 
ments will  be  made  at  the  annual 
meeting  in  April.* 


This  statement  is  not  intended  to 
serz’e  as  a standard  of  medical  care. 
Standards  of  medical  care  are  estab- 
lished on  the  basis  of  the  facts  of  individ- 
ual cases  and  are  constantly  subject  to 
change. 

Contemporary  American  society 
offers  a wide  range  of  philosophies 
regarding  death  and  dying,  none  of 
which  is  necessarily  intrinsically 
better  than  another.  An  increasing 
number  of  people  are  signing  living 
wills  or  otherwise  indicating  a pref- 
erence for  "death  with  dignity,"  or 
at  least  a terminal  course  not  involv- 
ing extensive  medical  intervention. 
Medical  science  continues  to  make 
dramatic  progress.  New  diagnostic 
and  therapeutic  modalities  continue 
to  become  available,  and  health  care 
providers,  as  well  as  many  patients 
and  their  families,  continue  to  re- 
quest the  most  modern  and  com- 
plete care.  Limited  treatment  poli- 
cies, however,  are  now  becoming 
common  in  long-term  care  facilities 
and  at  home. 

Although  the  social  commitment 
of  the  physician  is  to  prolong  life 
and  relieve  suffering,  the  AMA  states 
that  where  the  observance  of  one 
conflicts  with  the  other,  the  choice 
of  the  patient  should  prevail.  If  the 
patients  are  incapacitated  and  did 
not  previously  indicate  their  prefer- 
ences, the  patients'  surrogate  deci- 
sion-makers, in  concert  with  the  phy- 
sician, must  act  in  the  patients'  best 
interests.1-2 

Making  decisions 
Because  the  care  of  residents  in  long- 
term care  facilities  and  at  home  of- 
ten involves  many  individuals— in- 
cluding the  family,  clergy,  nursing 
staff,  social  services  staff,  and  oth- 
ers—the  physician,  who  will  usually 
"captain"  the  medical  teams,  must 
be  sure  that  the  patients'  needs  are 


SMS  Board  restructures  Commission 
on  Safe  Transportation 
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met  and  that  the  medical  care  deliv- 
ered meets  the  ethical  standards  of 
the  medical  profession. 

If  the  patients  are  capable  of 
making  treatment  decisions,  their 
wishes  should  be  represented  and 
documented  in  the  medical  record. 
If  the  patients  are  incapacitated  and 
have  signed  living  wills  or  health 
care  powers  of  attorney,  these  treat- 
ment directions  should  be  honored, 
and  the  patients'  surrogates  should 
be  consulted.  This  consultation 
should  be  documented  in  the  pa- 
tients' medical  records.  (For  pur- 
poses of  these  guidelines,  the  term 
"surrogate"  means:  guardian,  health 
care  agent,  if  there  is  no  guardian;  or 
spouse,  adult  children,  parents,  adult 
siblings,  other  adult  relatives  and 
close  friends,  if  there  is  no  guardian 
or  health  care  agent.)  In  order  of 
priority,  a best  interest  decision 
should: 

• reflect  the  patients'  specific  wishes 
previously  and  clearly  stated 
(written  or  oral); 

• reflect  the  patients'  probable 
wishes  as  best  judged  by  the  proxy 
decision  makers  based  on  the  pa- 
tients' previous  statements,  ac- 
tions, or  lifestyles,  or  the  patients' 
values  or  religious  or  philosophi- 
cal beliefs;  and 

• follow  that  course  based  on  such 
factors  as  the  life  expectancy  and 
prognosis  with  and  without  treat- 
ment; the  risks,  side-effects,  and 


benefits  of  the  treatment  options; 
the  degree  of  dependence  and 
loss  of  dignity  from  the  condition 
and  treatment;  and  the  opinion  of 
the  bioethics  committee  (when 
one  has  been  consulted). 

In  cases  of  disagreement  regard- 
ing the  course  of  care,  consultation 
from  an  ethics  committee  may  be 
helpful. 

Types  of  decisions 
A variety  of  decisions  involving 
ethical  issues  may  be  faced  in  long- 
term care.  For  example,  whether 
ongoing  care  is  to  be  provided  in  the 
hospital  or  the  patient  is  to  continue 
in  the  long-term  care  facility  or  at 
home.  The  decision  to  be  hospital- 
ized may  apply  only  to  some  ill- 
nesses and  not  to  others.  If  a patient 
decides  to  remain  in  the  long-term 
care  facility  or  at  home  and  faces  a 
likely  down-hill  course,  a plan  of 
care  should  be  constructed  in  accor- 
dance with  the  guidelines  discussed 
above  in  the  previous  section. 

Cardiopulmonary  resuscitation 
(CPR)  also  poses  the  need  for  ad- 
vance planning.  It  is  consistent  with 
sound  medical  practice  not  to  at- 
tempt CPR  in  certain  situations,  such 
as  cases  where  CPR  does  not  repre- 
sent the  patient's  wishes  or  where  it 
most  likely  will  be  futile. 

In  all  societies,  provision  of  food 
and  water  is  perceived  as  a critical 
part  of  human  nurturing  and  caring 


SMS  meeting 
planner  earns 
certification 

Kristin  Krueger,  SMS  managing 
director  of  meeting  services  and 
medical  education,  has  achieved  the 
status  of  "certified  meeting  profes- 
sional" through  academic  examina- 
tion and  professional  experience. 
The  CMP  designation  is  conferred 
by  the  national  Convention  Liaison 
Council,  and  currently  there  are  only 
1,540  certified  meeting  profession- 
als worldwide. ❖ 


for  one  another,  as  well  as  a physical 
necessity  of  life.  Decisions  regard- 
ing the  provision  of  nutrition  and 
hydration  should  be  made  in  this 
context.4  Nevertheless,  when  natu- 
ral nutrition  and  hydration  cannot 
be  safely  accomplished  by  self-ad- 
ministration or  with  manual  assis- 
tance of  others,  medically  admini- 
stered nutrition  and  hydration  (via 
tubes)  may  be  withheld  if  the  pa- 
tient so  directs  (or  has  previously 
expressed  such  a preference)  or  such 
withholding  would  be  in  the  pa- 
tient's best  interests. 

Documenting  the  plan 

Because  the  options  are  so  broad, 
the  plan  of  medical  care  for  each 
patient  should  be  individually  con- 
structed. Thus,  when  patients  in 
long-term  care  facilities  or  at  home 
deteriorate,  their  plans  of  care  should 
be  revised  to  reflect  the  change  of 
condition.  The  patients'  plans  of  care 
needs  to  be  converted  into  physi- 
cian orders.  Such  generalizations  as 
"comfort  measures"  or  "hold  meds" 
should  be  avoided:  a positive,  or- 
derly, and  complete  set  of  medical 
Continued  on  next  page 


Health  system  reform  session  set 
for  SMS  annual  meeting 

A special  presentation  in  health  system  reform  has  been  sched- 
uled for  9 am  Friday,  April  15,  during  the  final  session  of  the 
SMS  House  of  Delegates.  Kermit  Newcomer,  MD,  chair  of  the  SMS 
Commission  on  Health  Care  Financing  and  Delivery,  will  moderate 
the  session.  Presenters  include:  Thomas  Barrett,  D-5th  Congressional 
District,  Milwaukee;  Scott  Klug,  R-2nd  Congressional  District,  Madi- 
son; and  Donald  T.  Lewers,  MD,  AMA  trustee,  Easton,  Md.* 
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Continued  from  preceding  page 
orders  should  be  written. 

The  patients'  diagnoses,  progno- 
ses, and  the  treatment  preferences 
as  expressed  by  the  patients,  or  as 
related  by  families  or  surrogates  with 
specific  mention  of  their  names, 
should  be  clearly  documented  at  the 
time  of  admission,  or  as  soon  as  ap- 
propriate, and  readily  accessible. 
Federal  law  requires  long-term  care 
facilities  and  home  health  care  agen- 
cies to  inquire  about  the  existence  of 
an  advance  directive  at  the  time  of  a 
patient's  admission,  provide  infor- 
mation about  state  laws  on  advance 
directives,  notify  the  patient  of  the 
facility's  policy  on  the  use  of  ad- 
vance directives,  and  to  include 
advance  directives  in  the  patient's 
medical  records.5  Long-term  care 
facilities  and  home  health  care  agen- 
cies, however,  legally  may  not  re- 
quire an  individual  to  execute  an 
advanced  directive. 

Dietary  orders  concerning  the  pa- 
tients' nutritional  status  should  be 
written  so  that  modification  can  be 
made  as  their  appetites  and  abilities 
to  handle  food  changes.  The  patients' 
activity  levels  should  be  reviewed 


Physician  briefs 

The  * indicates  an  SMS  member. 

Mahmoud  Ahmed,  MD,*  and 
Charles  Van  Der  Heide,  MD,*  have 
joined  the  staff  of  Midelfort  Clinic  in 
Eau  Claire.  Dr  Ahmed,  a psychia- 
trist affiliated  with  the  Center  for 
Pain  and  Stress  Management  at 
Luther  Hospital,  received  his  medi- 
cal degree  from  the  University  of 
Cairo,  Egypt,  and  performed  his 
residency  at  the  Winnebago  Llealth 
Institute  in  Oshkosh.  Dr  Van  Derr 
Heide  received  his  medical  degree 
from  Northwestern  University  in 
Chicago.  His  residency  in  adult 


and  activity  orders  adapted  to  their 
capabilities.  The  patients'  activity, 
medications,  and  treatments  should 
be  reviewed  as  their  conditions 
change.  Those  medications  that 
continue  to  be  necessary  and  appro- 
priate should  be  continued.  Others 
should  be  eliminated.  The  dosage 
and  mode  of  administration  of 
medication  and  the  circumstances 
of  treatment  may  need  modification 
to  ensure  that  the  patients  will  be 
able  to  tolerate  or  retain  them.  Care 
should  be  taken  to  give  the  patients 
the  maximum  comfort  possible, 
while  keeping  in  mind  the  necessity 
of  not  over-medicating  the  patients 
with  advanced  illness  and  age. 

In  summary,  the  patients'  medi- 
cal records  must  contain  the  results 
of  the  planning  process  and  the 
concurrence  of  the  various  parties 
involved  by  name.  Conferences 
sharing  prognosis,  problems,  and 
plans  held  at  intervals  may  resolve 
conflicts,  avoid  misunderstandings, 
and  assure  common  goals  and  in- 
clusion of  all  parties  in  patient  care. 

Comforting  patients 

Planning  the  patients'  care  with  the 


psychiatry  was  performed  at  the 
University  of  Cincinnati  and  he 
completed  a fellowship  in  child  psy- 
chiatry at  Yale  Child  Study  Center 
in  New  Haven,  Conn.  Dr  Van  Der 
Heide  is  board  certified  in  adult, 
adolescent  and  child  psychiatry. 

Kathryn  Balough,  MD,*  a Physi- 
cians Plus  Medical  Group  pediatric 
allergist,  has  joined  the  staff  at  the 
Monroe  Clinic.  She  received  her 
medical  degree  at  the  University  of 
Illinois  College  of  Medicine  in  Chi- 
cago. She  completed  her  pediatric 
residency  at  William  Beaumont 


patients  or  their  su  rrogates;  discuss- 
ing the  care  plans  with  involved 
parties;  documenting  the  plans  of 
care  by  writing  the  appropriate 
orders;  ensuring  the  plans'  implem- 
entation; and  making  appropriate 
adjustments  in  the  care  plans  with 
the  patients  or  their  surrogates,  are 
the  major  responsibilities  of  the  phy- 
sician. A positive  attitude  with  con- 
cern for  the  comfort,  anxiety,  and 
dignity  of  the  dying  patients,  and 
the  difficulty  of  the  staff  and  the 
families,  is  the  goal  of  terminal  care. 
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Hospital  in  Royal  Oak,  Mich,  a 
pediatric  allergy  fellowship  at  the 
University  of  Iowa  Hospitals  and 
Clinic.  Dr  Balough  is  board  certified 
in  pediatrics  and  board  eligible  in 
allergy  and  immunology. 

Robert  A.  Cavanaugh,  MD,*  has 
been  named  president  of  Beilin 
Hospital's  medical  staff.  The  obste- 
trician/ gynecologist  will  serve  a 2- 
year  term. 

Abigail  Christensen,  MD,  and 
Kathy  Kowalke,  MD,*  have  joined 
Continued  on  page  142 
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Porsche  Drawer 

Ypor-sha,  ’dro(-3)r\  n: 

a sliding  box-like  compartment  that  contains  a 
number  of  rejected  insurance  claims  representing  a 
dollar  value  greater  than  that  of  a Porsche. 


Fact  - The  average  medical  practice  writes  off 
$100,000  in  uncollected  claims  annually. 

Fact  - The  national  average  for  claims 

submission  and  reimbursement  is  6 to  8 
weeks. 

Fact  - The  national  average  for  claims 
acceptance  is  less  than  70%. 

Medical  Claims  Plus  combined 

with  the  latest  in  computerized  technology  will  not 
only  clean  up  those  old  rejected  claims  in  your 
"Porsche  Drawer",  we  will  also: 

• Save  you  50%  or  more  of  what  it  costs  you  to 
file  claims  yourself. 

• Get  your  money  in  the  bank  on  the  average  of 
2 weeks  not  2 months. 

• Ensure  that  your  claims  are  transmitted  with 
98%  accuracy  not  30%  rejection. 

Call  Medical  Claims  Plus  at  800-436-2669. 

Ask  about  our  2 week  free  trial  and  start  increasing 
your  profits  today! 


IVTecliccil 

Claims  Plus™ 

"Professional  Claims  Management " 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-208-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamme 
alkaloid  with  chemical  similarity  to  reserpme  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpme,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothaimic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1  '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon ? 1/12  gr.  5 4 mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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the  staff  of  the  Dean  Medical  Clinic 

in  Madison.  Dr  Christensen  is  a 

gastroenterologist.  Dr  Kowalke  is  a 

psychiatrist. 

Edsel  G.  Doreza,  MD,*  has  been 
appointed  to  the  clinical  faculty  of 
the  University  of  Wisconsin  College 
of  Medicine  as  a clinical  assistant 
professor  in  medicine  and  nephrol- 
ogy. Dr  Doreza  serves  as  medial 
director  of  Beloit  Hospital's  dialysis 
program  under  the  association  of 
the  University  of  Wisconsin  hospi- 


Dane.  The  following  members  have 
been  received  by  the  Dane  County 
Medical  Society:  Abigail  Chris- 
tiansen, MD;  Thomas  Ferrella,  MD; 
Michael  Goldstein,  MD;  Mohammad 
Razzaq,  MD;  Alessandro  Rossi,  MD; 
and  Mustafa  Sahin,  MD. 

Eau  Claire,  Dunn,  Pepin.  The  fol- 
lowing physicians  were  elected  to 
membership  in  the  Eau  Claire,  Dunn, 
Pepin  Counties  Medical  Society  Jan 
24, 1994:  Abolghasem  D.  Javaherian, 
MD;  Wolfram  G.  Schynoll,  MD;  and 
Charles  J.  Van  Der  Heide,  MD. 

Fond  du  Lac.  Jean  Lyke,  MD,  has 
been  elected  to  membership  in  the 
Fond  du  Lac  County  Medical  Soci- 
ety. 

LaCrosse.  The  following  physicians 
were  elected  to  membership  in  the 
La  Crosse  County  Medical  Society: 
Michael  Brent  Porter,  MD;  Safir  U. 
Shaheen,  MD;  and  Susan  S.  Quinn, 
MD. 

Langlade.  The  Langlade  County 
Medical  Society  approved  member- 
ship for  Curtis  M.  Bejes,  MD;  and 
Michael  R.  Probstfeld,  MD. 


tals. 

William  T.  Franks,  MD,  has  joined 
the  Montello  Family  Medical  Prac- 
tice Clinic.  Dr  Franks  is  a board- 
certified  family  practice  physician 
and  a graduate  of  the  University  of 
Indiana  School  of  Medicine.  He 
completed  a 3-year  family  practice 
residency  at  Ball  Memorial  Hospital 
in  Muncie. 

Elliot  G.  Goldin,  MD,  of  Berlin 
Surgical  Associates  recently  received 
a 3-year  appointment  as  cancer  liai- 
son physician  as  part  of  the  Com- 


Marathon.  The  Marathon  County 
Medical  Society  approved  member- 
ship for  Mark  Neil  Weissman,  MD; 
Juan  Fernandez  III,  MD;  and  Tho- 
mas A.  Koepke,  MD. 

Price.  The  Price  County  Medical 
Society  approved  membership  for 
Kurt  Brown,  DO. 

Racine.  James  C.  Cadwallader,  MD, 
has  been  approved  for  membership 
in  the  Racine  County  Medical  Soci- 
ety. 

Richland.  The  Richland  County 
Medical  Society  approved  member- 
ship for  Edward  Abbott,  MD. 

Rock.  The  Rock  County  Medical 
Society  approved  membership  for 
Sonya  Naryshkin,  MD. 

Sauk.  Membership  in  the  Sauk 
County  Medical  Society  has  been 
approved  for  Douglas  Atkins,  MD. 

Waukesha.  The  Waukesha  County 
Medical  Society  approved  member- 
ship for  Mark  A.  Meier,  MD;  Waheed 
Bajwa,  MD;  Robert  Burney,  MD;  and 
Scott  Linton,  MD.<> 


mission  on  Cancer  of  the  American 
College  of  Surgeons.  Dr  Goldin  is 
among  a national  network  of  more 
than  2,000  volunteer  cancer  liaisons 
who  provide  leadership  and  sup- 
port to  a hospital  tumor  registrar 
and  encourages  medical  staff  to  use 
data  generated  by  the  registry. 

Doug  Kramer,  MD,*  has  joined  the 
Physicians  Plus  Medical  Group  in 
Madison.  Dr  Kramer  is  a board-cer- 
tified psychiatrist. 

Richard  Leer,  MD,*  a family  prac- 
tice physician,  has  been  re-elected  to 
a fourth  term  as  president  of 
Marshfield  Clinic.  Dr  Leer  has  served 
on  the  clinic's  executive  committee 
since  1985.  He  joined  the  medical 
staff  in  1977. 

A1  Mendoza,  MD,*  a pediatrician, 
has  joined  the  Riverview  Clinic  of 
Dean  Medical  Center.  Dr  Mendoza 
completed  an  internship  and  resi- 
dency in  pediatrics  at  the  Children's 
Hospital  of  Wisconsin  in  1992.  Be- 
fore joining  Riverview  Clinic,  he  was 
on  staff  at  the  Burlington  Clinic. 

Karen  B.  Mielke,  MD,  is  a new 
addition  to  the  Marshfield  Clinic 
staff.  Dr  Mielke  earned  her  medial 
degree  from  the  University  of  Min- 
nesota Medical  School  in  Minnea- 
polis. She  served  her  residency  in 
pediatrics  at  Mayo  Graduate  School 
of  Medicine  in  Rochester. 

Angela  Miller,  MD,*  has  joined  the 
staff  at  the  Monroe  Clinic  of  New 
Glarus.  Dr  Miller  received  her 
medical  degree  from  Loyola  Uni- 
versity in  Maywood,  111.  She  com- 
pleted her  internship  and  residency 
at  the  University  of  Illinois,  Depart- 
ment of  Pediatrics,  in  Chicago.  She 
is  board  certified  in  pediatrics. 

David  Ulery,  MD,*  of  Waukesha, 
was  recently  board  certified  in  sports 
medicine,  making  him  only  one  of 
15  US  physicians  certified  in  both 
pediatrics  and  sports  medicine.  Dr 
Ulery  is  a pediatrician  at  Wilkinson 
Medical  Clinic. 


County  society  news 
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Jackie  L.  Yaeger,  MD,*  has  joined 
the  Whitewater  Family  Practice 
Clinic.  Dr  Yaeger  earned  an  under- 
graduate degree  in  biology  at  St  Olaf 
College  in  Northfield,  Minn.  She 
received  her  medical  degree  at  the 
University  of  Iowa  College  of  Medi- 
cine and  completed  residency  train- 
ing at  the  University  of  Wisconsin 
Family  Practice  Residency  Program 
in  Wausau. 

John  R.  Zandt,  MD*,  has  joined  the 
Waukesha  Medical  Centers-East 
Broadway.  Dr  Zandt  is  a 1988  gradu- 
ate of  the  University  of  Wisconsin 
Medical  School.  He  completed  his 
residency  in  1991  at  Bayside  Medi- 
cal Center  in  Springfield,  Mass,  and 
is  board  certified  in  internal 
medicine. ❖ 


WIPRO 

investigated 


"Be  part  of  a world-class  operation , 
And  lose  the  residency  blues. " 


w 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 

u, 


i irvr 


Call:  (708)422-4732 

AIR  FORCE  RESERVE 


The  Wisconsin  Peer  Review  Or- 
ganization (WIPRO),  Medi- 
care's utilization  and  quality  con- 
trol peer  review  organization  for 
Wisconsin  is  undergoing  an  investi- 
gation by  the  Office  of  the  Inspector 
General  (OIG)  of  the  Department  of 
Health  and  Human  Services.  The 
OIG  investigates  federal  contractors 
to  assure  that  federal  funds  are  being 
expended  in  a manner  consistent 
with  existing  contracts.  WIPRO  is 
confident  that  this  investigation  will 
turn  up  no  irregularities  and  that 
WIPRO  is  in  compliance  with  fed- 
eral guidelines.  WIPRO  maintains 
an  open  policy  of  fully  cooperating 
with  the  federal  government  in  all 
of  the  government's  efforts  to  main- 
tain high  quality  health  care  for 
Medicare  and  Medicaid  recipients 
in  Wisconsin.  Questions  may  be 
directed  to  Bill  White  at  283-2246. ❖ 


If  you  have  questions  about 
your  taxes,  here  are  four 
ways  the  IRS  can  help  you 
find  answers.  You  can  call  our  toll-free 
hotline  at  1-800-TAX-1040.  You  can  lalk  to 
our  volunteer  tax  assistants  in  your  neigh- 
borhood, or  pick  up  free  forms  and  publica- 
tions. And  you  can  use  our  Tele-Tax  service  for 
automated  refund  information  or  recorded  tax 

Just  what  do 
you  have  to  do  to  get 
through  to  the  IRS? 


listed  in  y our  Federal 
tax  instruction  book- 
let,or  1-800-829-4477. 

You'll  get  through  loud  and 
clear  • IRS  Help  Available  • IRS 
Procedures  • Collection*  Alternative 
Filing  Methods  ‘General  Information 
Internal  Revenue  Service 

Answers.  Assistance  At  Your  Service. 
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CES  Foundation  donors 


The  individuals  and  organizations 
named  below  made  contributions 
to  the  Charitable,  Educational  and 
Scientific  Foundation  from  Decem- 
ber, 1993  - February,  1994. 

Beaumont  500 

In  recognition  for  those  individuals, 
county  medical  societies  and  aux- 
iliaries who  contribute  their  sup- 
port to  the  Fort  Crawford  Medical 
Museum. 

Thomas  L.  and  Diane  Adams 
Dr.  and  Mrs.  Joseph  C.  DiRaimondo 
Marathon  County  Medical  Society 
Richland  County  Medical  Society 
Dr.  Richard  and  Laura  Roberts 
Dr.  Ken  and  Jan  Viste 

Special  Projects  and  Contributions 

Barbara  Scott  Maroney  Memorial 
Fund 

Thomas  L.  and  Diane  Adams 
Mr.  and  Mrs.  H.B.  Maroney,  II 

Brown  County  Student  Loan  Fund 

Dr.  and  Mrs.  Loren  Hart 
Dr.  and  Mrs.  Robert  Schmidt 

Clara  M.  Joss  Trust  Fund 

Philip  F.  Troiano,  MD 

General  Fund 

La  Crosse  County  Medical 
Society  Alliance 

Mr.  and  Mrs.  Robert  B.L.  Murphy 
Physicians  Insurance  Company 
of  Wisconsin 

General  Student  Loan  Fund 

John  F.  Kreul,  MD 
James  C.  Tibbetts,  MD 

Grant  County  Student  Loan  Fund 

Grant  County  Women's 
Medical  Auxiliary 

Landis  Memorial  Fund 

Mrs.  Mary  Landis 


Physicians'  Benevolent  Fund 

Marshall  Colburn,  MD 
Dr.  and  Mrs.  Jerome  Fons 

Earl  and  Alice  Thayer  Lecture  Fund 

Mr.  and  Mrs.  Earl  R.  Thayer 


Waukesha  County  Scholarship 
Fund 

Waukesha  County  Medical  Society 

Wisconsin  Association  for  Senior 
Physicians 

Ann  Bardeen  Henschel,  MD 

Workshop  on  Health 

Philip  F.  Troiano,  MD 
Winnebago  County  Medical 
Society  Alliance 


Memorial  Gifts  made  from 
December,  1993  - February,  1994 

Thomas  L.  and  Diane  Adams 
Jane  Anderson 

Dr.  James  and  Vivian  Barbour 

Mary  Belz 

Vivian  Brink 

John  E.  Dettmann,  MD 

Dr.  and  Mrs.  Thomas  J.  Doyle 

Dr.  and  Mrs.  Richard  Edwards 

Maxine  & Joseph  Gilbert 

Bill  Guerten 

Dr.  and  Mrs.  Loren  Hart 
Julie  A.  Hein 
Rick  and  Kris  Hensen 
Mr.  and  Mrs.  Richard  Herfel 
Kim  R.  Jones,  MD 
La  Crosse  County  Medical 
Society  Alliance 
Peter  Larme 
William  J.  Madden,  MD 
Mr.  and  Mrs.  H.B.  Maroney,  II 
Dr.  and  Mrs.  Charles  McKeown 
Mr.  and  Mrs.  Ed  Mueller 
Dr.  and  Mrs.  E.J.  Nordby 
Pamela  Reitnauer,  MD 
Dr.  and  Mrs.  Robert  Schmidt 
Jean  R.  Smith 

State  Medical  Society  Alliance 


State  Medical  Society  of  Wisconsin 
Mr.  and  Mrs.  Carl  Stumpf 
Norma  Swenson 

In  Memoriam 

Susanne  Ames 

Hiram  B.  Benjamin,  MD 

Edna  Bicford 

Joseph  N.  Bonner,  MD 

Kent  D.  Braunschweiger,  MD 

James  F.  Caffrey,  MD 

Mrs.  H.W.  Christensen 

Carl  G.  Dunst,  MD 

Jacob  M.  Fine,  MD 

Richard  P.  Fruehauf,  MD 

Mary  Gage 

Mrs.  Granetzke 

Terri  Higgs 

William  Hodge 

Jerome  W.  House,  Jr.,  MD 

Jewel  S.  Huebner,  MD 

Mazhar  L.  Jan,  MD 

Fred  G.  Johnson,  Jr.,  MD 

Mrs.  Gerald  (Miep)  Kempthorne 

Alois  F.  Kustermann,  MD 

Alma  Kvam 

Francis  P.  Larme,  MD 

Edward  J.  Lennon,  MD 

Marlin  Lewis,  MD 

Floyd  L.  Litzen,  MD 

Ronald  L.  Logemann,  MD 

Mrs.  Maxine  Maroney 

Lyle  D.  Milliken,  Jr.,  MD 

Jean  Moyer 

Robert  A.  Nimz,  MD 

Clifford  A.  Osen,  Jr. 

Richard  S.  Ostenso,  MD 
Burton  S.  Rathert,  MD 
David  Statz 

Elizabeth  Allen  Steffen,  MD 
Ruth  A.  Stoerker,  MD 
James  L.  Struthers,  MD 
Mae  Thornton 
Samuel  W.  Tonkens,  MD 
John  C.  Whitney 
Arthur  R.  Zintek,  MD,  PhD 

The  individuals  named  below  made 
contributions  to  the  Charitable, 
Educational  and  Scientific  Founda- 
tion through  the  SMS  membership 
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dues  statement  from  December,  1993 
- January,  1994. 

R.  Mario  Abellera,  MD 
Nestor  C.  Alabarca,  MD 
George  H.  Anderson,  MD 
Darel  C.  Angus,  MD 
George  W.  Arndt,  MD 
Gregory  J.  Bachhuber,  MD 
Carroll  A.  Bauer,  MD 
John  W.  Beasley,  MD 
Benjamin  W.  Begley,  MD 
Conrad  H.  Benoit,  DO 
James  S.  Berry,  MD 
Edward  A.  Birge,  MD 
Walter  J.  Bradley,  Jr.,  MD 
Frederick  A.  Brei,  MD 
James  J.  Brill,  MD 
John  R.  Brown,  MD 
Ernest  L.  Burnell,  MD 
Brigido  C.  Calado,  MD 
Brian  C.  Campion,  MD 
Robert  H.  Caplan,  MD 
E.  Frank  Castaldo,  MD 
Norman  E.  Cohen,  MD 
John  D.  Conway,  MD 
Robert  T.  Cooney,  MD 
Purushothama  V.  Dasaraju,  MD 
Stephen  P.  Delahunt,  MD 
Thomas  E.  Duffy,  MD 
Richard  W.  Edwards,  MD 
Victor  S.  Falk,  Jr.,  MD 
Timothy  T.  Flaherty,  MD 
Raymond  O.  Frankow,  MD 
Jane  Koll  Frazier,  MD 
D.J.  Freeman,  MD 
Richard  E.  Freeman,  MD 
James  W.  Fulton,  MD 


Obituaries 

Benjamin,  Hiram  B.,MD,  died  Dec 
16,  1993.  Dr  Benjamin  received  his 
medical  degree  at  Marquette  Uni- 
versity in  1930,  and  served  his  in- 
ternship and  residency  at  Milwau- 
kee County  Hospital.  He  was  a fel- 
low of  the  International  College  of 
Angiology,  a fellow  of  the  Interna- 


Reynaldo P.  Gabriel,  MD 
Badri  N.  Ganju,  MD 
Michael  S.  Garrity,  MD 
Jon  E.  Gudeman,  MD 
Gretchen  Guernsey,  MD 
Jerome  H.  Hagens,  MD 
Harold  F.  Hardman,  MD,  PhD 
Loren  E.  Hart,  MD 

T.  Edward  Hastings,  MD 
John  W.  Hayden,  MD 
Timothy  J.  Helz,  MD 
Philip  S.  Henkel,  MD 
Arthur  W.  Hoessel,  MD 
Steven  H.  Hoy  me,  MD 
Howard  H.  Johnson,  MD 
Keith  M.  Keane,  MD 
Gerald  C.  Kempthorne,  MD 
Theodore  J.  Kern,  MD 
Nevenka  T.  Kevich,  MD 
Fred  H.  Koenecke,  Jr.,  MD 
Palmer  R.  Kundert,  MD 
Paul  J.  Leehey,  III,  MD 
Russell  F.  Lewis,  MD 
Richard  D.  Lindgren,  MD 
Charles  C.  Lobeck,  MD 
Jack  M.  Lockhart,  MD 
Rolf  S.  Lulloff,  MD 
Raymond  A.  McCormick,  MD 

U. L.  Meeter,  MD 

Ann  Bartos  Merkow,  MD 
Steven  J.  Merkow,  MD 
John  T.  Mendenhall,  MD 
Thomas  C.  Meyer,  MD 
Dean  D.  Miller,  MD 
Robert  John  Miller,  MD 
Timothy  A.  Mjos,  MD 
Albert  J.  Motzel,  Jr.,  MD 
John  J.  Mueller,  MD 


tional  College  of  Surgeons,  Profes- 
sor Emeritus  of  the  Medical  College 
of  Wisconsin  and  the  former  Mar- 
quette University  Medical  School. 
Dr  Benjamin  was  a member  of  the 
SMS  and  the  Medical  Society  of  Mil- 
waukee County.  He  is  survived  by 
his  wife,  Helen;  three  stepchildren. 


James  E.  Murphy,  MD 
Ligaya  I.  Newman,  MD 
Thomas  A.  O'Connor,  MD 
Sandra  L.  Osborn,  MD 
Charles  H.  Patton,  MD 
William  J.  Pier,  Jr„  MD 
L.  Maramon  Pippin,  MD 
Bernard  B.  Poeschel,  MD 
Mario  V.  Ponce,  MD 
Scott  G.  Powley,  MD 
Robert  F.  Purtell,  Jr.,  MD 
Ralph  T.  Rank,  MD 
John  L.  Raschbacher,  MD 
Albert  F.  Rogers,  MD 
John  R.  Russell,  MD 
Dennis  Ryan,  MD 
Edward  Rydell,  DO 
Eugene  P.  Schuh,  MD 
Rudolf  E.  Schuldes,  MD 
Paschal  A.  Sciarra,  MD 
Harold  H.  Scudamore,  MD 
Jack  D.  Spankus,  MD 
Gojko  D.  Stula,  MD 
William  G.  Sybesma,  MD 
Richard  J.  Timmons,  Jr.,  MD 
Allen  O.  Tuftee,  MD 
Lee  M.  Tyne,  MD 
John  A.  Welsh,  MD 
Ki  Jun  Whang,  MD 
Kathleen  M.  Wick,  MD 
DeLore  Williams,  MD 
Marc  S.  Williams,  MD 
John  H.  Wishart,  MD 
Michael  K.  Wood,  MD 
Nasip  H.  Yasatan,  MD 
Joseph  J.  Young,  MD 
Clifford  L.  Zeller,  MD* 


Chris  Potos,  Andrew  Potos,  and  Dr 
William  Potos;  seven  grandchildren 
and  four  great-grandchildren. 

Brah,  William  A.,  MD,  died  Jan  29, 
1994,  in  Mequon.  Dr  Brah  was  a 
surgeon  for  31  years.  He  graduated 
from  Marquette  Medical  School  in 
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Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  information, 
contact  the  foundation  staff  at  the  SMS.*> 


Milwaukee.  He  completed  his  in- 
ternship and  residency  at  St  Joseph's 
Hospital  in  Milwaukee.  He  was  a 
member  of  the  SMS,  Medical  Soci- 
ety of  Milwaukee  County,  Ameri- 
can Medical  Association,  Wisconsin 
Surgical  Society,  American  College 
of  Surgeons,  and  the  Milwaukee  Gas- 
troenterological Society.  Dr  Brah  is 
survived  by  his  wife,  Marguerite;  a 
son,  William,  and  a daughter, 
Christine  Curro;  five  grandchildren; 
and  a sister. 

Culver,  John  R.,  MD,  Died  Jan  3, 
1994,  in  Oconto  Falls.  He  received 
his  medical  degree  from  the  George 
Washington  University  in  Washing- 
ton, DC.  He  served  his  internship  at 
St  Joseph's  Hospital  in  Flint,  Mich, 
and  completed  his  residency  in 
Williamson,  WVa.  He  moved  to 
Oconto  Falls  in  1957,  where  he  es- 
tablished a private  practice  which 
he  continued  until  the  time  of  his 
death.  Dr  Culver  was  a member  of 
the  National  Medical  Honor  Soci- 
ety, Alpha  Omega  Alpha,  Smith 
Reed  Russell  Honor  Society,  the 
Kane-Kine  Obstetric  Society,  Nu 
Sigma  Nu  and  vice  president  of  the 
William  Beaumont  Honor  Society. 
He  was  a member  of  the  SMS  and 
past  president  of  the  Oconto  County 
Medical  Society.  Dr  Culver  is  sur- 
vived by  his  wife,  Miriam;  one 
daughter,  Marsha  Page  of  Iron 
Mountain,  Mich;  two  sons,  John  of 
Lincolnwood,  111,  and  Paul  of  Mil- 
waukee; five  grandchildren;  one 
brother  and  one  sister. 

Dorr,  Robert  H.,  MD,  died  Jan  10, 
1994,  in  Cedarburg.  He  earned  his 
medical  degree  at  Marquette  Medi- 
cal School.  Following  a year  of  prac- 
tice in  Milwaukee,  he  entered  the 
U.S.  public  health  service.  He  was 
stationed  at  various  posts  in  the 
United  States  and  throughout  Mex- 
ico. In  1946,  Dr  Dorr  established  his 
practice  in  Belgium,  where  he  served 
until  his  retirement  in  1979.  Dr  Dorr 
was  a member  of  the  SMS  and  the 


Ozaukee  County  Medical  Society. 
He  is  survived  by  his  wife,  Jane,  and 
three  sons,  John  and  Joseph  of  Ce- 
darburg, and  James  of  Milwaukee. 

Fruehauf,  Richard  P.,  MD,  died  Jan 

26. 1994.  He  graduated  from  the  Uni- 
versity of  Illinois  in  1941,  and  in- 
terned at  Milwaukee  County  Hos- 
pital. He  practiced  medicine  in 
Superior  from  1942  to  1989.  Dr 
Fruehauf  was  the  staff  physician  for 
the  University  of  Wisconsin-Supe- 
rior from  1957  to  1986,  and  was  chief 
of  staff  at  the  former  St  Francis,  St 
Mary's  and  St  Joseph's  hospitals  in 
Superior.  He  was  a member  of  the 
SMS,  the  Douglas  County  Medical 
Society,  and  the  AMA.  He  received 
an  award  for  50  years  of  service 
from  the  SMS  in  1991.  Dr  Fruehauf 
is  survived  by  his  wife,  Evelyn;  four 
daughters,  Patricia  Dalum,  of 
Marshfield,  Mary  Fruehauf,  of  Mil- 
waukee, Jean  Patrenets,  of  Wiscon- 
sin Dells,  and  Catherine  Pokorny,  of 
Burnsville,  Minn;  one  son,  Richard, 
Jr.,  of  Superior;  and  six  grandchil- 
dren. 

Hirschboeck,  John  S.,  MD,  died  Jan 

28. 1994,  in  Milwaukee.  Dr  Hirsch- 
boeck graduated  from  Marquette 
University  School  of  Medicine  and 
served  his  internship  and  residency 
at  Milwaukee  County  Hospital. 
During  World  War  II  he  held  the 
rank  of  lieutenant  commander  in 
the  US  Navy  Medical  Corps.  Fol- 


lowing the  war  in  1945,  he  engaged 
in  private  practice  in  Milwaukee 
until  he  was  named  dean  of  the 
School  of  Medicine  at  Marquette  in 
1947.  In  1963,  he  was  named  to  the 
new  office  of  vice  president  and  sec- 
retary of  the  board  of  directors  of  the 
Marquette  School  of  Medicine.  He 
was  a member  of  the  SMS,  Medical 
Society  of  Milwaukee  County,  board 
of  directors  of  the  National  Intern 
Matching  Program,  a fellow  of  the 
American  College  of  Physicians,  a 
diplomate  of  the  American  Board  of 
internal  Medicine,  and  past  vice 
president  of  the  National  Society  for 
Medical  Research. 

Lennon,  Edward  J.,  MD,  died  Jan 

11, 1994,  at  the  age  of  66.  He  received 
his  medical  degree  from  Northwest- 
ern University  School  of  Medicine, 
Chicago.  He  served  his  internship 
and  residency  at  Milwaukee  County 
General  Hospital.  Dr  Lennon  was 
named  president  of  the  Medical 
College  of  Wisconsin  in  1984.  He 
was  the  chief  of  the  renal  section  at 
the  Medical  College  of  Wisconsin's 
Department  of  Medicine  from  1960 
to  1970,  program  director  of  the  col- 
lege's Clinical  Research  Center  from 
1961  to  1969,  associate  dean  for  clini- 
cal affairs  from  1968  to  1978,  and 
dean  of  the  Medical  College  and 
academic  vice  president  from  1978 
to  1984.  Dr  Lennon  was  a member  of 
the  SMS  and  the  Medical  Society  of 
Milwaukee  County.  He  is  survived 
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by  his  wife,  Janice;  a daughter,  Mary 
Louise  Bennett  of  Penn;  two  sons, 
Robert  and  Kevin;  and  four  grand- 
children. 

Nimz,  Robert  A.,  MD,  died  Jan  22, 
1994,  in  Milwaukee.  He  was  a phy- 
sician for  more  than  40  years  in  Mil- 
waukee and  former  chief  of  staff  at 
St  Michael  Hospital.  Dr  Nimz  re- 
ceived his  medical  degree  from 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA 
Physician's  Recognition  Awards. 
They  have  distinguished  themselves 
and  their  profession  by  their  com- 
mitment to  continuing  education, 
and  the  SMS  offers  them  its  con- 
gratulations. The  * indicates  mem- 
bers of  the  SMS. 

January  1994 

* Anderson,  Charles  J. 

* Bowler,  William  A. 

* Boxer,  Richard  J. 

* Brown,  Ward  M. 

* Carlson,  Alan  R. 

Chang,  Chen-Kang 
Cusick,  Joseph  F. 

* Davidoff,  Donna  D. 

* Dibbell,  David  G. 

* Dudek,  Stephen  L. 

* Goell,  William  S. 

* Gueldner,  Terry  L. 

* Jefferson,  James  W. 

* Karen,  Robert 
Lawton,  Colleen  A. 

* Mann,  Dale  H. 

* Mateo,  Raul 
* Matzke,  Robert  F. 

* McDonald,  Donald  H. 

* Pechman,  Kenneth  J. 

* Roberts,  Richard  G. 

Sherry,  James  J. 

Walsh,  Patrick  R. 

* Wild,  Joseph  P.-fr 


Marquette  University  in  1936  and 
did  his  residency  at  Milwaukee 
County  General  Hospital.  He  was  a 
staff  physician  for  the  Wisconsin 
Electric  Power  Company.  Survivors 
include  a son,  Robert,  of  Milwau- 
kee, and  two  daughters,  Carol 
Dahlke,  of  Wauwatosa  and  Alice 
Jane  Berg,  of  Elm  Grove. 

Steffen,  Elizabeth  Allen,  MD,  died 
Dec  13, 1993.  She  received  her  medi- 
cal degree  from  McGill  University 
School  of  Medicine-Montreal,  Can- 
ada, in  1945,  interned  at  Swedish 
Covenant  Hospital,  Chicago,  and 
completed  her  residency  at  Women's 
Medical  College,  Philadelphia,  Penn. 
Dr  Steffen  served  as  president  of  the 
Racine  County  Medical  Society  in 
1969,  as  well  as  chief  of  staff  of  St 
Luke's  Hospital  from  1976  to  1977. 
She  was  chief  of  obstetrics  and  gy- 
necology at  St  Mary's  Medical  Cen- 
ter from  1988  until  1990,  and  presi- 
dent of  the  Wisconsin  Obstetrician 
and  Gynecological  Society  in  1970. 
She  was  also  a clinical  professor  with 
the  Medical  College  of  Wisconsin 
and  a diplomat  of  the  American 
College  of  Obstetricians  and  Gyne- 
cologists. She  was  a fellow  of  the 
American  College  of  Surgeons  and 
the  International  College  of  Sur- 
geons. Following  her  retirement.  Dr 
Steffen  opened  a clinic  to  the  Health 
Care  Network,  offering  medical  care 
to  individuals  without  health  insur- 
ance. She  is  survived  by  her  sister 
and  brother-in-law,  Jean  and  Clar- 
ence Smith  of  Evanston,  111,  and  a 
nephew. 

Stoerker,  Ruth  A.,  MD,  died  Jan  11, 
1994.  She  received  her  medical  de- 
gree from  the  University  of  Michi- 
gan and  took  a rotating  internship  at 
the  Indiana  University  Medical 
Center  in  Indianapolis.  She  served  a 
residency  in  anesthesia  at  the  Uni- 
versity of  Wisconsin  Medical  School. 
She  was  on  the  UW  anesthesia  fac- 
ulty from  1956  to  1975  and  was  a 
staff  anesthesiologist  at  the  William 
S.  Middleton  Memorial  Veterans 


Physician 
impairment 
program  offered 

The  SMS  Statewide  Physician 
Health  Program  and  Wiscon- 
sin Hospital  Association  are  co- 
sponsoring a program  titled  "Heal- 
ing the  healers:  an  update  on  physi- 
cian impairment."  The  program  will 
be  held  May  6, 1994,  from  9 AM  to 
12:30  PM,  at  the  Milwaukee  Psychi- 
atric Hospital  Arthur  Norris,  MD, 
Memorial  Auditorium,  in 
Wauwatosa. 

The  program  qualifies  for  3.5 
credit  hours  in  Category  1 of  the 
AMA  Physician  Recognition  Award 
and  is  approved  for  3.25  credit  hours 
by  the  ACMPE. 

There  is  a $35  registration  fee  to 
cover  program  expenses;  the  remain- 
der will  be  transmitted  to  the  Be- 
nevolent Assistance  Fund  of  the  SMS 
CES  Foundation. 

For  further  information,  contact 
Sonia  Porter  or  John  LaBissoniere  at 
PO  Box  1109,  Madison,  WI  53701; 
(608)  257-6781  or  (outside  of  Madi- 
son area)  1-800-362-9080. ❖ 


Hospital  from  1975  until  her  retire- 
ment in  1993.  She  was  a member  of 
the  Wisconsin  Society  of  Anesthesi- 
ologists, serving  as  secretary  and 
president,  and  was  a delegate  to  the 
national  organization.  She  was  also 
a member  of  the  SMS  and  the  Dane 
County  Medical  Society.  Dr  Stoerker 
is  survived  by  her  husband,  Arthur 
Tiedemann;  two  children,  JoAnn,  of 
Tomahawk,  and  Norman  of 
Bolingbrook,  Illinois;  a brother  and 
a sister. 

Taborsky,  Charles  R.,  MD,  died  Feb 
19, 1994.  He  was  bom  on  Feb  5, 1920, 
Continued  on  next  page 
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Continued  from  preceding  page 
and  graduated  from  the  University 
of  Wisconsin  Medical  School  in  1943. 
Dr  Taborsky  completed  his  intern- 
ship at  Orange  Memorial  Hospital 
in  New  Jersey,  and  his  residency  in 
otolaryngology  at  the  University  of 
Wisconsin.  He  served  in  the  US 
Army  Medical  Corps  from  1945  to 
1947.  He  practiced  the  specialty  of 
otolaryngology  in  Madison  from 
1945,  until  his  retirement  in  1984.  Dr 
Taborsky  was  a Diplomate  of  the 
American  Board  of  Otolaryngology 
and  a member  of  the  American 
Academy  of  Otolaryngology  and 
Head  and  Neck  Surgery,  American 
College  of  Surgeons,  AMA,  Dane 


County  Medical  Society,  and  SMS. 
He  was  president  of  the  Wisconsin 
Society  of  Otolaryngology,  chief  of 
otolaryngology  and  associate  pro- 
fessor of  surgery  at  the  University  of 
Wisconsin  Medical  School,  and  fol- 
lowing retirement,  he  was  on  the 
honorary  staff  of  Madison  General 
Hospital.  He  is  survived  by  his  wife, 
Nancy;  two  sons,  Tom  and  Peter  of 
Madison;  two  daughters,  Mary 
Varda  of  Madison  and  Katherine  of 
McFarland;  two  granddaughters; 
and  a sister. 

Tonkens,  Samuel  W.,  MD,  died  Jan 
14, 1994.  He  was  the  former  chief  of 
dermatology  at  the  Zablocki  Veter- 


ans Affairs  Medical  Center  from  1971 
to  1979,  and  a former  clinical  profes- 
sor of  dermatology  at  the  Medical 
College  of  Wisconsin.  Dr  Tonkens 
received  his  medical  degree  from 
the  University  of  Chicago  School  of 
Medicine  in  1936.  He  began  his  ca- 
reer in  dermatology  with  2 years  at 
the  University  of  Illinois  and  one 
year  at  the  internationally  known  St 
John's  Hospital  for  Skin  Disease  in 
London.  He  returned  to  Milwau- 
kee, and  after  3 years  of  private 
practice,  joined  the  VA  staff.  Survi- 
vors include  a brother,  Salvin  Tonk- 
ens of  Leawood,  Kan,  and  nieces 
and  nephews. ❖ 


Ron  Richmond.  MD, 
joined  the 

CompHealth  locum 
tenens  medical  statl 
when  he  completed 
his  residency.  He 
wanted  to  travel.  He 
loves  to  meet  people. 
A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  different  types 
of  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 


"Rons  Rule  — [give 
myself  one  week  to 
meet  new  people  and 
stait  having  tun  on  a 
locum  tenens 
assignment.  It  hasn  t 
tailed  me  yet. 


A singer.  A board-certified  family  practitioner.  Soft- 
spoken  for  a New  Yorker.  Ron  Richmond  knows... 


It’s  a great  way  to 
practice  medicine 


CompHealth 

Locum  Tenens 


1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


r \ 


This  reconstructed  military  hospital  at 
Fort  Crawford  is  a national  historic  landmark 
set  in  the  Mississippi  River  Valley. 

Open  Wed.  - Sun.,  May  1 through  October  31 
10  a.m.  to  5 p.m. 

Family  Rate  $6.00  - Adults  $2.50 
Tour  Groups  $2.00  - Children  $1.00 
Novelty  Gift  Items 

717  South  Beaumont  Road 
Prairie  du  Chien,  WI  53821 
1-800-545-0634 

) 
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MILWAUKEE  AREA.  A rapidly  ex- 
panding 70  physician  multi-specialty 
clinic  seeks  BC/BE  physicians  in  the 
following  specialties:  family  practice, 
internal  medicine,  urology,  oncology, 
psychiatry,  and  OB/Gyn.  Competitive 
salary,  excellent  fringe  benefits.  Address 
inquiries  and  CV  to:  Medical  Associates 
Administrator,  PO  Box  427,  Menomonee 
Falls,  WI  53052-0427.  3-7/94 

WISCONSIN  - Mayo  Clinic  regional 
practice  seeks  invasive  (non-inter- 
ventional)  BC/BE  Cardiologist  to  join 
top-notch  multispecialty  group.  Com- 
plete cardiac  services  including  open 
heart  surgery.  Call  1:6,  quality  medi- 
cine, congenial  colleagues.  Competitive 
guarantee,  comprehensive  benefits. 
University,  diverse  recreational/ cultural 
activities.  Call  or  send  C.V.  to  Jane  Vogt, 
800-765-3055,  222  S.  Central,  Suite  700, 
St.  Louis,  MO  63105,  FAX  314-726-3009. 

3/94 

OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Family  Practice, 
OB/GYN,  Internal  Medicine,  Emergency 
Medicine,  Pulmonology,  and  Orthope- 
dic Surgery.  Mercy  Medical  Center  has 
an  active  medical  staff  of  150  physicians 
in  all  medical  specialties.  Oshkosh  is  an 
attractive  community  of  55,000  people, 
located  on  the  shores  of  Lake  Winne- 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


bago  and  in  the  heart  of  Wisconsin's 
beautiful  Fox  River  Valley  (metro  area 
of  350,000  people).  University  of  12,000 
students.  Good  local  schools.  Low  crime 
area.  Contact:  Christopher  Kashnig, 
Mercy  Medical  Center,  631  Hazel  Street, 
Oshkosh,  WI  54902.  Call  414-236-2430. 
Fax  414-236-1312.  3-4/94 

IOWA  - FAMILY  PRACTICE  - Salary 
guarantee  and  loan  forgiveness.  Mini- 
mal politics,  new  physician  offices  con- 
nected to  hospital,  call  1:5.  Contact  Laura 
Hays,  800-765-3055, 222  S.Central,  Suite 
700,  St.  Louis,  MO  63105,  FAX  314-726- 
3009.  3-4/94 

BEAUTIFUL  NORTHWESTERN  ILLI- 
NOIS: Seeking  primary  care  physicians- 
family  practice  or  internal  medicine-to 
staff  quiet,  low-volume  emergency  de- 
partment in  50-bed  hospital  in  growing 
community.  Near  to  Chicago  amenities. 
Excellent  pay  and  benefits.  Supportive 
medical  staff  and  administration  and 
well-trained,  pleasant  nursing  staff. 
Contact  Michael  Parker,  MD,  (815)395- 


Family  Practice  Madison  Area 

* several  opportunities 

* large  call  groups 

* full  lab  & xray 

* 210  physician  multi-specialty  group 

* guaranteed  salary  with  incentives 

* full  benefit  package 

* Immediate  Care  also  available 
Send  CV  to: 

Laurie  Glowac 

Physicians  Plus  Medical  Group 
345  W.  Washington  Avenue 
Madison,  WI  53703 
or  call  collect:  (608)  252-8580 


RADIOLOGIST 

Radiologist  to  replace  retiring 
partner  in  a two-person  group. 
Small,  modern  hospital  in  central 
Wisconsin.  MRI  experience  re- 
quired. To  work  alternating  weeks. 
Teleradiology  for  CT,  ultrasound 
call.  Many  recreational  opportu- 
nities in  area.  Call  John  Gommer- 
mann,  MD  at  414-361-1313,  ext. 
5573.  2-5/94 


— Classified  ads 

5261,  Saint  Anthony  Medical  Center,  5666 
East  State  St.,  Rockford,  IL  61108-2742. 

2-4/94 

EXPLORE  MINNESOTA  AND  PRI- 
MARY CARE  with  North  Memorial 
Medical  Center  primary  care  network. 
Openings  are  available  for:  Family  Prac- 
tice, Internal  Medicine,  and  OB/GYN 
physicians,  and  Physician  Assistants. 
These  opportunities  offer  stability  with- 
out sacrificing  autonomy.  Single  and 
multi-specialty  groups  in  urban,  subur- 
ban, and  semi-rural  settings.  Teaching 
opportunities  with  North/ University  of 
Minnesota  residency  program.  Competi- 
tive compensation  structures  and  flex- 
ible schedules  with  independent  or  hos- 
pital owned  group  practices.  Immediate 
access  to  Minneapolis/ St.  Paul  attrac- 
tions. Central  to  Minnesota's  abundant 
lakes  country.  If  you  are  BC/BE  send 


Child/General  Psychiatrist 

A full-time  general  or  child/ gen- 
eral psychiatrist  is  needed  in  beau- 
tiful northern  Wisconsin! 

This  area  affords  the  best  in  rural 
living  with  many  beautiful  lakes, 
streams  and  rivers.  We  are  a 20 
bed  acute,  JCAHO  accredited, 
psychiatric  unit  located  at  Saint 
Mary's  Hospital  in  Rhinelander, 
WI.  We  service  both  inpatients 
and  outpatients  within  a 75  mile 
radius.  Our  goal  is  to  make  this 
the  mental  health  center  of  the 
northwoods.  We  have  an  excel- 
lent salary  and  benefit  package 
available.  Weekend  coverage  is 
provided. 

A challenging  but  rewarding  po- 
sition for  a mature  competent 
psychiatrist. 

Contact  or  send  CV  to: 

N.  Wilson,  MD 
1044  Kabel  Avenue 
Rhinelander,  WI  54501 
(715)  369-6433 


Equal  opportunity  employer. 
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your  CV  or  call  in  confidence:  North 
Medical  Programs,  North  Memorial 
Medical  Center,  3300  Oakdale  Ave., 
North,  Robbinsdale,  MN  55422-2900. 
Nationwide  and  Canada  1-800-275-4790. 

2-5/94 

INTERNAL  MEDICINE,  FAMILY 
PRACTICE  AND  OB/GYN  PRACTICE 
OPPORTUNITIES.  Rural  Lake  Coun- 
try Community  is  seeking  the  above 
practitioners  to  join  an  active  12  physi- 
cian multispecialty  group.  Quality,  com- 
fortable living  environment,  multiple 
recreational  activities,  fine  educational 
opportunities  and  cultural  activities 
abound.  Opportunity  includes  relaxed 
call,  liberal  salary  and  exceptional  bene- 
fits. Send  curriculum  vitae  or  inquires 
to:  Lake  Region  Clinic,  PC,  Attn:  Joel 
Rotvold,  PO  Box  1100,  Devils  Lake,  ND 


DISSATISFIED  WITH 
YOUR  PRACTICE? 

OB/GYN,  FP,  IM,  GS,  PEDS,  etc. 


2700  Midwest  opportunities 
7500  throughout  the  U.S. 

We're  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic.  You 
don't  need  to  contact  numerous 
recruiters  we  can  place  you  any- 
where. Whether  you  want  better 
hospital  support,  facilities,  time 
off,  remuneration  or  lifestyle  we 
have  the  opportunity  for  you  in  a 
solo,  group,  or  employee  practice. 

WISCONSIN  NATIONAL 

Milwaukee  Indianapolis 

Sheboygan  Chicago 

Beloit  Pittsburgh 

Madison  Cincinnati 

Kenosha  Jacksonville 

Confidential  * References 

(No  cost  to  you  - our  clients  pay  all 
costs) 

The  Curare  Group,  Inc. 

(800)  880-2028,  FAX:  (812)  331-0659 
P.O.  Box  5642 

Bloomington,  IN  47407-5642 
(M-F  9:00-8:00,  Sat  12:00-5:00) 

10/93-9/94 


58301,  or  call  collect  at  (701)  662-2157  for 
further  information.  2-4/94 

NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Family  Practice,  Internal  Medicine, 
Neurology,  Psychiatry,  and  Gastroen- 
terology to  establish  practices  in  a rec- 
reational, Northern  Michigan,  family- 
oriented  community.  Salary  guarantees 
with  excellent  benefits.  Send  CV  or 
contact  Susan  Khoury,  Dickinson  County 
Memorial  Hospital  System,  400  Main 
St.,  Norway,  Michigan  49870.  800-236- 
3240.  3/94 

CHICAGO:  NORTHERN  SUBURBS  - 

Several  members  of  the  medical  staff  of 
Condell  Medical  Center  are  seeking 
associates  for  opportunities  in  family 
practice,  internal  medicine,  pediatrics 
and  OB/GYN.  Condell  is  a progressive 
community  hospital  centrally  located  in 
the  rapidly  expanding  far  northern  sub- 
urbs of  Chicago.  Our  growing  service 
area  features  all  the  amenities  of  family 
oriented  suburban  living,  including 
award  winning  school  systems,  with  easy 
access  to  Chicago.  Complementing  the 
hospital's  main  complex  are  a full  serv- 
ice health  club,  intergenerational  day 


Family  Practice  Opportunity 
Western  Wisconsin 


Ramsey  Clinic  Associates,  a 215 
multi-specialty  group  practice,  is 
seeking  a family  practice  physi- 
cian to  join  one  of  its  thriving 
branch  clinics  located  in  Baldwin, 
WI.  Ramsey  Clinic-Baldwin  is 
located  just  40  minutes  east  of 
downtown  St.  Paul,  MN.  This  well 
established  practice  currently  staffs 
four  family  practitioners  and  one 
certified  physicians  assistant.  Can- 
didates comfortable  doing  obstet- 
rics are  preferred.  We  offer  a 
competitive  salary  and  excellent 
benefits.  If  you  would  like  more 
information,  contact  Sue  Schettle, 
(612)  221-4230,  or  mail  your  cur- 
riculum vitae  to:  Ramsey  Clinic, 
Department  of  Professional  Serv- 
ices, 640  Jackson  Street,  St.  Paul, 
Minnesota  55101.  1-4/94 


care  center,  and  a conference  center.  For 
information,  contact  Susan  Kilpatrick, 
Physician  Outreach  at  (708)362-2905,  ext. 
5280  or  fax  materials  to  (708)362-1721. 

1-3/94 

MADISON,  WISCONSIN.  Family  Prac- 
tice (with  OB)  position  available  in  staff- 
model  HMO.  Excellent  salary  and  bene- 
fits, desirable  lifestyle.  Contact  Profes- 
sional Staff  Coordinator,  Group  Health 
Cooperative,  One  South  Park  St.,  Madi- 
son, WI  53715:  (608)251-4156.  GHCisan 
equal  opportunity/ affirmative  action 
employer.  12/93-3/94 

IMMEDIATE  OPENING.  One  Inter- 
nist or  Family  Practitioner  (Internist  pre- 
ferred) at  a 200  bed  acute  treatment 
psychiatric  hospital,  JCAHO  approved. 
Medicare  certified,  affiliated  with  the 
University  of  Iowa  Medical  College. 
FORTY  HOUR  WORK  WEEK.  NO 
NIGHT  OR  WEEKEND  ON  CALL.  Situ- 
ated in  picturesque  Northeast  Iowa  near 
large  cities  with  cultural  advantages. 
Ideal  for  family  living.  Golf  club,  hunt- 
ing and  fishing  area,  good  schools,  etc. 
Salary  to  $94,640.00.  State  law  protects 
employees  against  malpractice.  State 
pension  plan.  Unique  deferred  annuity 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

2-4/94 


PPS  for  PSP’- 

Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  anil  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791  • Brookfield.  VH  53008-0791 

1-800-747-0606  (4 14)  784-9524 
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plan.  Generous  sick  leave  and  vacation. 
Write  or  call  collect:  B.J.  Dave,  M.D., 
Superintendent,  Mental  Health  Institute, 
Independence,  Iowa  50644.  Telephone: 
319-334-2583.  AN  EQUAL  OPPORTU- 
NITY/AFFIRMATIVE ACTION  EM- 
PLOYER. 11-12/93  -4/94 

FAMILY  PRACTITIONER-INTER- 
NAL MEDICINE-OB/GYN-PEDI- 
ATRICIAN  to  join  progressive  13-phy- 
sician  group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 
and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI 54022  (715) 
425-6701.  c9tfn/91 

WISCONSIN:  Family  practitioner 

needed  by  a growing  practice  of  a four 
physician  group  in  a friendly  rural  com- 
munity in  Northeast  Wisconsin  near 
Green  Bay.  This  is  an  excellent  opportu- 
nity to  join  an  established  organization. 
Highly  competitive  salary  with  benefits. 
Please  contact:  Artwich  Clinic,  Oconto 
Falls,  Wisconsin  54154.  9/93-4/94 

FAMILY  PRACTICE  PHYSICIAN 

needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwestern 
Wisconsin  community  of  8,000  with  serv- 
ice area  of  40,000,  located  on  the  door- 
step of  Wisconsin's  fabulous  lake  coun- 
try. Practice  medicine  in  a small  family- 


FAMILY  PRACTICE 
GENERAL  INTERNIST 

Live  and  work  in  the  beautiful 
wooded  Lake  Country  of  south- 
eastern Wisconsin.  Located  be- 
tween Milwaukee  and  Madison, 
Oconomowoc  is  a family-oriented 
community  of  11,000  in  a rapidly 
growing  service  area  of  50,000. 
Wilkinson  Medical  Clinic  is  a 
progressive,  mid-size  multi-spe- 
cialty facility  with  a busy  practice 
guaranteed.  ED  coverage.  Com- 
petitive salary  and  excellent  bene- 
fit package.  Please  direct  CV  to 
Ann  Zimmerman,  Wilkinson 
Medical  Clinics,  SC,  915  E.  Sum- 
mit Ave.,  Oconomowoc,  WI  53066, 
(414-569-2249). 


oriented  community  within  two  hours 
of  Minneapolis/St.  Paul.  Competitive 
salary  and  excellent  fringe  package.  Send 
CV  to  James  A.  Volk,  M.D.,  Medical 
Director,  PO  Box  3217,  Eau  Claire,  WI 
54702-3217;  ph  715-836-8552. 

12/93-3/94 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapolis / 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FFS.  Highly  competi- 
tive salary  with  excellent  fringe  bene- 
fits. Practice  high  quality  care  in  good 
recreational  area.  Send  CV  to  James  A. 
Volk,  MD,  Medical  Director,  PO  Box 
3217,  Eau  Claire,  WI  54702-3217;  ph  715- 
836-8552.  12/93-3/94 

THE  WAUSAU  MEDICAL  CENTER  is 
seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  In- 
ternal Medicine,  Family  Medicine,  Gas- 
troenterology, Obstetrics/ Gynecology, 
Occupational  Medicine  and  Urology. 
Large  multi-specialty  group  located  in 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyle  of  call  every 
21-23  days  and  an  average  4 day 
workweek.  Just  20  minutes  north 
of  downtown  Minneapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  unlimited  array 
of  family,  cultural,  educational  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  and  partnership  po- 
tential after  one  year.  Please  re- 
spond with  CV  to: 

John  Pastorius,  MD 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

3/94 


central  Wisconsin.  Competitive  salary 
(incentive  after  first  year).  Comprehen- 
sive benefit  package  including  malprac- 
tice insurance,  flexible  benefit  plan  and 
profit  sharing.  Modem  facility  located 
directly  across  the  street  from  250-bed 
acute  care  facility.  The  area  is  ideal  for 
outdoor  enthusiasts  (including  large 
downhill  ski  area)  with  outstanding 
cultural  activities  year  round.  Write  or 
call  collect  David  K.  Aughenbaugh,  MD, 
Medical  Director,  Wausau  Medical  Cen- 
ter, 2727  Plaza  Drive,  Wausau,  Wiscon- 
sin 54401,  telephone  (715)  847-3235. 


Miscellaneous 


VACATION  IN  OU1Q 
JAMAICA  VILLA. 
MAID,  COOK,  POOL, 
BEACH,  TIOANQUILITY. 
SLEEPS  8.  608-231-1003. 


For  Sale 


BUILDING  FOR  SALE: 
Wauwatosa,  corner  50'  X 124'  lot. 
Zoned  Medical.  Currently  dental 
office  - 864  sq.  ft.  plus  2nd  floor 
apt.  Approved  for  550  sq.  ft.  addi- 
tion and  9 stall  parking  lot.  Dr. 
Scheels  eves.  414-784-7742.  tfn 


Practice  for  Sale:  East  side  Mil- 
waukee physician  desires  to  sell 
his  primary  care-family  practice, 
near  hospital.  Good  patient  mix. 
Great  opportunity  for  dynamic 
person  to  purchase  goodwill,  pa- 
tient records,  medical  equipment. 
Contact:  Barton-Collins,  Ltd.,c/o 
Dan  Collins,  9401  West  Beloit 
Road,  Suite  #312,  Milwaukee,  WI 
53227;  ph  414-541-6099.  1-3/94 
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Medical  Meetings-Continuing 
Medical  Education 


"Leflunomide:  A New  Direction  in  Im- 
munosuppression" will  be  the  topic  of 
the  Fifth  Annual  Rush  Symposium  on 
Transplantation.  The  symposium  will 
be  at  Rush-Presbyterian-St.  Luke's 
Medical  Center  in  Chicago  on  Saturday, 
May  21,  1994,  at  9:00  a m.  The  rapidly 
advancing  technology  in  anti-rejection 
therapy  has  led  to  a new  and  promising 
direction  in  immunosuppressive  drugs, 
specifically  the  novel  drug  Leflunomide. 
Leflunomide  has  many  promising  prop- 
erties including  its  ability  to  prevent 
and  reverse  allograft  rejection,  to  down- 
regulate  alloantibody  production  and  to 
provide  exceptional  control  of  concor- 
dant xeno  rejection,  placing  it  high  among 
the  small  group  of  evolving  drugs  with 
potential  for  clinical  transplantation.  A 
series  of  lectures  describing  its  action  in 
rodents  and  in  dogs  in  various  trans- 
plant models,  its  mechanism  of  action 
and  the  early  expanse  in  human  use  will 
be  presented  in  this  day  long  sympo- 
sium. To  register  for  the  symposium  or 
for  more  information,  please  call  the 
Transplant  Program  Physician  Relations 
Coordinator  at  312-942-6242.  3-4/94 

AMA 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 


Announcement 

International  Symposium  on  Elec- 
trical Management  of  Cardiac 
Arrhythmias  1994.  June29-July  1, 
1994.  Indianapolis,  Indiana.  Fees: 
$455  for  ACC  members;  $520  for 
non-members;  $310  for  fellows- 
in-training,  residents,  nurses,  phy- 
sician assistants,  and  technologists. 
21  Category  1 credit  hours.  For 
information,  call  American  Col- 
lege of  Cardiology  1-800-257-4739, 
FAX  1-301-897-9745. 
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State  Medical  Society  of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS  - 1994-1995 

The  1994  meeting  will  be  in  Milwaukee 
at  the  Milwaukee  Exposition  and 
Convention  Center  and  Arena 
(MECCA)  and  the  Hyatt  Regency  as 
the  headquarters  hotel. 

1994  - April  13-16:  Milwaukee 

1995  - April  5-8:  Milwaukee 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local 
Telephone:  257-6781;  toll-free:  1-800- 
362-9080. 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in  coop- 
eration with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling 
programs  in  conflict  with  others.  Hos- 
pitals, clinics,  specialty  societies,  and 
medical  schools  are  particularly  invited 
to  utilize  this  listing  service.  There  is  a 
nominal  charge  for  listing  of  Continu- 
ing Medical  Education  courses  at  the 
following  rates:  55  cents  per  word,  with 
a minimum  charge  of  $25.00  per  listing. 
All  listings  must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific  meet- 
ings will  be  included  at  the  discretion 
of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  is- 
sue is  due  by  July  1.  Address  commu- 
nications to:  Wisconsin  Medical  Jour- 
nal, Box  1109,  Madison,  WI  53701;  or 
phone  608-257-6781;  or  toll-free  1-800- 
362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  Ameri- 
can Medical  Association. 
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The  Professional  Office  Policy  For  Physicians 


Over  half  of  Wisconsin  physicians  are  covered  by 
Physicians  Insurance  Company  for  Medical  Professional 
Liability.  Now,  PIC-Wisconsin  is  offering  physicians 
a Professional  Office  Policy  — a comprehensive  program 
covering  building,  contents,  and  on-premises  liability. 
Combined  with  Medical  Professional  Liability  insurance, 
it  offers  coordinated  coverage  for  Wisconsin  physicians. 
Best  of  all,  when  you  purchase  both  PIC-Wisconsin 
programs  from  SMS  Insurance  Services,  there  are 
substantial  savings  on  the  Professional  Office  Policy 
for  physicians. 


The  Professional  Office  Policy  from  PIC-Wisconsin  is 
endorsed  by  the  State  Medical  Society  of  Wisconsin 
for  its  physician  members.  It  offers  broad  liability  and 
property  coverage  including  money,  securities,  valuable 
papers,  and  records.  Optional  coverages  are  also  available 
for  accounts  receivable,  computers,  employee  dishonesty, 
glass,  signs,  mechanical  breakdown,  and  hired/non- 
owned  autos.  Tailor  your  program  to  your  specific  needs. 

Coordinate  your  coverage  and  save,  with  the  Professional 
Office  Policy  from  PIC-Wisconsin. 


Wisconsin  based  - physician  owned  - committed  to  serving  you. 


P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison.  WI  53701  • (608)  257-6781  • (800)  545-0631  • FAX  (608)  283-5402 


One  Size  Fits  All 


\po(r)-'f6r-mon(t)s\  : accomplishment;  efficiency;  the  fulfillment  of  a promise  or  request.  (Webster's  dictionary) 


We  have  become  the  industry  leader  by  anticipating 
change.  Though  vertically  integrated  health  care  systems  — 
combining  providers  of  all  types  and  sizes  — have  begun  to 
significantly  alter  the  health  care  landscape,  we  have 
already  developed  programs  to  address  these  changes. 

We  offer  tailor-made  programs  for  all  your  liability 
needs  — covering  physicians,  dentists,  hospitals,  execu- 
tives and  staff  to  ensure  there  are  no  gaps  in  coverage 
as  these  affiliations  evolve. 

PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


Our  expertise,  vision  and  dedication  to  service  allows 
us  to  focus  on  the  business  of  liability  insurance.  This 
allows  you  — from  small  groups  to  multi-hospital  corpora- 
tions — to  concentrate  on  the  business  of  providing  health 
care  in  this  dynamic  arena. 

It  all  amounts  to  performance.  At  PIC-Wisconsin,  we  define 
it  with  a capital  "P." 


8401  Greenway  Blvd.,  Suite  1101 
P.O.  Box  620407 

Middleton,  Wisconsin  53562-0407 


(608)  831-8331  • (800)  279-8331  • FAX  (608)  831-0084 


LIBRARY  OF  THE 

COLLEGE  OF  PHYSICIANS 
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MfOICINA 
NUSQUAM 
NON  1ST 


WPS  Comprehensive  Major  Medical  Insurance 
Endorsed  by  the  State  Medical  Society 


For  Member  Groups  of  1-25  Participants 


First  the  participant  satisfies  the 
dpdt  irtihlp 

Eligible  Employees 

Eligible  SMS  Members 

You  choose  the  individual 
calendar  year  deductible: 

$100,  $250,  $500,  or  $1,000 

$500,  $1,000,  or  $10,000 

Then  coinsurance  begins. 

WPS  pays  80%  of  the  next  $2,500 
of  covered  charges. 

WPS  pays  80%  of  the  next  $2,500 
of  covered  charges 

Until  the  participant  reaches  the 
out-of-pocket  (OOP)  limit: 

(The  family  OOP  is  2 times  the 
individual.) 

Deductible 

$ 100 
$ 250 
$ 500 
$1,000 

Single/Family 

OOP 

$ 600/$  1,200 
$ 750/$  1 ,500 

$1 ,000/$2,000 
$1 ,500/$3,000 

Single/Family 
Deductible  OOP 

$ 500  $ 1,000/$  2,000 

$ 1,000  $ 1,500/$  3,000 

$10,000  $1  0,500/$21 ,000 

Then  WPS  pays: 

1 00%  of  covered  charges  for  the  rest 
of  the  calendar  year.  We  pay  up  to 
the  $2,000,000  participant  lifetime 
maximum  benefit. 

1 00%  of  covered  charges  for  the  rest 
of  the  calendar  year.  We  pay  up  to 
the  $2,000,000  participant  lifetime 
maximum  benefit. 

Certain  benefits  have  unique  coinsurance  and  benefit  limits.  See  your  policy  for  details. 

SMS  Insurance 
Services,  Inc. 
would  be  happy  to 
provide  you  with 
complete  information 
on  any  of  the  above 
plans. 

Call  us  at 
(608)283-5483 
or 

(800)545-0631 


Plan  Features 

■ Freedom  to  choose  physicians  and  hospitals 

■ Well-baby  care  to  age  4 

■ Immunizations 

■ Standard  legend  drug  coverage 

■ No  day  limit  for  inpatient  hospital  benefits 

■ Comprehensive  transplant  coverage 

■ Up  to  $300  per  trip  for  professional  licensed  ambulance  service 

■ Healthcare  COMPARE  preadmission  certification  and  case 
management  programs 

■ Dependent  coverage  to  age  1 9,  and  dependent  student  coverage 
to  age  25 

■ Short-form  underwriting  of  new  SMS  Members  provided 

they  enroll  when  first  eligible 

■ Short-form  underwriting  of  new  SMS  members  choosing  a 
$1  0,000  deductible 

■ Croup  term  life  insurance  available  for  groups  of  1 -25  participants 

■ Special  plan  options  available  for  eligible  groups  with  26  or  more 
insured  employees 

■ Preferred  Provider  Plan  also  available  to  eligible  groups  in  the 
Metropolitan  Milwaukee  area 


Marketing  and  billing  services  Health  underwritten  by:  Life  underwritten  by: 

provided  by: 


HEALTH  INSURANCE 


Wisconsin  Physicians  Service  Insurance  Corporation 

330  East  Lakeside  Street  P.O.Box  1109  Madison,  Wl  53701  1 71  7 W.  Broadway — P.O.Box  8190 — Madison,  Wl  53708-8190 
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District  7 

Philip  J.  Happe,  MD,  Eau  Claire 
Lloyd  R.  Cotts,  MD,  Rice  Lake 

District  8 

Robert  L.  Sellers,  MD,  Superior 


Opinions 


President's  page 

We  face  the  challenges  together 


Having  arrived  at  the  end  of  my 
year  as  SMS  president,  I re- 
flect on  the  efforts  at  health  system 
reform  and  how  we  can  continue  to 
improve  patient  care  in  the  future, 
two  concepts  which  must  continue 
to  work  in  concert. 

SMS  leaders  and  staff  have  been 
active  participants  in  the  reform 
discussions  here  in  Wisconsin  and 
in  Washington.  Having  Wisconsin 
Care  as  our  vehicle  to  express  physi- 
cians' wishes  was  extremely  help- 
ful. The  eight  elements  for  health 
system  reform  reaffirmed  by  the 
Board  of  Directors  throughout  the 
year  gave  us  a consistent  platform. 

Our  state  legislators  have  been 
unable  to  agree  on  any  changes,  but 
the  intense  amount  of  work  they  put 
into  the  process  is  sure  to  lead  to 
continuing  efforts.  In  Washington,  a 


compromise  plan  barely  passed  in 
the  House  Ways  and  Means  health 
subcommittee.  As  Rep  Pete  Stark 
said,  "It's  the  first  step  in  a long 
journey."  So  many  plans  to  com- 
pare, so  much  political  rhetoric  to 
dissect.  An  SMS  commission  to  work 
on  our  1994-1995  health  plan,  updat- 
ing Wisconsin  Care,  will  keep  our 
opinions  active  in  this  process. 

Meanwhile,  the  focus  of  physi- 
cian and  patient  concerns  is  ever 
changing.  There  is  no  doubt  but  that 
it  is  in  everybody's  interest  for  people 
to  stay  as  healthy  as  possible.  In 
other  countries  where  national  health 
plans  have  been  instituted  (none  of 
which  has  proven  to  be  a model  for 
the  United  States  to  follow),  people 
are  "statistically  sicker."  According 
to  a report  from  the  National  Center 
for  Policy  Analysis,  they  take  more 


Pauline  Jackson,  MD 


sick  leave  from  their  jobs;  they  make 
more  visits  to  their  doctors— 12.9  per 
year  in  Japan  and  11.5  in  Germany 
compared  with  5.5  visits  in  the  United 
States;  and  they  have  more  hospital 
days,  which  average  6.5  days  in  the 
United  States  are  11 .4  in  Canada  and 
44.9  in  Japan. 

There  are,  of  course,  many  rea- 
sons for  this— often  due  to  the  bu- 
reaucratic process  itself— but  there  is 
the  nagging  thought  that  being  sick 
under  some  government  health  plans 
might  be  more  generally  acceptable 
than  our  own  tradition  teaches. 

Whatever  health  system  reform 
ultimately  looks  like,  we  in  the  United 
States  must  take  this  opportunity  to 
Continued  on  next  page 
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Continued  from  preinous  page 
improve  preventive  strategies  and 
promote  primary  responsibility  by 
individuals  for  their  own  good  health. 
The  latter  is  a new  concept  for  many 
people  who  have  grown  up  with  the 
entitlement  philosophy.  Most  people, 
however,  are  trying  to  learn  how  to 
take  better  care  of  themselves,  and 
they  appreciate  our  increased  focus 
on  patient  education.  In  any  viable 
health  plan  there  will  have  to  be  in* 
centives  for  pursuing  good  health 
and  not  using  medical  resources 
unnecessarily.  As  physicians,  we  can 


offer  much  through  individual  pa- 
tient contact  and  community  involve- 
ment. 

In  addition,  we  are  no  longer 
avoiding  those  previously  desig- 
nated social  problems  that  cause  so 
much  sickness  and  concomitant  cost 
increases.  The  areas  of  domestic 
abuse,  tobacco-caused  illness,  inju- 
ries and  violent  crime  are  part  of  our 
prevention  role  as  physicians  and 
will  be  ever  more  imperative  in  the 
next  few  years.  Each  physician  must 
be  in  some  ways  a public  health 
officer.  Acknowledging  these  needs. 


EVP  report:  The  view  from  here 
This  is  no  time  to  turn  and  run 


In  August  1976, 1 was  serving  as 
chief  of  staff  to  US  Congressman 
Lamar  Gudger  (D-NC)  in  Washing- 
ton, DC.  Washington  in  August  is  a 
very  different  place  from  what  it  is 
any  other  time  of  the  year.  Both 
politicians  and  bureaucrats  leave 
what  becomes  a very  humid,  op- 
pressively hot  city  for  cooler  climates 
and  vacation  spots.  That  summer,  I 
stayed  behind  in  Washington  to  catch 
up  on  work  and  interview  candi- 
dates for  some  staff  vacancies. 

When  the  members  are  out  of 
town,  staff  are  free  to  use  the  mem- 
bers' private  dining  rooms  in  the 
Capitol.  One  day,  I went  to  the  Capitol 
and,  finding  the  House  members' 
dining  room  closed,  made  my  way 
to  the  Senate  side  of  the  Capitol  to 
use  the  senators'  facility.  While 
waiting  for  a table,  I noticed  Sen 
Hubert  Humphrey  sitting  alone  and 
waiting  to  order  lunch. 

The  senator,  who  was  dying  of 
cancer  at  the  time,  noticed  that  I was 
also  alone  and  asked,  "Young  man, 
would  you  like  to  have  lunch  with 
me?"  Needless  to  say,  I accepted 
and  was  then  fortunate  enough  to 


spend  an  hour  or  so  listening  to  one 
of  the  greatest  men  of  the  last  gen- 
eration talk  of  his  hope  for  the  future 
of  the  nation. 

It  was  an  experience  I will  never 
forget. 

Here  was  a man  who  had  been 
vice  president  of  the  United  States,  a 
framer  of  the  Great  Society  programs 
of  the  Johnson  administration,  and 
he  was  willing  to  spend  his  time 
trying  to  shape  the  thoughts  of  the 
next  generation.  Regardless  of  what 
we  may  have  thought  about  his 
political  ideas,  there  is  no  question 
that  Humphrey  was  a man  of  power 
and  influence  during  his  time,  as 
well  as  a man  of  great  compassion 
and  humility.  He  was  also  a man 
who  insisted  on  meeting  problems 
head-on  and  who  preferred  to  be 
thorough  in  dealing  with  them. 

(Sometimes  the  senator  could  be 
a bit  too  earnest  in  addressing  a 
problem.  After  one  of  his  longer 
speeches,  Muriel  Humphrey  whis- 
pered to  her  husband,  "Hubert,  you 
don't  have  to  be  eternal  to  be  immor- 
tal.") 

I wonder  now  what  the  senator 


the  SMS  Commission  on  Safe  T rans- 
portation  has  asked  that  its  charge 
be  revised  and  its  name  changed  to 
the  Commission  on  Injury  Preven- 
tion and  Control.  The  name  is  a bit 
awesome,  but  so  is  the  task. 

Extending  this  concept  to  all  SMS 
activities,  we  will  meet  the  changes 
we  face  as  physicians  being  cata- 
pulted into  the  next  century.  It  is  a 
challenging  time  that  calls  for  our 
alert  attention  and  participation.  I 
am  privileged  to  be,  with  you,  a part 
of  the  process. ❖ 


Thomas  L.  Adams,  CAE 

would  think  of  the  current  timid 
approach  to  reforming  our  nation's 
health  care  system.  My  guess  is  that 
he  would  find  our  efforts  wanting. 
My  guess  is  that  he  would  gently, 
firmly,  persuasively  tell  insurers, 
physicians,  hospitals,  business  lead- 
Continued  on  page  158 
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The  Hospital  Medical  Staff  Section 
23rd  Assembly  Meeting 
June  9-13, 1994 
Chicago  Marriott  Hotel 
Chicago,  Illinois 
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HMSS  representatives  will  not  want  to  miss  this  year’s  AMA-HMSS  Annual  Assembly  Meeting  held 
on  June  9-13  in  Chicago.  Aside  from  the  usual  policy-related  activities,  representatives  will  have 
an  opportunity  to  dialogue  with  the  AMA  Board  of  Trustees,  hear  the  latest  news  and  information 
from  Washington,  and  learn  the  importance  of  and  methods  for  physician  involvement  in  health 
system  reform. 

The  Friday  education  program  hosts  an  impressive  panel  of  speakers.  From  their  remarks, 
representatives  will  learn:  the  impact  of  proposed  legislation  on  the  future  practice  of  medicine; 
the  kinds  of  managed  care  entities  most  likely  to  thrive;  the  ways  to  cope  with  health  care  deliver}' 
changes  at  the  local  level;  the  support  needed  to  pass  legislation  on  physician  involvement  in 
health  system  reform;  the  steps  for  developing  a physician-directed  health  delivery  network  or 
plan;  and  the  best  methods  for  managing  patient  care  and  physician  compensation  in  physician 
health  plans. 

With  health  system  reform  legislation  pending  before  Congress,  state  health  system  reform 
initiatives,  and  the  rapid  development  of  integrated  delivery  systems,  it  is  vitally  important  that 
medical  staffs  mobilize  to  stand  up  and  speak  out  for  patients  and  the  profession.  The  June 
Assembly  meeting  is  no  exception.  Now  perhaps  more  than  ever  before,  HMSS  representatives 
need  to  be  involved  in  shaping  the  nation's  future  health  care  system. 

HMSS  past  actions  have  made  a difference.  The  AMA  has  incorporated  many  issues  advocated  by 
HMSS  in  its  new  health  system  reform  proposal  for  action  and  model  legislation.  Basically,  the 
draft  bill: 

• requires  that  health  plans  establish  a medical  staff  structure  with  defined  rights  with  regard 
to  the  plan’s  medical  policy,  utilization,  quality  and  credentialing  and  management  issues; 

• expressly  permits  physicians  to  jointly  present  their  views  on  any  plan  issue  (without  boycott 
or  strikes)  to  plan  management  for  discussion  and  negotiation; 

• directly  aids  physicians  in  the  creation  of  their  own  plans  or  networks  to  compete  with  large 
insurance  companies; 

• requires  negotiation  of  new  regulations  with  the  profession  before  their  announcement ; and 

• expands  the  role  and  protection  for  the  profession’s  accreditation,  standard  setting  and  medical 
society  disciplinary  functions. 

Success  will  depend  on  unified  physician  support  and  action.  Mark  your  calendar 
and  plan  to  attend! 

For  more  information  please  call 
312  464-4754  or  464-4761 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Continued  from  page  156 

ers  and  captains  of  industry  to  buck 

up  and  work  together,  to  put  aside 

their  "special"  interests,  to  find  a 

solution. 

Unfortunately,  I am  increasingly 
pessimistic  about  what  sorts  of 
changes  will  occur.  The  failure  of  the 
Congress  to  reach  consensus,  the 
media's  fascination  with  Whitewa- 
ter, and  the  demands  on  the  presi- 
dent to  respond  to  public  percep- 
tions that  other  problems,  such  as 
crime,  are  more  pressing  may  all 
serve  to  prevent  us  from  doing  more 
than  scratching  the  surface  this  year. 
There  are  some  in  Washington  who, 
upon  seeing  that  health  system  re- 
form will  require  a great  deal  of  work 
(and  create  some  political  risk),  pre- 
fer to  close  their  eyes  and  proclaim 
that  there  is  no  need  for  reform— that 
there  are  no  weaknesses  in  the  cur- 
rent system. 

Essentially,  some  of  the  people 
Americans  elected  to  lead  the  coun- 
try kick  into  full  retreat  the  moment 
they  encountered  their  first  tough 
battle.  Whether  that  gets  them  off 
the  hook  remains  to  be  seen,  but 
denying  reality  doesn't  make  it  go 
away  and  health  professionals  and 
their  patients  will  still  be  on  the 
battlefield  long  after  their  "leaders" 
have  fled  the  scene. 

What  we  are  left  with  is  a great 
opportunity  brilliantly  disguised  as 
a series  of  insoluble  problems.  And 
just  as  it  was  left  to  physicians  to  first 
identify  the  flaws  in  the  current 
health  delivery  system,  it  now  seems 
left  to  physicians  to  revive  the  drive 
for  reform.  Your  medical  society  is 
pressing  on,  taking  measure  of  where 
we  are,  and  laying  plans  for  how 
best  to  proceed  when  the  state  legis- 
lature reconvenes  (barring  any  un- 
expected special  sessions)  next  Janu- 
ary. If  politicians  want  to  hold  posi- 
tions of  leadership,  they  must  be 
prepared  to  provide  real  leadership, 
and  your  state  medical  society  will 
act  as  a reminder,  keeping  the  heat 
on.  Like  August  in  DC,  we  plan  to 
make  them  sweats 


WISCONSIN 
DONOR  NETWORK 


joL  SIGN  UP  FOR  IIFE. 

BE  AN  ORGAN  DONOR. 


UNIFORM  DONOR  CARD 


Print  or  type  your  name 


Signature Date 

In  the  hope  that  1 may  help  others,  I hereby  make  this  anatomical  gift,  if  medically  acceptable,  to  take 
effect  upon  my  death.  I agree  to  donate: 

(a)  any  needed  organs  or  tissues,  or; 

(b)  only  the  following  organs  or  tissues: 

(c)  my  body  for  anatomical  study,  if  needed. 

Limitations  or  special  wishes  (if  any): 
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The  Health  Information  Technology  Center  at  the 
Medical  College  of  Wisconsin 

William  R.  Hendee,  PhD;  Mary  Anne  Urlakis,  BS;  and  Mary  Blackwelder,  MLS,  Milwaukee 


Everyone  working  in  health  care  today  is  overwhelmed  by  scientific  and 
medical  information.  Effective  use  of  this  information  requires  access  to 
sophisticated  information  communications  technologies.  At  the  Medical 
College  of  Wisconsin,  the  Health  Information  Technology  Center  pro- 
vides these  technologies  for  biomedical  research,  medical  education, 
clinical  service,  and  health  policy  analysis.  Several  of  the  center's  services 
are  available  to  community  health  care  providers  through  the  college's 
Medical  Information  Network. Wis  Med  J. 1994;93(4)159-163. 


Everyone  working  in  health  care 
today  is  overwhelmed  by  in- 
formation important  to  his  or  her 
work.  Most  of  us  spend  some  time 
each  day  trying  to  stay  abreast  of 
events  in  science  and  medicine.  Yet, 
a physician  who  reads  two  scientific 
papers  each  day  would  fall  more 
than  60  centuries  behind  after  just 
one  year.1  To  cover  everything  of 
potential  importance,  about  6,000 
articles  per  day  would  have  to  be 
read.  Each  year,  8 million  to  10  mil- 
lion scientific  and  technical  docu- 
ments are  published,  including  2 
million  biomedical  papers,  75,000 
books  and  300,000  patents.2 

More  new  scientific  information 
has  been  compiled  in  the  past  30 


Reprint  request  to:  William  R.  Hendee, 
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years  than  in  the  preceding  5,000. 
Since  1750,  when  about  10  scientific 
journals  were  published,  the  num- 
ber of  journals  has  increased  ten- 
fold every  50  years.2  Today,  about 
100,000  scientific  journals  are  being 
published,  of  which  about  25,000 
are  biomedical.3 

Articles  and  books  proliferate  in 
part  because  scientists  are  rewarded 
for  their  publications.  In  1800,  fewer 
than  1,000  scientists  were  at  work 
around  the  world.  By  1900,  the 
number  had  increased  to  100,000, 
and  by  1970  the  number  was  esti- 
mated as  3,200,000. 2 From  80%  to 
90%  of  all  scientists  and  academic 
physicians  who  have  ever  lived  are 
at  work  today.4  More  than  70,000  are 
on  the  faculties  of  US  medical 
schools.5 

At  the  National  Library  of  Medi- 
cine, 400,000  references  are  added 
annually  to  Medline,  a bibliographic 
database  of  biomedical  literature. 
The  library  subscribes  to  20,000  sci- 
entific and  medical  journals  and  uses 


138  miles  of  shelfspace  to  store  its 
accumulation  of  books,  journals,  and 
periodicals.6 

Pattee7  has  identified  the  way  to 
solving  the  problem  of  information 
overload:  "As  systems  grow  in  size 
and  complexity,  they  reach  a limit 
where  a new  level  of  hierarchical 
control  is  necessary  if  they  are  to 
function  reliably." 

There  is  little  question  that  bi- 
omedical information  has  reached 
such  a limit.  Most  people  acknowl- 
edge that  the  new  level  of  hierarchi- 
cal control  requires  computerized 
information  systems.  But  many  of 
us  are  not  prepared  for  the  coming 
effects  of  information  technology  in 
our  professional  and  personal  lives. 

The  upheaval  occurring  today  in 
information  and  communications 
technologies  will  force  each  of  us 
out  of  our  traditional  ways  of  gain- 
ing access  to,  using,  and  managing 
information.  Resisting  this  transi- 
tion will  put  us  at  risk  of  rapid  obso- 
lescence in  our  professional  activi- 
ties. 

Information  technology 

Several  factors  drive  the  addition  of 
computerized  information  systems 
into  medicine.  Among  these  factors 
are: 

• demands  for  rapid  access  to  vast 

amounts  of  information; 
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• needs  for  more  efficiency  in  re- 
sponse to  greater  constraints  on 
health  care  costs; 

• requirements  to  gain  access  to 
data  from  anywhere  in  space  and 
time; 

• availability  of  more  powerful  and 
affordable  information  and  com- 
munications technologies;  and 

• pressures  for  health  care  reform 
and  accountability. 

Each  of  these  factors  creates  a 
need  to  embrace  computerized  in- 
formation services  in  medicine.  Col- 
lectively, the  five  factors  constitute 
an  imperative  for  such  services. 

The  use  of  sophisticated  technolo- 
gies to  gain  real-time  access  to  infor- 
mation offers  immense  possibilities 
for  changing  health  care  delivery. 
Among  these  possibilities  are: 

• replace  paper  records  with  com- 
puterized data  inventories; 

• permit  users  to  use  multiple  sense 
data  rather  than  relying  princi- 
pally on  printed  information; 

• offer  images  and  visualization 
techniques  as  primary  modes  of 
communication; 

• provide  non-linear  access  routes 
to  information  through  ap- 
proaches such  as  Hypertext; 

• require  restructured  organiza- 
tional paradigms,  especially  de- 
centralized administrative  serv- 
ices; 

• facilitate  inter-institutional  col- 
laboration through  networking 
(eg,  Internet); 

• substitute  models,  in  many  situ- 
ations, for  direct  experience; 

• demand  continuous  strategic 
planning;  and 

• redefine  the  fundamental  mean- 
ing of  work. 

The  last  of  the  challenges,  rede- 
fining the  meaning  of  work,  is  per- 
haps the  most  intimidating  to  phy- 
sicians. Computerized  information 
and  communications  systems  per- 
mit information  and  data  to  be 
treated  as  a resource  to  be  obtained 
"just  in  time"  in  a manner  similar  to 
that  recommended  today  for  mate- 
rial inventories  in  business  and 
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industry.  This  approach  to  informa- 
tion access  ultimately  may  pro- 
foundly affect  the  way  academic 
disciplines  are  taught,  especially 
medicine  which  today  still  depends 
strongly  on  the  memorization  of 
facts,  systems,  and  protocols. 

Institutional  response 

The  management  of  scientific  infor- 
mation is  a major  challenge  for  health 
care  institutions  obligated  to  help 
physicians  and  employees  acquire 
and  use  information  effectively.  This 
challenge  can  be  met  only  by  estab- 
lishing information  databases  and 
communications  networks  with  ter- 
minals located  conveniently 
throughout  the  institution  and  else- 
where. This  approach  requires 
administrative  leadership  character- 
ized as8: 

• vision,  including  acknowledg- 
ment of  the  problem  of  informa- 
tion overload  and  a perspective 
on  how  this  problem  can  be 
managed  through  information 
technology. 

• commitment,  characterized  as  a 
willingness  to  invest  in  the  tech- 
nology and  training  necessary  to 
help  institutional  members  effi- 
ciently obtain  and  use  informa- 
tion essential  to  their  activities; 

• reduction  of  institutional  barri- 
ers that  impede  real-time  access 
to  information  and  data  essential 
to  biomedical  research,  medical 
education,  clinical  service,  and 
policy  formulation; 

• customer  advocacy,  characterized 
as  a recognition  that  the  institu- 
tion is  in  the  business  of  provid- 
ing services  to  customers,  who 
are  not  only  its  employees  and 
physicians  but  also  members  of 
the  public,  including  patients  and 
health  care  purchasers  who  use 
the  institution's  services. 

These  features  of  administrative 

leadership  are  essential  to  guiding 
an  institution  and  its  members 
through  the  transition  into  success- 
ful management  of  scientific  infor- 
mation. Without  them,  the  transi- 


Fig  l.-Locations  of  institutions  participating 
in  the  Medical  College  o/Wisconsin  Medical 
Infonnation  Network. 


tion  is  likely  to  be  a troublesome 
process  at  best. 

MCW's  experience 
The  Medical  College  of  Wisconsin 
(MCW)  is  committed  to  integrating 
effective  information  management 
into  all  its  activities,  including  bi- 
omedical research,  medical  educa- 
tion, clinical  service,  and  health 
policy  guidance  and  analysis.  This 
commitment  is  reflected  in  the  es- 
tablishment 2 years  ago  of  the  Health 
Information  Technology  Center 
(HITC),  a service  activity  housed 
within  the  college's  office  of  research 
and  technology. 

The  mission  of  the  HITC  is  to 
provide  technology  and  training  to 
support  the  effective  acquisition  and 
use  of  scientific  information  for 
medical  research,  education,  and 
clinical  service.  The  HITC  provides 
various  services  to  help  institutional 
members  accomplish  their  work 
through  effective  information  man- 
agement. Representative  examples 
of  these  activities  are  described 
briefly  below. 

Information  networking.  The  Milwau- 
kee Regional  Medical  Center  is  a 
multi-institutional  complex  that 
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includes  the  MCW,  John  L.  Doyne 
Hospital,  Froedtert  Memorial  Lu- 
theran Hospital,  Children's  Hospi- 
tal of  Wisconsin,  Curative  Rehabili- 
tation Center,  Blood  Research  Insti- 
tute, and  Milwaukee  County  Men- 
tal Health  Complex.  Faculty,  house 
staff,  and  students  of  MCW  are 
present  in  all  of  these  institutions,  as 
well  as  in  the  Zablocki  Veterans 
Affairs  Medical  Center  about  3 miles 
from  MCW,  10  other  health  care 
institutions  in  metropolitan  Milwau- 
kee, and  hospitals  and  clinics  in 
Waukesha,  Racine,  and  Kenosha. 

On  campus,  several  communica- 
tions networks  support  the  work  of 
MCW  members.  These  networks  use 
fiber-optic  cable  pairs  configured  as 
Ethernet  and  token-ring  communi- 
cations channels  for  transmission  of 
research,  educational,  administra- 
tive, and  clinical  information,  includ- 
ing patient  and  billing  data.  The 
campus  network  is  extended  to 
remote  institutions,  including  off- 
site hospitals,  clinics,  and  offices 
through  T1  leased  lines,  SMDS  high- 
speed leased  lines  (for  WiscNet/ 
Internet  connections)  and  a micro- 
wave  link  to  the  Veterans  Affairs 
Medical  Center.  The  campus  com- 
munications network  is  evolving 
into  three  primary  information  lat- 
tices: 


First  is  a clinical  lattice,  initially 
integrating  laboratory,  radiology 
and  cardiology  services  between 
John  L.  Doyne  and  Froedtert  Memo- 
rial Lutheran  Hospitals,  and  even- 
tually supporting  all  clinical  serv- 
ices of  the  institutions.  This  infor- 
mation lattice  is  maintained  continu- 
ously and  includes  build-in  redun- 
dancy to  avoid  interruptions  in  serv- 
ice. 

Second  is  an  administrative  and 
academic  lattice  supporting  routine 
communications  among  the  institu- 
tions and  from  the  institutions  into 
Internet.  This  facility  is  currently 
configured  as  an  Ethernet  network 
running  several  communications 
packages. 

Third  is  a high-speed,  high-vol- 
ume lattice  supporting  research 
applications  such  as  magnetic  reso- 
nance imaging  and  gene  sequenc- 
ing experimentation  that  isolates 
these  applications  from  the  high 
traffic  of  other  communications 
channels. 

At  MCW,  Ethernet  networks 
support  departmental  local  area 
networks  (LANs),  work  stations,  and 
a multitude  of  terminals  and  per- 
sonal computers.  Connections  to  the 
Internet  are  bridged  onto  the  MCW 
administrative  and  academic  net- 
work. The  college's  faculty  physi- 


Fig  2.— Locations  of  members  of  tiie  Wisconsin 
Ethics  Committee  Netivork. 


cians  and  surgeons  office,  located  2 
miles  from  the  campus,  is  connected 
to  MCW  and  several  remote  clinics 
through  a large  LAN  employing 
leased  T1  lines. 

Medical  information  network.  One  of 
the  first  major  projects  of  the  HITC 
has  been  the  MCW  Medical  Infor- 
mation Network  (MIN).  The  primary 
purpose  of  the  MIN  is  to  offer  access 
from  remote  locations  to  a variety  of 
information  resources,  including  the 
Continued  on  next  page 
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Continued  from  preceding  page 
journal  and  book  collections  of  the 
MCW  libraries  and  programs  to 
search  the  biomedical  literature. 
Several  literature-search  databases 
are  available  through  the  MIN. 

In  addition  to  these  databases, 
the  HITC  provides  access  to  a large 
number  of  databases  useful  in  bi- 
omedical research,  medical  educa- 
tion, clinical  decision-making,  and 
health-policy  formulation  and  analy- 
sis. For  example,  the  Genetics  Com- 
puter Group  Sequence  Analysis 
software  package  provides  eight 
databases  to  assist  researchers 
searching  for  known  sequences  of 
nucleic  and  amino  acids. 

The  MIN  allows  the  MCW  librar- 
ies to  function  as  a single  entity  in 
spite  of  its  siting  in  four  on-campus 
locations.  MCW  students,  staff  and 
faculty  who  have  a computer  and 
modem  and  a MIN  password  can 
gain  access  to  all  services  of  the  MIN 
at  no  charge,  except  for  a long-dis- 
tance telephone  charge  when  they 
are  outside  the  414  area  code.  The 
MIN  also  supports  an  electronic-mail 
operation,  furnishes  a monthly 
schedule  of  seminars,  classes  and 
special  events,  and  provides  access 
to  Internet  and  Hytelnet. 

Instructional  projects 

Students  at  MCW  have  used  com- 
puterized approaches  to  learning  for 
several  years.  The  Instructional  Tech- 
nology Unit  is  an  open-access  mi- 
crocomputer laboratory  used  for  in- 
dependent and  small-group  learn- 
ing and  testing  activities  for  medical 
and  graduate  students.  It  currently 
offers  10  Macintosh  and  13  IBM- 
compatible  computers,  with  more 
than  80  instructional  programs  for 
student  use.  Half  of  the  programs 
are  authored  by  MCW  faculty  and 
staff,  with  the  remainder  obtained 
from  external  sources  through  pur- 
chase or  field-testing  arrangements. 
Several  basic  science  courses  for 
medical  students  are  moving  from 
traditional  lectures  to  a case-based 
small  group  format  with  computer- 
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oriented  patient  simulations  to  en- 
hance clinical  correlation.  This  tran- 
sition is  monitored  by  the  faculty- 
level  Curriculum  and  Evaluations 
Committee  with  the  ultimate  goal  of 
acclimating  students  to  life-long 
learning  using  information  technolo- 
gies. 

Information  technologies  are 
transforming  medical  education  at 
MCW  by  supplementing  textbooks 
with  computer-based  demonstra- 
tions, models,  simulations,  and  case 
histories.  This  transformation  is 
focused  especially  on  the  transition 
of  scientific  and  medical  principles 
into  clinical  decision-making  and 
patient-care  activities.  As  a conse- 
quence, graduates  today  are  learn- 
ing how  to  enter  the  clinical  arena 
and  to  keep  up  with  the  barrage  of 
information  they  will  have  to  cope 
with  to  remain  current  as  health  care 
providers. 

In  the  1-month,  third-year  ambu- 
latory medicine  clerkship,  medical 
students  are  placed  in  rural-prac- 
tices outside  metropolitan  Milwau- 
kee. The  college  needs  to  maintain 
contact  with  these  students  for  pur- 
poses of  course  management  and 
educational  and  social  support.  The 
HITC  is  exploring  ways  to  provide 
this  link  through  computer  network- 
ing. This  activity  is  viewed  as  a 
prototype  for  providing  communi- 
cations channels  to  practicing  phy- 
sicians for  purposes  of  teaching  in- 
volvement, continuing  education, 
and  clinical  consultation. 

Community  Outreach 

The  HITC  has  two  missions.  The 
resources  and  activities  listed  above 
have  been  described  in  the  context 
of  MCW  students,  staff,  and  faculty. 
Several  of  them,  however,  are  avail- 
able to  physicians,  institutions,  and 
health  care  personnel  outside  MCW. 
For  example,  access  to  the  MIN  is 
provided  for  a nominal  charge  to  38 
health  care  institutions  outside  the 
immediate  MCW  environment.  A 
map  showing  the  distribution  of 
MIN  sites  outside  Milwaukee  is 


included  in  Figure  1. 

Institutions  participating  in  the 
MIN  network  have  found  its  re- 
sources to  be  very  useful  for  gaining 
computerized  access  to  holdings  of 
the  MCW  libraries,  programs  for 
literature  searches  and  other  serv- 
ices such  as  electronic-mail  network- 
ing and  consultation  with  MCW 
faculty.  Additional  connections  with 
Wisconsin  hospitals  and  clinics  are 
solicited,  with  the  number  of  pos- 
sible connections  limited  only  by 
license  conditions  for  some  software 
packages  and  the  ability  of  the  hard- 
ware to  handle  demand. 

The  National  Science  Foundation 
and  the  National  Library  of  Medi- 
cine recently  awarded  a grant  to 
support  the  HITC's  role  in  outreach 
activities  to  physicians  and  other 
health  care  providers  throughout 
Wisconsin.  This  outreach  service, 
called  MCW  Connect,  provides  ac- 
cess to  the  Internet  as  well  as  to  the 
services  of  the  MIN.  The  MCW 
Connect  project  is  helping  the  HITC 
to  execute  its  goals  of  service,  edu- 
cation, and  community  outreach. 

A recent  addition  to  the  MIN 
network  is  rapidly  gaining  popular- 
ity as  a resource  to  ethics  commit- 
tees in  institutions  throughout  the 
state.  This  addition  is  the  bioethics 
database,  the  use  of  which  is  en- 
couraged by  the  180  institutional 
members  of  the  Wisconsin  Ethics 
Committee  Network  (Fig  2).  This 
database  consists  of  continuously 
updated  synopses  of  bioethics  in- 
formation abstracted  from  news 
releases,  medical  journals,  legisla- 
tive reports,  and  court  decisions. 

During  the  first  2 months  the 
MCW  bioethics  database  received 
almost  2,000  inquiries  via  Internet 
from  locations  as  far  away  as  Ger- 
many, Switzerland,  Finland,  France 
and  Australia.  The  bioethics  data- 
base is  a unique  MCW  innovation, 
and  consequently  has  no  license 
constraints  inhibiting  its  use  by  other 
institutions.  Access  to  this  resource 
and  other  services  of  the  MIN  and 
MCW  Connect  can  be  pursued  by 
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calling  the  HITC  office  at  (414)  778- 
4362. 

Summary 

Appropriate  and  accurate  informa- 
tion accessible  in  a real-time,  on-line 
manner  is  becoming  essential  to 
every  aspect  of  medicine,  including 
research,  education,  clinical  service, 
and  health  policy  formulation  and 
analysis.  This  need  demands  a 
computerized  information  manage- 
ment approach  not  only  to  provide 
the  required  resources,  but  also  to 
overcome  the  problem  of  informa- 
tion overload  and  anxiety  associ- 
ated with  more  traditional  ways  of 
accessing  and  using  scientific  and 
medical  information.  The  HITC  at 
the  Medical  College  of  Wisconsin  is 
such  an  approach  designed  for  use 
by  students,  staff  and  faculty. 

Many  of  the  information  re- 


sources of  the  HITC  are  currently 
available  to  physicians  and  other 
health  care  providers  outside  the  in- 
stitution, and  ways  are  being  sought 
to  expand  these  resources.  The  sug- 
gestions and  interest  of  practicing 
Wisconsin  physicians  and  other 
health  care  providers  in  the  resources 
of  the  HITC  are  solicited. 
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Imagine  being  born  with  spina  bifida  and  having  10  operations  by  the  time  you're  10 years 
old.  Its  enough  to  make  anyone  forget  what  it’s  like  to  be  a kid.  That’s  why  Easter  Seal  camp 
was  the  perfect  thing  for  Jimmy.  It  gave  him  the  opportunity  to  be  a kid.  To  do  all  the  things 
that  the  average  kid  takes  for  granted.  And  according  to  Jimmy,  who’s  now  a success- 
ful,  happily  independent  adult  of  27,  it  was  the  chance  of  a lifetime.  That’s  the  kind 
of  chance  Easter  Seal  quality  rehabilitation  programs  give  people  with  disabilities 
every  day.  So  give  to  Easter  Seals.  GIVE  THE  POWER  TO  BECOME.  U® 


A profile  of  geriatric  trauma  in  southeastern  Wisconsin 

Verena  T.  Valley,  MD;  Holly  Hepp,  RN;  Daniel  J.  DeBehnke,  MD;  Sarah  W.  Lawrence,  RN;  and 
Charles  Aprahamian,  MD,  Milwaukee 


The  purpose  of  this  study  was  to  profile  geriatric  trauma  in  southeastern 
Wisconsin,  including  injury  mechanisms,  severity  of  injury,  outcome,  hos- 
pital lengths  of  stay,  and  total  cost.  We  conducted  a retrospective  chart 
review  of  trauma  victims  over  age  65  admitted  to  the  Milwaukee  County 
Medical  Complex  between  July  1991  and  October  1992.  Cases  were 
excluded  if  the  patients  had  sustained  isolated  head  or-orthopedic  inju- 
ries, thermal  bums,  or  penetrating  trauma.  A total  of  65  cases  were 
studied.  The  population  had  a mean  age  of  75.8  ± 8.2  years;  53.8%  were 
women  and  46.2%  were  men.  The  leading  mechanisms  of  injury  were  in 
decreasing  order  were  motor  vehicle  crashes,  falls,  and  auto-pedestrian 
injuries.  The  mortality  rate  was  29.2%.  The  mean  length  of  stay  in  the 
hospital  was  13.5  days.  The  total  charge  was  approximately  $1.3  million 
dollars.  Motor  vehicle  crashes  accounted  for  61.5%  of  injuries.  Safety 
devices  and  driver  awareness  programs  may  be  under  used  in  this  popu- 
lation. The  mortality  rate  is  high  with  a moderate  level  of  injury  severity. 
WisMedJ. 1994;93(4):165-168. 


The  most  recent  US  census,  com- 
pleted in  1990,  noted  contin- 
ued growth  in  America's  elderly 
population.  People  65  years  of  age 
and  older  now  number  30.9  mil- 
lion.1 Furthermore,  the  US  Census 
Bureau  projects  those  over  age  65 
will  exceed  52  million  by  the  year 
2020  and  will  increase  to  68  million 
by  the  year  2040.2Trauma  is  now  the 
fourth  most  common  cause  of  death 
in  people  over  the  age  of  55  years 
and  the  fifth  leading  cause  of  death 
for  patients  over  75  years  of  age.3 
The  elderly  consume  nearly  $4.4 
billion  a year  of  health  care  resources 
expended  on  trauma  care.4  The 
purpose  of  this  study  was  to  profile 
geriatric  trauma  in  southeastern  Wis- 
consin including  injury  mechanisms. 
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Reprint  requests  to:  Verena  T.  Valley, 
MD,  Box  204,  Department  of  Emergency 
Medicine,  Milwaukee  County  Medical 
Complex,  Milwaukee,  WI 53226.  Copy- 
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severity  of  injury,  outcome,  hospital 
lengths  of  stay  and  total  charges. 

Methods 

This  study  was  a retrospective  chart 
review  of  multiple  trauma  victims 
over  age  65  who  were  entered  into 
the  trauma  registry  at  the  Milwau- 
kee County  Medical  Complex  be- 
tween July  1991  and  October  1992. 
Only  cases  of  patients  admitted  to 
the  trauma  service  were  included. 
Cases  were  excluded  if  the  patients 
had  sustained  isolated  orthopedic 
injuries,  isolated  thermal  burns, 
penetrating  trauma  or  were  admit- 


ted to  the  neurosurgical  intensive 
care  unit  (isolated  head  injury). 

This  exclusion  criteria  was  pat- 
terned after  other  geriatric  trauma 
studies  to  provide  a meaningful 
comparison  of  multiply  injured 
geriatric  patients.  Scores  were  cal- 
culated for  each  patient  using  the 
Glasgow  Coma  Scale  (GCS),  Revised 
Trauma  Score  (RTS),  and  the  Injury 
Severity  Scale  (ISS)  based  on  the 
1985  revision  of  the  Abbreviated 
Injury  Scale  (AIS). 

Statistical  comparisons  were  per- 
formed using  the  Mann- Whitney  U 
test  for  nonparametric  data.  P val- 
ues <0.05  were  considered  signifi- 
cant. 

Results 

Identifying  data.  Seventy-five  con- 
secutive cases  met  inclusion  crite- 
ria. Ten  charts  were  unavailable  for 
review.  The  cases  of  65  patients  were 
studied.  The  population  had  a mean 
age  of  75.8  ± 8.2  years;  53.8  % (35) 
were  women  and  46.2%  (30)  were 
men. 

Mechanisms  of  injury.  The  leading 
mechanisms  of  injury  were  motor 
vehicle  crashes,  falls,  and  auto-pe- 
destrian  injuries  (Fig  1).  Motor  ve- 


Table  1.— Demographic  data  and  measures  of  injury  severity 


Survivors 

Non-survivors 

P 

Number 

46 

19 

Age  (years)* 

76.8  ± 8.0 

73.3  ± 8.5 

NS 

Sex  F:M 

26:20 

9:10 

ISS* 

14.4  ± 13.2 

19.7  ± 13.8 

NS 

GCS* 

14.1  ±2.3 

11.9  ±4.8 

0.008 

RTS* 

11.0  ±2.5 

9.1  ±4.6 

NS 

* Expressed  as  mean  ± SD 
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Table  2.— Length  of  stay  and  cost  of  medical  care. 

Survivors 

Non-survivors 

Number 
ICU  stay*  (days) 
Hospital  stay*  (days) 
Hospital  cost* 

MD  cost* 

Total  costs* 

46 

5 ±6.1 
14.4  ± 12.6 
$17,996  ± 27,362 
$6,731  ± 5,139 
$26,412  ± 32,620 

19 

6.2  ± 5.8 
11.0  ±14.5 
$8,576  ± 11,212 
$5,536  ± 16,624 
$13,136  ± 16,624 

* Expressed  as  mean  ± SD 

Thousand  Miles 


Fig.  2 — Average  mileage  per  year  for  drivers  in  Wisconsin 


hide  crashes  were  the  predominant 
injury  mechanism  in  our  study 
population:  64.3%  (27)  of  the  elderly 
trauma  patients  were  identified  as 
drivers,  and  35.7%  (15)  as  passen- 
gers. Eighty-five  percent  (23)  of  the 
elderly  drivers  and  66%  (10)  of  the 
passengers  lived. 

Safety  belts  were  used  in  57.5%  of 
the  crashes,  safety  belts  were  not 
used  in  32.5%,  and  use  was  unknown 
in  10%.  Airbag  data  was  not  reported 
in  92.3%  of  the  crashes. 

Falls  were  the  second  most  com- 
mon type  of  injury  mechanism  noted 
in  our  study  population.  They  ac- 
counted for  16.9%  (11)  of  injuries:  4 
fell  down  stairs  (36.4%),  3 fell  from  a 
ladder  (27.3%),  and  2 tripped  and 
fell  (18.2%).  Fall  distance  was  esti- 
mated to  be  less  than  12  feet  in  72.7% 
of  the  cases.  Seven  (64%)  of  the  pa- 
tients lived  and  four  (36%)  died. 

Seven  (10.8%)  of  our  study  pa- 
tients were  pedestrians:  4 (57%)  lived 
and  3 (43%)  died. 

Indices  of  injury  sei^erity.  Trauma 
scoring  systems  have  been  devel- 
oped to  allow  comparison  of  injury 
outcome  between  trauma  centers. 
These  indices  of  injury  severity  are 
used  in  the  evaluation  of  patients,  in 
trauma  research,  and  in  continued 
quality  improvement.  The  ISS  and 
RTS  are  two  of  the  most  widely  used 
trauma  scoring  systems. 

The  ISS  is  a numerical  method  for 
describing  the  overall  severity  of 


MVC 

61.5% 


FALLS  ASSAULTS  7 ^ 
16.9%  3.1% 


Fig  1 — Distribution  of  injury  mechanisms 
for  geriatric  trauma,  Mihvaukee  County 
Medical  Complex. 
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injury.  The  ISS  measures  the  sever- 
ity of  anatomic  injury  and  is  an  index 
derived  from  the  AIS.  The  ISS  val- 
ues range  from  1 to  75.  Higher  scores 
generally  indicate  more  severe  inju- 
ries. Studies  have  demonstrated  that 
the  ISS  is  correlated  with  mortality; 
lower  correlations  have  been  shown 
between  ISS  and  length  of  stay  and 
disability.5 

Patient  physiologic  status  on  ini- 
tial emergency  department  arrival 
is  characterized  by  the  RTS  and  is  a 
function  of  admission  values  of  the 
GCS,  systolic  blood  pressure  and 
respiratory  rate.  Lower  RTS  values 
are  associated  with  poorer  progno- 
ses. The  RTS  has  been  shown  to  be  a 
more  reliable  predictor  of  outcome 
than  the  trauma  score.6 

The  GCS  is  a description  of  con- 
sciousness based  on  clinical  exami- 


nation of  three  specific  types  of 
behavior:  eyelid  opening,  motor  ac- 
tivity, and  verbal  activity.  This  scale 
has  prognostic  value  after  severe 
head  injury.7 

The  mean  ISS  in  our  review  was 
15.9.  The  mean  GCS  was  13.5,  and 
the  mean  RTS  was  10.4.  The  ISS  and 
RTS  were  not  significantly  different 
between  survivors  and  non-survi- 
vors. The  GCS  was  significantly 
higher  in  the  survivor  group  (Table 
!)• 

Outcome  data.  The  mortality  rate  was 
29.2%  (19)  of  patients.  Of  the  46 
survivors,  46.2%  (30)  patients  were 
discharged  home  and  24.6%  (16) 
were  discharged  to  a nursing  home 
or  rehabilitation  center. 

Information  on  functional  status 
prior  to  admission  was  available  for 
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Fig.  3 — Fatal  crash  involvement  per  licensed  driver  per  vehicle  miles  of  travel  (VMT) 


53  patients:  94.3%  (50)  were  func- 
tionally independent  prior  to  their 
injury;  5.7%  (3)  were  noted  to  have 
minor  physical  limitations  prior  to 
their  injury.  Of  the  46  survivors,  50% 
(23)  of  patients  returned  to  func- 
tional independence  at  the  time  of 
discharge,  30.4%  (14)  had  moderate 
disability,  and  19.6%  (9)  had  severe 
disability  and  significant  limitation 
of  activity. 

Length  of  stay  and  cost.  The  mean 
length  of  stay  in  the  hospital  was 
13.5  days.  The  total  hospital  and 
physician  charges  for  55  of  the  65 
study  casess  (10  billing  summaries 
were  not  available)  approached  $1 .3 
million. 

Discussion 

Motor  vehicle  crashes  are  a domi- 
nant mechanism  of  injury  in  elderly 
trauma  patients.  There  are  almost 
499,000  drivers  over  the  age  of  65 
years  in  Wisconsin.8  Older  Wiscon- 
sin drivers  (over  age  65)  average 
less  mileage  per  year  than  other  age 
groups  (Fig  2),  but  their  involve- 
ment in  fatal  crashes  is  high  and  in 
sharp  contrast  to  other  licensed  driv- 
ers when  comparing  vehicle  miles 
of  travel  (Fig  3). 

In  1989,  the  Wisconsin  Depart- 
ment of  Transportation  began  a 
driver  awareness  program  for  driv- 
ers over  the  age  of  55.  The  program 
addresses  topics  such  as  driving 
ability  and  errors,  as  well  as  safety 
driving  tips.  Only  0.5%  of  drivers 
over  age  55  participated  in  this  pro- 
gram. It  appears  that  the  majority  of 
patients  in  our  study  population 
were  wearing  safety  belts;  however, 
nearly  a third  (32.5%)  were  not.  In- 
formation on  airbag  use  was  rarely 
documented  on  pre-hospital  records 
and  deserves  further  study. 

The  ISS  and  the  RTS  are  widely 
used  as  predictors  of  patient  out- 
come. Several  studies  have  assessed 
the  value  of  these  scores  for  deter- 
mining outcome  in  the  elderly  popu- 
lation. Oreskovich9  noted  that  the 
mean  ISS  in  a group  of  100  elderly 


patients  was  nearly  the  same  for 
survivors  and  non-survivors. 
Finelli10  found  the  mean  ISS  for  eld- 
erly non-survivors  to  be  twice  that 
of  survivors  in  180  elderly  major 
trauma  patients.  The  ISS  and  RTS 
were  not  predictive  of  survival  in 
our  study. 

The  overall  mortality  rate  among 
hospitalized  geriatric, trauma  victims 
has  been  reported  to  be  in  the  range 
of  15%  to  30%. 11  Our  mortality  rate 
of  29.2%  falls  into  the  high  end  of  the 
reported  range.  Work  by  van  Aalst 
et  al12  and  DeMaria  et  al13  have  shown 
that  the  majority  of  survivors  of 
severe  injury  (67%)  returned  to  a 
functional  level  of  independence.  In 
our  study,  46.2%  of  the  survivors 
were  discharged  home  from  the 
hospital,  while  24.6%  were  dis- 
charged to  a nursing  home  or  a reha- 
bilitation center. 

Hospital  lengths  of  stay  have  been 
reported  to  be  twice  as  long  in  geri- 
atric trauma  victims  in  comparison 
to  younger  patients.9  Furthermore, 
DRG  prospective  payment  has  been 
found  to  grossly  under-estimate  the 
cost  of  care  for  these  elderly,  trauma 
patients.9  Our  study  did  not  include 
an  analysis  of  the  DRG  system  and 
its  effect  on  the  Medicare  reimburse- 
ment rate.  The  mean  length  of  stay 
in  our  study  was  13.5  days  with 
mean  total  (hospital  and  physicians) 
charges  of  $22,478.00  (Table  2).  The 
total  charges  for  55  of  the  65  patients 


was  $1.3  million  dollars. 

Summary 

A sample  of  geriatric  trauma  in 
southeastern  Wisconsin  was  retro- 
spectively examined.  Motor  vehicle 
crashes  account  for  the  majority  of 
our  injury  events.  While  older  Wis- 
consin drivers  average  fewer  miles, 
they  are  involved  in  more  fatal 
crashes  per  vehicle  miles  of  travel. 
Safety  devices  (safety  belts,  airbags) 
may  be  under-used  in  this  popula- 
tion. Driver  awareness  programs  are 
available  for  the  older  driver,  but 
they  are  poorly  attended.  Mortality 
in  this  age  group  is  high  with  a 
moderate  level  of  injury  severity. 

A statewide  emphasis  should  be 
placed  on  use  of  safety  devices  and 
attendance  of  driver  awareness 
programs  in  this  age  group  due  to 
the  high  mortality  associated  with 
motor  vehicle  crashes. 
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Incarcerated  hernia  with  intestinal  obstruction  after 
laparoscopic  cholecystectomy 


Marvin  Wagner,  MD,  and  George  E.  Farley,  MD,  Milwaukee 

Use  of  laparoscopic  surgical  procedures  have  expanded  in  the  past 
several  years,  but  physicians  must  be  cognizant  of  the  potential  complica- 
tions. One  such  complication,  intestinal  obstruction,  is  discussed,  as  is  the 
importance  of  CT  scan  in  making  a definitive  diagnosis.  Wi's  Med 
J.  1993;93(4):169-171. 


Wrm  the  advent  of  the  expand- 
ing use  of  laparoscopy,  phy- 
sicians must  constantly  be  cogni- 
zant of  the  complications  that  can 
occur.  Infection,  bleeding,  bowel  per- 
foration, and  subcutaneous  emphy- 
sema have  all  been  reported  in  the 
literature.1-2  In  1974,  Schiff  and 
Naftolin3  reported  a case  of  small 
bowel  obstruction  after  an  elective 
laparoscopic  tubal  ligation.  This 
occurred  at  the  infra-umbilical  12 
mm  access  site.  Thomas  et  al,4  and 
Sauer  and  Jarrett5  also  reported  an 
incarcerated  hernia  after  a laparo- 
scopic sterilization,  and  the  latter  a 
bowel  obstruction  after  a tuboplasty. 
Both  occurring  through  the  umbili- 
cal access  site. 

Further  search  of  the  literature 
revealed  that  Bishop  and  Halpin,6 
Kiilhohma  and  Makinen,7  and 
Hogdall  and  Roosen8  reported  her- 
niation of  omentum  small  bowel 
through  the  fascial  defect  created  at 
laparoscopy  for  a gynecological 
procedure.  Maio  and  Ruchman9 
reported  on  a post-laparoscopic  in- 
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carcerated  hernia  after  cholecystec- 
tomy, which  occurred  through  the 
umbilical  10  mm  access  site  and 
diagnosed  by  CT  scan.  We  are  re- 
porting a similar  case  of  a small 
bowel  obstruction  due  to  an  incar- 
cerated hernia  through  an  8 mm 
access  site. 

Case  report 

A 54-year-old  obese  female,  who 
had  a history  of  diverticulitis  and  a 


total  abdominal  hysterectomy,  was 
seen  for  chronic  cholecystitis  with 
lithiasis.  An  elective  laparoscopic 
cholecystectomy  was  done  in  the 
following  manner. 

Access  sites  of  8 mm  were  placed 
at  the  umbilicus  and  epigastric  re- 
gion (Fig  1),  and  a 5 mm  access  site 
was  placed  at  the  anterior  axillary 
line  and  another  5 mm  access  site  at 
the  mid-clavicular  line,  both  paral- 
lel to  the  umbilicus.  During  the 
procedure— because  of  the  severe 
obesity  of  the  patient,  and  because 
more  exposure  was  needed  to  visu- 
alize the  cystic  and  common  duct— 
another  8 mm  access  site  was  cre- 
ated between  the  two  5 mm  access 


Fig  I.  — Access  sites:  1 and  2 are  8 mm;  3 and  4 are  5 mm;  and  5 is  the  additional  8 mm 
access  site  through  which  the  hernia  is  occurred. 
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Fig  2.  — Supine  view  of  abdomen  showing  small  bowel  distention  consistent  with  a small 
bowel  obstruction. 


sites  to  place  a retractor  over  the 
omentum  and  colon  (Fig  1). 

After  the  removal  of  the  gallblad- 
der, the  abdominal  cavity  was  de- 
compressed and  the  access  sites  were 
closed  with  number  (2-0)  Vicryl 
sutures  at  the  fascial  level  and  a 
subcuticular  skin  closure  with  (3-0) 
catgut.  The  patient's  post-operative 
course  was  uneventful,  and  she  was 
discharged  on  the  next  day. 

Five  days  after  her  surgery,  the 
patient  experienced  abdominal  pain, 
nausea  and  then  "vomited."  Exami- 
nation showed  an  obese  abdomen 
with  moderate  distention  and  mild 
tenderness  over  the  right  hemisphere 
of  the  abdomen. 

An  abdominal  series  (Fig  2)  with 
supine  and  upright  views  demon- 
strated dilated  loops  of  small  bowel 
and  small  air  fluid  levels  scattered 
throughout  the  abdomen.  The  pa- 
tient was  placed  on  gastric  siphonage 
and  supportive  therapy.  Her  condi- 
tion showed  no  apparent  improve- 
ment after  24  hours,  and  at  this  time 
manifested  more  tenderness  in  the 
right  side  of  the  abdomen  near  the 
three  access  sites  parallel  to  the  um- 
bilicus. 

Because  the  patient  was  so  obese, 
it  was  difficult  to  discern  any  masses 
or  defect  in  the  anterior  abdominal 
wall.  A CT  scan  of  the  abdomen  was 
done  (Fig  3),  and  it  demonstrated  a 
herniated  loop  of  bowel  on  the  right 
side,  outside  the  muscle  boundary 
of  the  abdominal  wall.  With  these 
objective  findings,  the  patient  was 
taken  to  surgery,  and  a Richter's 
type  of  hernia  was  found  through 
the  8 mm  access  site  that  was  be- 
tween the  two  5 mm  access  sites  (Fig 
!)• 

The  previously  applied  Vicryl 
suture  in  the  fascia  was  completely 
"undone."  The  ability  of  the  small 
bowel  involved  was  completely 
intact.  The  8 mm  access  site  through 
which  the  hernia  occurred  was  re- 
paired by  the  Tom  Jones  procedure 
using  the  transversalis  fascia  and 
posterior  and  anterior  rectus  sheath. 
The  patient's  post-operative  course 


was  uneventful  thereafter,  with  com- 
plete resolution  of  her  bowel  ob- 
struction. 

Discussion 

In  most  of  the  reports,  the  sympto- 
matology of  intestinal  pathology 
occurs  3 to  7 days  after  the  laparo- 
scopic procedure.  Common  to  all  of 
the  reported  cases  was  the  use  of  a 
10  mm  or  12  mm  diameter  trocar. 
In  this  case,  the  patient's  sympto- 


matology started  on  the  fifth  post- 
operative day  and  occurred  through 
an  8 mm  access  site.  Several  causes 
have  been  postulated  as  to  the  oc- 
currence of  this  type  of  hernia,  as 
well  as  recommendations  for  its 
prevention. 

Because  of  the  positive  intra-peri- 
toneal  pressure  after  induction  of 
pneumoperitoneum,  a loop  of  bowel 
or  omentum  could  protrude  into  the 
lumen  of  the  trocar  sheath  on  its 
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Fig  3.  — CT  scan  of  the  abdomen  post-gastrograffin  oral  contrast  shows  a single  loop  of  small 
bowel  herniated  through  the  antero-lateral  abdominal  wall  outside  the  muscular  boundary. 


withdrawal. 

With  this  in  mind,  it  is  essential  to 
let  the  gas  flow  out  of  the  peritoneal 
cavity  before  removing  the  sheath. 
Elevating  the  abdominal  wall  to 
separate  it  from  the  viscera  has  also 
been  suggested.  The  "sine  quo  non" 
is  to  suture  the  fascial  layer  at  the 
access  sites. 

It  certainly  is  important  to  keep 
in  mind  the  possibility  of  an  incar- 
cerated hernia  when  the  patient 
experiences  a symptom  complex  of 
intestinal  obstruction  after  laparo- 
scopy. Also,  especially  in  obese  pa- 
tients in  whom  it  is  difficult  to  ade- 
quately examine  the  abdomen,  a CT 
scan  of  the  abdomen  is  helpful  in 
discretely  demonstrating  the  nor- 
mal or  pathological  findings,  as  was 
demonstrated  in  this  case. 
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At  ieast  one-third  of  all  breast  cancer  patients  corn. d have 

LUMPECTOMY  FOLLOWED  BY  RADIATION  THERAPY 


mhe  American  Cancer  Society,  the  American 
College  of  Surgeons  and  the  American 
A College  of  Radiology  have  agreed  that 
women  whose  early  breast  cancer  was  detected 
by  mammography  are  candidates  for  breast- 
saving  treatment.  Tbis  treatment  consists  of 
lumpectomy  with  axillary  node  sampling 
followed  by  radiation  therapy  to  the  breast. 
According  to  new  standards,  women  with  small 
lumps,  those  with  tumors  as  large  as  two  inches, 
and  even  some  women  with  positive  nodes  may 
be  candidates  for  this  treatment. 


The  purpose  of  the  breast-conserving  treatment 
is  to  treat  these  patients  adequately  but  with  a 
good  cosmetic  result.  Stage  for  stage,  patients 
treated  in  this  manner  have  the  same  longevity 
and  the  same  freedom  from  local  recurrence  as 
those  treated  with  mastectomy. 

For  copies  of  the  standards  please  contact 
Keri  Sperry,  American  College  of  Radiology, 
1891  Preston  White  Drive,  Reston,  VA  22091. 


AMERICAN 
CANCER 
? SOCIETY^ 


Socioeconomic 


Public  health 

Self-reported  cardiovascular  risk  factors  among  diabetics 
and  non-diabetics  in  Wisconsin 


Patrick  L.  Remington,  MD,  MPH,  and  Nancy  E.  Chudy,  MPH,  Madison 


Diabetes  is  an  important  public 
health  problem  in  Wisconsin. 
In  1992,  diabetes  was  listed  as  the 
underlying  cause  of  death  on  1,043 
certificates  and  a contributing  cause 
on  2,423.  Diabetes  mortality  in  Wis- 
consin is  one  of  the  highest  in  nation, 
ranking  the  11th  among  all  states 
during  1980-19883  Over  the  past 
decade,  the  diabetes-related  mortal- 
ity rate  in  Wisconsin  has  increased 
10%,  from  65.7/100,000  to  72.3/ 
100,000,  while  the  national  rate  has 
remained  constant.1 

According  to  data  from  Wiscon- 
sin's Hospital  Discharge  Survey, 
more  than  6,000  persons  are  hospi- 
talized with  a principle  diagnosis  of 
diabetes  each  year  (unpublished 


The  public  health  column  is  not  reviewed 
by  the  WMJ editorial  board.  Dr  Reming- 
ton is  chief  medical  officer  for  chronic 
disease  in  the  Bureau  of  Public  health, 
Wisconsin  Division  of  Health.  Chudy  is 
an  epidemiologist  in  the  Section  of 
Chronic  Disease  Prevention  and  Health 
Promotion,  Bureau  of  Public  Health. 
Reprint  requests  to  Patrick  L.  Reming- 
ton, MD,  Wisconsin  Division  of  Health, 
1414  E Washington  Ave,  Room  96, 
Madison,  WI 53704-3041.  Copyright  1994 
by  the  State  Medical  Society  of  Wiscon- 
sin. 


data).  The  average  length  of  stay  for 
each  of  these  admissions  is  7 days 
and  the  average  charge  is  $8,000, 
leading  to  an  annual  cost  of  $50 
million.  Diabetes  also  contributes  to 
hospitalizations  for  other  diseases. 
Each  year,  there  are  43,000  admis- 
sions with  diabetes  listed  as  a secon- 
dary diagnosis,  6,000  of  these  are  for 
coronary  heart  disease.  The  charges 
for  these  diabetes-related  hospitali- 
zations exceed  $350  million  annu- 
ally. 

Fortunately,  much  of  this  burden 
is  preventable.  Lifestyle  interven- 
tions, such  as  improved  diet,  exer- 
cise, quitting  smoking,  and  control 
of  high  blood  pressure,  can  substan- 
tially reduce  a diabetic's  risk  of 
developing  heart  disease  and  stroke, 
the  leading  causes  of  death  among 
diabetics.  In  this  report,  we  com- 
pared the  prevalence  of  risk  factors 
for  cardiovascular  disease  among 
diabetics  with  the  rates  among  other 
adults  in  Wisconsin.  This  informa- 
tion can  be  used  to  support  commu- 
nity-based health  promotion  activi- 
ties, especially  targeted  to  persons 
who  are  at  risk  of  developing,  or 
already  have  diabetes. 

Methods 

We  used  self-reported  information 


Table  1.—  Prevalence  of  self-re- 
ported  diabetes  in  Wisconsin,  1989- 
1992. 


Age 

N 

% Diabetic 

18-34 

2,332 

1.4% 

35-44 

1,419 

2.0% 

45-54 

790 

4.6% 

55-64 

644 

8.7% 

65-74 

641 

11.5% 

75+ 

479 

11.6% 

Sex 

male 

2,921 

4.2% 

female 

3,384 

5.0% 

Source:  BRFSS,  1989-1992. 


obtained  from  the  Wisconsin  Behav- 
ioral Risk  Factor  Surveillance  Sys- 
tem (BRFSS) . This  is  a random  digit- 
dialed  telephone  survey  conducted 
throughout  the  year  to  study  health 
related  behaviors  among  persons 
aged  18  years  and  older.2 

Since  1989,  the  BRFSS  question- 
naire has  contained  questions  about 
diabetes  and  other  cardiovascular 
risk  factors.  Respondents  were  asked 
the  question  "Have  you  ever  been 
told  by  a doctor  that  you  have  diabe- 
tes?" The  question  did  not  distin- 
Continued  on  next  page 
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Table  2.~Prevalence  of  selected  cardiovascular  risk  factors  among  diabetics  and  non-diabetics  in  Wisconsin,  1989-1992. 


Risk  factor 

Crude  rate 

Age-adjusted  rate* 

Relative  risk** 

Diabetic 

Non-diabetic 

Diabetic 

Non-diabetic 

Current  Smoker 

25% 

25% 

34% 

25% 

1.4 

Hypertensive 

51% 

21% 

42% 

22% 

1.9 

Physically  inactive 

62% 

55% 

58% 

55% 

1.1 

Overweight 

48% 

29% 

46% 

29% 

1.6 

Source:  BRFSS,  1989-1992. 

* To  the  1990  Wisconsin  adult  population. 
**  Of  the  age-adjusted  rates. 


Continued  from  preceding  page 
guish  those  diabetics  who  required 
insulin  and  those  who  did  not.  Uni- 
variate analysis  was  conducted  us- 
ing SAS  and  responses  were 
weighted  to  account  for  the  complex 
study  design.  Data  were  age-ad- 


justed to  the  1990  Wisconsin  adult 
population. 

Results 

According  to  the  BRFSS,  almost  5% 
of  Wisconsin  adults  report  that  they 
have  been  told  by  a physician  that 
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they  have  diabetes  (Table  1).  Diabe- 
tes is  more  common  among  women 
compared  with  men  (5.0%  v 4.2%) 
and  increases  with  age. 

Compared  with  non-diabetics, 
diabetics  were  more  likely  to  be  hy- 
pertensive, physically  inactive,  and 
overweight  (T able  2) . Smoking  rates 
were  approximately  the  same.  Be- 
cause diabetes  prevalence  increases 
with  age,  and  the  prevalence  of  these 
risk  factors  also  varies  with  age,  these 
rates  must  be  age-adjusted  to  make 
a proper  comparison.  Once  adjusted 
for  the  differences  in  the  ages  be- 
tween diabetics  and  non-diabetics, 
these  data  show  that  diabetics  are 
40%  more  likely  to  smoke,  60%  more 
likely  to  be  overweight,  and  almost 
twice  as  likely  to  have  hypertension. 

Comment 

Diabetes  is  prevalent  among  Wis- 
consin adults-nearly  one  out  of  every 
20  adults  in  Wisconsin  has  physi- 
cian-diagnosed diabetes.  Research 
suggests  that  there  are  nearly  as  many 
undiagnosed  diabetics  as  those  who 
are  diagnosed  in  the  population, 
indicating  that  Wisconsin  may  have 
a prevalence  of  close  to  10%. 3 Based 
on  this  estimate,  an  estimated  280,000 
adults  in  Wisconsin  have  diabetes. 

Based  on  the  findings  from  this 
telephone  survey,  diabetics  are  more 
likely  to  be  obese,  have  hyperten- 
sion, and  smoke  cigarettes.  Obesity 
is  the  leading  cause  of  non-insulin 
dependent  diabetes,  thus  the  find- 
ing of  higher  rates  of  obesity  is  ex- 
Contifnuedon  page  176 
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Everyone  Out  Of  The  Pool! 

Worker’s  Compensation  Coverage 


That’s  what  some  Worker’s  Compensation  insurers  are  telling 
clinics  and  physicians  throughout  Wisconsin.  These  companies 
want  to  reduce  their  risk  by  eliminating  certain  classes  of 
employees  and  sizes  of  risk  from  their  Worker’s  Compensation 
pool.  In  your  case,  this  includes  physicians,  clinic  employees, 
and  related  medical  service  personnel. 

This  is  not  the  case  with  SMS  Insurance  Services  and  the 
Dodson  Group.  We  want  you  in  our  pool.  That’s  because 
SMS  Insurance  Services  and  the  Dodson  Group  specialize 


in  Worker’s  Compensation  coverage  for  the  medical 
community.  SMS  Insurance  Services  also  offers  Medical 
Professional  Liability,  a Professional  Office  Policy,  and 
umbrella  coverage.  Our  Worker’s  Compensation  program 
is  endorsed  by  the  State  Medical  Society. 

You  can  swim  with  the  sharks  or  come  where  your 
coverage  is  safe.  For  more  information  about  our  Worker’s 
Compensation  and  other  SMS  Insurance  Services  medical 
liability  programs,  contact: 
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Continued  from  page  174 
pected.  Hypertension  has  been 
demonstrated  to  be  more  common 
among  diabetics,  and  this  combina- 
tion substantially  increases  the  risk 
of  developing  renal  disease,  heart 
disease,  and  stroke.  Finally,  the 
higher  rates  of  smoking  among  dia- 
betics substantially  increases  the  risks 
of  heart  disease  and  stroke. 

Wisconsin's  Public  Health  Agenda 
for  the  Year  2000  has  set  the  following 
goals  for  diabetes  for  the  year  2000 
to  reduce  morbidity  and  mortality 
associated  with  diabetes,  and  to 
reduce  the  incidence  of  the  compli- 
cations of  diabetes,  including  dia- 
betic ketoacidosis,  amputations, 
blindness,  cardiovascular  disease, 
and  renal  disease. 

To  help  reach  these  objectives, 
the  Wisconsin  Division  of  Health 
has  applied  to  the  Centers  for  Dis- 
ease Control  and  Prevention  to  es- 
tablish a statewide  diabetes  control 
program.  The  request  for  proposals 
from  the  CDC  represents  a major 
shift  in  focus  from  previous  CDC 
diabetes  program  announcements, 
and  is  designed  to  establish  the 
program  as  a key  component  of  an 
evolving  health  care  environment.  If 
funded,  the  Wisconsin  diabetes 
control  program  will  address  the 
following  four  components: 

• epidemiology:  defining  the  burden 

of  diabetes  through  surveillance 


and  epidemiology; 

• health  systems  interventions : improv- 
ing opportunities  for  diabetes 
prevention  and  control  through 
the  existing  and  evolving  health 
care  system; 

• community-based  interventions:  in- 
creasing opportunities  for  preven- 
tion, detection,  and  control  of  dia- 
betes in  communities  (these  efforts 
will  be  focused  on  high-risk  popu- 
lations); and 

• statewide  coordination:  increasing 
the  coordination  of  diabetes  con- 
trol activities  in  the  state,  by  estab- 
lishing a diabetes  advisory  com- 
mittee. 

During  the  first  year,  staff  will 
define  the  burden  of  diabetes,  estab- 
lish a diabetes  advisory  committee, 
and  build  the  diabetes  network  in 
the  state.  Work  groups  will  be  estab- 
lished to  determine  the  needs  for 
diabetes  control  in  the  evolving  health 
care  system  and  in  communities  with 
populations  at  high  risk  for  diabe- 
tes. During  the  second  year,  a needs 
assessment  will  be  conducted  and 
the  diabetes  control  plan  will  be  com- 
pleted, setting  priorities  for  funding 
for  the  intervention  phase  (years  3- 

5). 

The  recent  Diabetes  Complica- 
tions and  Control  Trial  (DCCT)  found 
that  intensive  therapy  to  maintain 
blood  glucose  concentrations  close 
to  normal  effectively  delayed  the 


onset  and  slowed  the  progression  of 
diabetic  complications,  such  as 
retinopathy,  renal  failure,  and  neu- 
ropathy.4 The  DCCT  results  are 
encouraging  for  diabetics  and  pro- 
viders alike.  Nevertheless,  efforts  to 
improve  glucose  control  will  be  much 
more  effective  if  combined  with  in- 
tensive efforts  to  control  blood  pres- 
sure, reduce  weight  through  exer- 
cise and  diet,  and  quit  smoking. 
Through  such  a combination  of 
approaches,  the  public  health  bur- 
den from  diabetes  can  be  reduced. 
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The  voice  of  freedom  never 
faltered,  even  though  it  stuttered. 


Winston  Churchill  was  perhaps  the  most 
stirring,  eloquent  speaker  of  this  century. 
He  also  stuttered. 
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Wisconsin  delegation  joins  unity  demonstration  on 
health  system  reform 


SMS  President  Pauline  M. 

Jackson,  MD,  of  La  Crosse,  led 
a delegation  of  Wisconsin  physicians 
participating  in  March  8 demonstra- 
tion in  the  nation's  capitol.  More 
than  1,000  medical  leaders  from 
across  the  nation  converged  on 
Washington,  DC,  to  demonstrate  the 
unity  of  the  health  system. 

The  summit  which  was  organ- 
ized by  the  AMA,  included  presen- 


tations from  Senators  Kennedy, 
Dole,  Dingell,  Hatch,  Chafee,  and 
Graham  and  Representatives  Coo- 
per, Gingrich,  McDermott  and 
Rowland.  While  in  Washington,  the 
Wisconsin  medical  delegation  met 
with  most  of  the  state's  congres- 
sional delegation. 

"Most  of  our  lawmakers  and 
Washington  observers  expect  that 


some  sort  of  system  reform  will  pass 
before  Congress  recesses  in  August," 
Dr  Jackson  said.  Representing  Wis- 
consin physicians  in  Washington 
were:  Richard  Roberts,  MD,  Cyril 
"Kim"  Hetsko,  MD,  and  Paul 
Wertsch,  MD,  all  of  Madison;  Ken 
Viste,  Jr,  MD,  of  Oshkosh;  Timothy 
T.  Flaherty,  MD,  of  Neenah;  and  Brian 
McSorley,  MD,  of  Milwaukee.  ❖ 


Pauline  Jackson,  MD,  (center)  joins  her  fellow  state  medical  society  presidents  in  united  support  of  health  system  reform  principles  during 
a March  summit  in  Washington,  DC. 
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SMS  Board  of  Directors  approves  policy 
on  reporting  of  domestic  violence 


The  SMS  Board  of  Directors  voted  to  approve 
the  following  policy  at  its  February  meeting: 

"It  is  of  the  utmost  importance  for  Wisconsin  phy- 
sicians to  recognize  the  prevalence  of  domestic  vio- 
lence in  our  state  and  assess  patients  for  this  abuse.  In 
treating  patients  who  are  possible  victims  of  domes- 
tic violence,  the  goal  of  intervention  must  be  to  help 
victims  regain  control  of  their  lives.  Therefore,  it  is 
vital  that  physicians  pay  great  respect  to  a patient's 
right  to  not  disclose  domestic  abuse  or  to  refuse  inter- 
vention when  the  patient  believes  such  action  is  not  in 
his  or  her  best  interest.  The  role  of  the  physician  in 
this  process  is  to  offer  patients  options  and  allow 
them  to  make  the  decisions  in  their  lives.  The  pa- 
tient's decision  should  be  documented  in  the  medical 
record. 

There  are,  however,  specific  circumstances  in  which 
intervention  must  occur  with  or  without  the  patient's 


consent.  These  situations  are: 

• If  child  abuse  or  neglect  (anyone  under  age  18)  is 
disclosed  or  highly  suspect; 

• If  there  is  question  regarding  a patient's  mental 
competency; 

• If  there  are  gunshot  wounds  or  life-threatening 
injuries;  and 

• If  the  physician  believes  the  patient  to  be  at  high 
risk  for  life-threatening  or  serious  injury. 

In  the  above  circumstances,  mandatory  notifica- 
tion of  appropriate  intervention  agencies  should  be 
explained  to  the  patient.  Providers  should  take  care 
to  assure  the  patient  that  such  action  is  being  taken  to 
provide  him  or  her  with  additional  assistance;  it  is  not 
punitive." 

The  Task  Force  on  Domestic  Violence,  chaired  by 
William  J.  Listwan,  MD,  also  presented  to  the  SMS 
board  for  information  the  following  model  protocol. 


The  assessment  and  treatment  of 
victims  of  domestic  abuse:  model  protocol 


Definitions 

• Domestic  abuse:  a pattern  of  coercive  and  control- 
ling behavior  (known  as  battering)  that  occurs  in  an 
adult  intimate  relationship,  perpetuated  primarily 
by  men  against  women.  Abuse  takes  many  forms 
(physical,  emotional,  sexual,  economic)  and  has  an 
enormous  effect  on  victims'  physical  and  mental 
health. 

• Self-determination:  the  inherent  personal  right  to 
make  decisions  in  one's  own  life. 

• Advocate:  a supportive  person  who  understands 
the  dynamics  of  abusive  relationships  and  believes 
in  people's  right  to  live  without  fear  of  abuse.  Ad- 
vocates provide  support,  offer  options,  safety  plan- 
ning, and  provide  information  about  community 
resources. 

Identifying  battered  women 

Clues  suggestive  of  abuse: 

1.  Extent  or  type  of  injury  inconsistent  with  patient's 
explanation. 

2.  Findings  that  include: 

• multiple  injuries  and  or  injuries  in  different 
stages  of  healing; 


• injuries  to  the  face,  head,  neck,  chest,  abdomen 
and  genitals; 

• substantial  delay  between  onset  of  injury  and 
presentation  for  treatment; 

• injury  during  pregnancy  (pregnancy  is  a high 
risk  time  for  abuse); 

• presentation  of  seemingly  insignificant  trauma 
in  relationship  to  the  setting  (emergency). 

3.  Symptoms  or  illness  may  include: 

• headaches  or  migraines; 

• musculoskeletal  complaints  (such  as  neckaches 
and  backaches); 

• fatigue; 

• insomnia; 

• chest  pain  or  palpitations; 

• gastrointestinal  disorders  (diarrhea,  abdomi- 
nal pain,  colitis,  ulcers); 

• chronic  pain; 

• depression;  and 

• anxiety. 

4.  Patient's  history  may  include: 

• alcohol  or  drug  abuse  or  addiction; 

• suicide  ideation  or  attempts; 

Continued  on  page  180 
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• severe  depression; 

• repeated  use  of  emergency  services  for  trauma; 
and 

• labeled  as  a "problem"  patient,  "crock,""  hypo- 
chondriac," etc. 

5.  Patient's  behavior  may  include: 

• distant  or  vague  responses  to  questions; 

• jumpy  when  in  presence  of  nurse  or  physician; 

• flinches  in  presence  of  partner; 

• flat  affect,  withdrawn; 

• crying  or  "hysterical"; 

• nervous  about  leaving  the  hospital  and  going 
home;  and 

• makes  references  to  trouble  at  home,  in  the 
marriage,  etc. 

6.  Accompanying  partner  or  family  member's  be- 
havior may  include: 

• overly  attentive  or  aggressive  behavior; 

• answers  all  questions  for  the  patient,  control- 
ling behavior;  and 

• verbally  abusive  or  rude  to  patient  or  hospital 
staff. 


Tin  practicing 
medicine  the  way  I 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload.’ 

Owen  Brodie, 
MD,  joined 
CompHealth’s 
locum  tenens 
medical  staff  in 
1989,  after  21 
years  in  private 
practice.  Since 
then  he  s worked  in  temporary  assignments 
in  state  facilities,  filled  in  for  attending  physicians, 
covered  lor  private  practitioners  across  the  country'. 

A pilot.  A historian.  A board-certified  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 
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Assessing  patients  for  abuse 

The  possibility  of  abuse  in  a patient's  life  should 
always  be  ruled  out. 

Asking  patients  about  violence  in  their  lives.  The  best  ap- 
proach is  a direct  approach.  Experience  shows  that 
most  people  will  talk  about  the  abuse  in  their  lives 
with  their  health  care  provider  if  they  are  asked  sen- 
sitively and  confidentially.  Essential  to  the  assess- 
ment process  is  creating  a safe  and  confidential  envi- 
ronment and  establishing  a trusting  relationship  with 
the  patient. 

1.  Always  interview  the  patient  alone  in  a private 
area. 

2.  Convey  an  attitude  of  concern  and  respect  for  the 
patient.  Avoid  attitudes  of  frustration  or  blame. 
(Are  you  a friend  or  a threat?) 

In  addressing  patients  with  physical  injuries,  a 
good  question  might  be:  " I see  many  women  who  re- 
quire medical  care  with  injuries  similar  to  yours, 
often  injuries  caused  by  someone  they  know.  Did 
someone  you  know  do  this  to  you?" 

In  questioning  patients  with  symptoms  or  illness 
or  serious  psychosocial  problems,  the  following  types 
of  questions  are  quite  helpful  in  eliciting  information 
about  abuse: 

• How  are  things  at  home? 

• Do  people  get  angry  often?  What  happens  when 
people  get  angry? 

• Is  there  a lot  of  stress  in  your  life  right  now? 

• Is  there  a lot  of  conflict  at  home?  What  happens 
when  your  (partner,  husband,  boyfriend,  son,  etc) 
doesn't  get  his  way? 

• Have  there  been  times  during  your  relationship 
when  there  have  been  physical  fights?  Tell  me 
more  about  that. 

Other  questions  to  ask  might  include: 

• You  seem  frightened  of  your  partner.  Has  he  ever 
threatened  to  hurt  you? 

• You  mention  your  spouse  uses  drugs/alcohol. 
How  does  your  spouse  act  when  he  or  she  is  drink- 
ing or  using  drugs? 

• Does  your  spouse  or  boyfriend  consistently  con- 
trol your  actions  or  put  you  down? 

• Sometimes  when  others  are  overprotective  and  as 
jealous  as  you  describe,  they  react  strongly  and 
use  physical  force.  Is  this  happening  in  your  situ- 
ation? 

• Your  partner  seems  concerned  and  anxious.  Was 
he  responsible  for  your  injuries? 

You  may  find  it  difficult  to  ask  these  questions. 
Asking  questions  and  identifying  the  abuse  in  pa- 
tients' lives  is,  however,  the  first  step  toward  appro- 
priate treatment.  Explain  that  you  ask  all  patients 
these  questions  because  so  many  women  are  abused 
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by  their  partners.  Y ou  want  to  know  if  this  is  happen- 
ing to  her  so  that  you  can  offer  assistance  that  meets 
her  needs. 

Intervention  strategies 

1.  Patient  discloses  history  of  abuse: 

• Let  patients  talk  about  their  experiences.  Be 
open  and  willing  to  listen. 

• Convey  to  patients  that  they  do  not  deserve  to 
be  abused  and  the  abuse  is  not  their  fault; 

• Offer  advocacy  services  to  patient,  explain  role 
of  advocates  and  services  provided;  and 

• If  patient  wants  to  meet  with  advocate,  page  on- 
call  advocate  as  soon  as  possible. 

2.  Patient  discloses  history  of  domestic  abuse,  but 

does  not  want  to  see  advocate,  physician-nursing 

staff  address  the  following: 

• Convey  to  patient  that  no  one  deserves  to  be 
abused  and  that  the  abuse  is  not  her  fault; 

• Remind  her  that  the  violence  is  against  the  law 
and  she  has  a right  to  police  intervention  if  she 
chooses. 

• Discuss  her  safety  with  her.  Has  she  been  in- 
jured in  the  past?  Is  she  feeling  a change  in 
frequency  or  severity  of  his  control,  threats  or 
abuse?  Does  she  feel  it  is  safe  for  her  to  go 
home?  Does  she  want  to  go  home?  Does  she 
have  a friend  or  family  member  she  could  stay 
with?  Does  she  know  about  the  shelter?  What 
has  she  tried  in  the  past?  Has  she  ever  called  the 
police?  Does  she  have  support  or  resources? 
Does  she  have  children?  Problem  solve  with 
her.  Does  she  have  an  escape  plan:  a place  to  go 
in  an  emergency,  ability  to  call  the  police,  extra 
money  hidden,  spare  keys  to  an  apartment? 
car?  Offer  her  a card  or  brochure  to  read  (and 
keep  if  it  is  safe  for  her  to  do  so.)  Inform  her 
about  the  resources  in  the  community:  shelter, 
hotline,  support  groups  and  advocacy  services. 

• Some  facts  about  abuse  that  are  important  to 
relay  to  her:  Abuse  usually  occurs  more  fre- 
quently and  becomes  more  severe  over  time. 
Watch  for  his  patterns.  She  is  not  the  cause  of  his 
violence,  ever.  (Her  abuser  is  making  a choice  to 
be  violent  and  usually  will  blame  her  for  "caus- 
ing him  to  be  abusive.")  She  is  a survivor. 
(Validate  her  strengths  and  the  things  she  had 
done  to  survive  through  all  this:  Just  telling 
someone  is  a courageous  act.  Help  to  empower 
her  by  pointing  out  positive  steps  she  has  taken.) 

If  during  this  process,  you  are  unable  to  answer  a 
question  a woman  may  have,  again  offer  an  advocate 
to  come  and  meet  with  her  confidentially.  You  can 
contact  an  advocate  for  consult  any  time  you  are 
Continued  on  next  page 
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unsure  of  something. 

3.  Patient  does  not  disclose  abuse,  yet  it  is  highly 
probable  that  abuse  is  occurring: 

• Let  woman  know  you  assess  all  patients  for 
abuse  because  it  is  so  common  and  that  you  are 
a safe  person  to  discuss  what's  happening  in  her 
life.  For  future  reference,  inform  her  of  the  sup- 
portive services  available  in  your  community. 
Services  are  free  and  confidential  if  at  some 
point  she  feels  she  would  like  to  talk  to  some- 
one. Give  her  brochure  or  card. 

• Respect  her  right  to  not  disclose  the  abuse.  Re- 
member, she  is  likely  to  be  ashamed,  embar- 
rassed and  scared.  Do  not  display  anger  toward 
the  woman  for  "lying"  about  the  real  cause  of 
her  injuries  or  symptoms.  She  is  making  a deci- 
sion for  survival  and  may  not  trust  you,  or  the 
system,  not  to  endanger  her  more.  (This  is  espe- 
cially true  if  she's  already  had  revictimizing 
experiences  from  helping  systems  in  the  past.) 


Intervention  without  patient's  consent 

It  is  of  the  utmost  importance  to  respect  a patient's 
right  to  not  disclose  domestic  abuse  or  to  refuse  inter- 
vention. The  goal  of  intervention  with  victims  is  to 
help  them  regain  control  in  their  lives.  Crucial  to  this 
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process  is  to  offer  options  and  allow  them  to  make 
the  decisions  in  their  lives. 

There  are,  however,  specific  circumstances  in 
which  intervention  must  occur  with  or  without  the 
patient's  consent.  These  situations  are: 

• If  child  abuse  or  neglect  (anyone  under  age  18)  is 
disclosed  or  highly  suspect; 

• If  there  is  question  regarding  a patient's  mental 
competency; 

• If  there  are  gunshot  wounds  or  life-threatening 
injuries;  and 

• If  the  physician  believes  the  patient  to  be  at  high 
risk  for  life-threatening  or  serious  injury. 

In  the  above  circumstances,  mandatory  notifica- 
tion of  appropriate  intervention  agencies  should  be 
explained  to  the  patient.  Providers  should  take  care 
to  assure  the  patient  that  such  action  is  being  taken  to 
provide  him  or  her  with  additional  assistance;  it  is  not 
punitive. 

Medical  care  and  documentation  of  abuse 

Medical  care : 

• Provide  immediate  medical  care  as  dictated  by  pa- 
tient's condition  and  department's  standard  of 

care. 

• Be  cautious  in  the  prescription  of  tranquilizers  or 

sedatives  to  battered  women.  Prescribing  medi- 
cines that  simply  treat  the  symptoms,  without 
addressing  the  underlying  problem  of  abuse, 
may  leave  the  woman  more  vulnerable  to  vio- 
lence, and  in  most  cases,  supports  her  batterer's 
claims  that  she  is  the  problem,  she  is  crazy,  etc. 
In  addition,  there  is  a high  prevalence  of  sui- 
cide attempts  among  battered  women,  often 
using  these  same  medications. 

Documentation: 

• Accurate  documentation  in  the  medical  record  is 
critical.  Be  mindful  that  you  are  putting  together  a 
data  base  of  information.  When  bruises  heal,  your 
record  may  be  all  of  the  evidence  that  remains. 

• Use  neutral  but  descriptive  language.  Avoid  using 
words  like  "alleges"  that  imply  you  do  not  believe 
what  the  patient  says.  Instead,  use  the  patient 

"states." 

Sources 

This  material  was  developed  by  the:  Domestic  Vio- 
lence Project,  Inc.,  a hospital-based  advocacy  project, 
6308  Eighth  Ave,  Kenosha,  WI 53143;  (414)  656-8502; 
and  based  on  materials  from:  Identifying  and  Treating 
Adult  Victims  of  Domestic  Violence  by  the  New  York 
Department  of  Health,  1990;  and  Domestic  Violence: 
Identification,  Treatment  and  Referral  of  Adult  Victims: 
Model  Protocol,  New  Jersey  Department  of  Commu- 
nity Affairs:  Division  on  Women,  1985. ❖ 
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Dr  Roberts  meets  "smoke-free  kids"  at  state  Capitol 


President  elect  Richard  Roberts, 
MD,  of  Madison,  joined  mem- 
bers of  the  Tobacco-Free  Coalition 
on  March  16  at  the  state  capitol  for 
"Smoke-Free  Kids  at  the  Capitol." 
About  900  sixth  graders  from  across 
the  state  joined  Roberts  and  others 
in  asking  Wisconsin  lawmakers  to 
limit  tobacco  access  to  youth  and 
tobacco  advertising  campaigns  tar- 
geted children. 

As  part  of  the  event,  all  legislators 
were  given  a copy  of  the  surgeon 
general's  recent  report  on  youth 
tobacco  use  and  a copy  of  the  No- 
vember issue  of  the  Wisconsin  Medi- 
cal Issue,  which  featured  several  sci- 
entific articles  related  to  smoking 
illness  and  death  in  Wisconsin. 

Roberts  proved  to  be  a big  hit 
with  members  of  the  Smoke-Free 
Class  of  2000.  The  family  physician 
chose  youth  volunteers  from  the 
audience  to  help  with  the  rap  and 
hold  placards.  The  three  rappers 


invited  audience  participation  for 
the  rap,  "Smart  kids  don't  smoke. 
'Cause  dead's  no  joke!" 

Patrick  Remington,  MD,  of  the 
state  Division  of  Health,  and  War- 
ren Post,  MD,  of  the  Fond  du  Lac 


Tobacco-Free  Coalition,  also  took  to 
the  microphone  to  encourage  the 
"smoke-free  kids"  to  stay  on  the 
healthy  path  and  avoid  the  hazards 
of  tobacco. ❖ 
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People  with  chronic  lung  disease 
have  a special  cross  to  bear.  With  every 
breath  they  take. 

Just  imagine  having  to  stop  and  rest 
frequently  during  a walk  around  the 
block.  Or  having  to  bring  an  oxygen  tank 
with  you  on  a trip  to  the  grocery  store. 

That's  what  it’s  like  for  many  victims  of 
lung  disease. 


And  the  shocking  truth  is.  more  people 
die  from  lung  disease  each  year  than 
from  traffic  accidents,  drug  abuse,  suicides, 
homicides  and  alcohol  use  combined. 

The  American  Lung  Association  helps 
people  with  lung  disease  live  more 
comfortable  lives.  It's  a cross  we  promise  to 
bear  until  we  win.  Please  join  us.  Call 
toll-free  1-800-242-5160. 


AMERICAN 


LUNG  ASSOCIATION  of  Wisconsin 

The  Christmas  Seal  People* 


It’s  a Matter  of  Life  and  Breath" 


Physician  briefs 


The  * indicates  an  SMS  member. 

Ewald  Antoine,  MD,  is  the  medical 
director  of  the  new  outpatient  men- 
tal health  clinic  in  Cumberland,  a 
subsidiary  of  Cumberland  Memo- 
rial Hospital.  Dr  Antoine  is  a psy- 
chiatrist. 

Mark  R.  Aschliman,  MD/  has  been 
named  orthopaedic  medical  direc- 
tor of  Columbia  Sports  Medicine.  A 
Whitefish  Bay  resident,  Dr  Aschli- 
man has  been  on  the  Columbia 
Hospital  staff  for  9 years. 

Stephen  Ty  Denker,  MD,*  a cardi- 
ologist, has  joined  the  Sheboygan 
Clinic.  Denker  is  affiliated  with 


Arrhythmia  Consultants  of  Milwau- 
kee, S.C.  He  received  his  medical 
degree  from  the  University  of  Michi- 
gan-Ann  Arbor,  and  completed  an 
internship  and  residency  at  Borgess 
and  Bronson  Hospitals  in  Kalama- 
zoo. He  is  board  certified. 

Wayne  F.  Heidenreich,  MD,  has 
joined  Northwestern  Mutual  Life 
Insurance  Co.,  of  Milwaukee,  as 
assistant  medical  director.  Dr  Hei- 
denreich is  a graduate  of  the  Uni- 
versity of  Wisconsin  Medical  School. 
He  completed  his  residency  in  inter- 
nal medicine  at  Northwestern  Uni- 
versity in  Chicago. 

David  Janssen,  MD,  has  joined  the 


medical  staff  at  Ripon  Medical  Cen- 
ter. Dr  Janssen,  a graduate  of  the 
University  of  Wisconsin  Medical 
School,  has  an  office  in  Oshkosh.  He 
completed  an  internship  and  surgi- 
cal residency  at  Saginaw  (Mich) 
Cooperative  Hospital  and  a residency 
in  plastic  surgery  at  George  Wash- 
ington University. 

Marshall  Matthews,  MD,*  is  the 
newly  appointed  medical  director 
of  oncology  services  at  St.  Nicholas 
Hospital  in  Sheboygan.  A graduate 
of  the  University  of  Colorado  medi- 
cal school.  Dr  Matthews  completed 
training  in  internal  medicine  and 
oncology  at  the  University  of  Wis- 
Continued  on  next  page 
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Continued  from  preceding  page 
consin  Hospital  and  Clinics.  He 
joined  Sheboygan  Internal  Medicine 
Associates,  S.C.,  in  July  1992. 

Robert  Merrill,  MD*,  is  a new 

member  of  the  medical  staff  of  Bay 
Area  Medical  Center.  Board-certi- 
fied in  family  medicine,  he  is  a 
member  of  the  Marinette-Menom- 
inee  Clinic.  Dr  Merrill  received  his 
medical  degree  from  the  University 
of  Louisville  School  of  Medicine  and 
completed  a rotating  internship  at 
O.  Blodgett  Memorial  Hospital  in 
Grand  Rapids,  Mich.  He  completed 
a residency  with  the  Department  of 
Family  Practice  and  Community 


Obituaries 

Anderson,  John  M.,  MD,  died 
March  6,  1994,  of  a massive  heart 
attack  at  the  age  of  52.  He  was  born 
Aug  12, 1941,  in  Curtis,  Neb,  and  re- 
ceived his  MD  degree  in  1967  from 
the  University  of  Nebraska  at 
Omaha.  He  served  in  the  US  Navy 
for  2 years  and  returned  to  the  Uni- 
versity of  Nebraska  for  his  residency 
in  obstetrics  and  gynecology,  where 
he  was  chief  resident.  Dr  Anderson 
was  clinical  assistant  professor  in 
the  Department  of  Ob-Gyn  at  the 
University  of  Wisconsin  Center  for 
Health  Services  and  medical  direc- 
tor of  the  Madison  Chapter  of 
Planned  Parenthood.  He  was  a mem- 
ber of  the  American  College  of 
Obstetrics  and  Gynecology,  the 
American  Board  of  Obstetrics  and 
Gynecology,  the  American  Fertility 
Society,  the  Central  Association  of 
Ob-Gyn,  the  American  Association 
of  Planned  Parenthood  Physicians, 
and  the  American  Association  of 
Gynecologic  Laparoscopists.  He 
practiced  onstetrics  and  gynecology 
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Health  at  the  University  of  Minne- 
sota. 

Henry  Najat,  MD/  orthopaedic 
surgeon  at  the  Monroe  Orthopaedic 
Clinic,  was  recently  elected  presi- 
dent of  the  medical  staff  of  Monroe 
Clinic.  Dr  Najat  has  been  practicing 
in  Monroe  for  27  years.  He  is  board 
certified. 

Paul  J.  Rykwalder,  MD/  of  Meno- 
monee Falls,  has  received  a 3-year 
appointment  as  cancer  liaison  phy- 
sician for  the  Hospital  Cancer  Pro- 
gram at  Community  Memorial 
Hospital. 


William  Simic,  Jr,  MD/  of 
Woodruff,  has  joined  the  staff  of  the 
Marshfield  Clinic-Lakeland  Center. 
An  otolaryngolist.  Dr  Simic  earned 
his  medical  degree  from  the  Univer- 
sity of  Nebraska  College  of  Medi- 
cine in  Omaha.  He  served  his  resi- 
dency at  Geisinger  Medical  Center 
in  Danville,  Pa. 

William  Stekiel,  MD,  professor  of 
physiology  at  the  Medical  College 
of  Wisconsin,  has  received  the 
American  Heart  Association's  Harry 
S.  Goldblatt  Award  in  cardiovascu- 
lar research  for  his  studies  of  the 
effects  of  hypertension  on  blood 
vessels.  ❖ 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  information, 
contact  the  foundation  staff  at  the  SMS.*!* 


with  Dr  Everett  Roley  and  Dr  Fred 
Melius  in  Madison.  He  is  survived 
by  his  wife,  Linda;  three  daughters, 
Chris  Anderson  of  Marshall,  Jen- 
nifer Cookin  of  Wauwatosa,  and 
Katie  Mahalick  of  San  Diego,  Calif; 
two  stepsons,  Michael  Cote  of  Chi- 
cago and  Sean  Cote  of  Madison;  an 
infant  granddaughter,  Kira  Gookin; 
his  parents,  Huston  and  Leola 
Anderson  of  Maywood,  Neb;  and 
two  sisters. 


Bauer,  Carroll  A.,  MD,  died  Feb  16, 
1994,  in  West  Bend  at  the  age  of  80. 
He  was  born  May  23, 1913,  in  Beech- 
wood.  He  received  his  bachelor's 
degree  from  the  UW-Madison  in 
1936,  and  his  MD  degree  from  the 
University  of  Pennsylvania  in  1938. 
He  entered  the  US  Army  in  1942, 
serving  in  the  European  Theater 
during  World  War  II.  After  his  dis- 
charge, he  served  with  the  Army 
Reserve.  Dr  Bauer  was  a part-time 
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teacher  at  the  former  Marquette 
University  Medical  School  from  1949 
to  1965.  In  1967,  he  joined  the  Gen- 
eral Clinic  in  West  Bend.  He  is  sur- 
vived by  his  wife,  Anne;  three  sons, 
Robert  of  Madison,  Terrence  and 
Bruce,  both  of  Coloma,  Mich;  seven 
grandchildren;  and  a sister. 

Fifrick,  Lloyd  Lv  MD,  died  March 
4, 1994,  in  Milwaukee.  He  was  bom 
June  10, 1911,  in  Stiles  Junction.  He 
received  his  degree  from  the  Uni- 
versity of  Wisconsin-Madison.  Dr 
Fifrick  served  in  the  US  Navy  from 
1943  to  1946,  and  was  awarded  two 
Bronze  Stars.  For  more  than  40  years, 
he  operated  his  family  medical  prac- 
tice in  Wauwatosa,  and  served  as 
medical  director  of  the  Wisconsin 
Lutheran  Home  and  assistant  medi- 
cal director  of  the  Home  for  Lu- 
theran Aging.  Dr  Fifrick  was  a 
member  of  the  Medical  Society  of 


Milwaukee  County,  SMS,  and  the 
AMA.  Survivors  include  his  wife, 
Evelyn;  a son,  John  of  Rogersville, 
Term;  two  daughters,  Ginny  Hag- 
gard of  Galveston,  and  Debra  Fifrick 
of  Wauwatosa;  six  grandchildren, 
four  great-grandchildren;  and  a sis- 
ter. 

McNamee,  James  R.,  MD,  died  Feb 
16,  1994,  in  Boscobel.  He  was  bom 
feb  24,  1918,  in  Boyne  City,  Mich. 
He  received  his  medical  degree  from 
the  Marquette  University  School  of 
Medicine  in  1942  and  did  his  intern- 
ship and  residency  at  Milwaukee 
County  General  Hospital.  In  1944, 
he  entered  the  US  Army  and  served 
in  both  the  European  and  Pacific 
theatres.  Dr  McNamee  joined  Dr 
E.M.  Randall,  Dr  E.F.  Freymiller,  and 
Dr  M.W.  Randall  in  the  newly 
formed  Brookside-Parker  Clinic  in 
1946.  The  same  year  the  physicians 


purchased  Brookside-Parker  Hos- 
pital, which  they  later  donated  to 
the  Boscobel  Memorial  Hospital  As- 
sociation. Dr  McNamee  retired  after 
51  years  as  a physician,  in  1993.  He  is 
survived  by  his  wife,  Helene;  four 
sons,  Peter  of  Beloit,  John  and  Pat- 
rick of  Boscobel,  and  Paul  of  Blue 
River;  two  daughters,  Maura  Mc- 
Namee Rolfe  of  Moscor,  Russia,  and 
Lise  McNamee  Emery  of  Portage; 
five  grandchildren;  and  a sister. 

Miller,  Joseph  F.,  MD,  died  Feb  21, 
1994  in  Madison.  He  was  born  Sept 
21, 1908,  in  the  town  of  Maplegrove- 
Brillion.  He  graduated  from  Mar- 
quette University  Medical  School 
and  interned  at  St.  Agnes  Hospital 
in  Fond  du  Lac  and  spent  his  entire 
medical  career  in  Mt.  Calvary.  Dr 
Miller  was  a member  of  the  SMS  50- 
Y ear  Club.  He  was  also  a member  of 
Continued  on  next  page 
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RUN  A SPECIAL 
PRACTICE. 


Today’s  Air  Force 
has  special  opportuni- 
ties for  qualified  physicians 
and  physician  specialists.  Includ- 
ing the  ability  to  pursue  medical 
excellence  without  the  overhead  of 
a private  practice.  Talk  to  an  Air 
Force  medical  program  manager 
about  the  quality  lifestyle,  quality 
benefits  and  30  days  of  vacation 
with  pay  per  year  that  are  part  of  a 
medical  career  with  the  Air  Force. 
Discover  how  special  an  Air  Force 
practice  can  be.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1 -800-423-USAF 


University  of  Minnesota 

Boynton  Health  Service 
Primary  Care  Physician 


Consider  the  Benefits 


Work  with  a diverse  campus  population  of  students  and  staff 
See  a wide  range  of  conditions 
Live  in  the  beautiful  Twin  Cities  area 
The  clinic  is  open  8AM  to  5PM 

Full  (Academic)  or  part  time  (Civil  Service)  positions  available 

Generous  academic  status  retirement  plan 

Competitive  salary 

Excellent  benefits 

Professional  liability  coverage 

CME  opportunities 

University  teaching  opportunities 

A college  environment  in  a metropolitan  setting 


Resumes  & Inquiries 


M D./D.O.  Degree,  BC/BE  in  primary-care  specialty,  Minnesota 
license  and  a strong  interest  in  working  with  a campus  population. 


Resumes  & Inquiries 


Boynton  Health  Service.  Carol  Larson,  Search  Committee  Chair 
410  Church  SL  SE,  Minneapolis,  MN  55455 
(612)  626-1184  or  Fax  (612)  625-2925 


Review  of  applications  will  begin  immediately  and 
continue  until  the  position  is  filled. 


Healthcare  professionals  dedicated  to  high  quality  care. 

The  University  of  Minnesota  is  an  Equal  Opportunity,  Affirmative  Action  employer 
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the  Fond  du  Lac  Medical  Society,  and  the  AMA.  He 
is  survived  by  his  wife,  Viola;  eight  sons,  Joseph  and 
W.  James,  of  Fond  du  Lac,  Delbert  of  Kohler,  Mat- 
thew of  Beloit,  Mark  of  Kimberly,  Michael  of  West 
Bend,  John  of  Cedarburg,  and  George  of  Mt.  Calvary; 
four  daughters,  Marilyn  Kohlman,  New  Holstein, 
Catherine  Thresher,  Mesa,  Ariz,  Christine  Danor, 
Fond  du  Lac,  and  Alice  Steffen,  Mt.  Calvary;  36 
grandchildren;  37  great-grandchildren;  two  broth- 
ers, and  two  sisters. 

Peterson,  Marvin  G.,  MD,  died  Feb  14,  1994,  in 
Brookfield.  He  was  born  June  10, 1899,  in  Geneva,  111. 
He  received  his  medical  degree  from  the  University 
of  Minnesota.  He  served  in  the  US  Army  during 
World  War  II.  He  was  a physician  in  Lake  Mills  from 
1925  to  1975.  Dr  Peterson  was  a member  of  the  Jeffer- 
son County  Medical  Society  and  the  SMS.  He  is 
survived  by  his  wife,  Martha;  one  daughter,  Mary 
Siepmann  of  Hartland;  five  grandchildren;  and  four 
great-grandchildren. <> 


/ \ 


This  reconstructed  military  hospital  at 
Fort  Crawford  is  a national  historic  landmark 
set  in  the  Mississippi  River  Valley. 

Open  Wed.  - Sun.,  May  1 through  October  31 
10  a.m.  to  5 p.m. 

Family  Rate  $6.00  - Adults  $2.50 
Tour  Groups  $2.00  - Children  $1.00 
Novelty  Gift  Items 

717  South  Beaumont  Road 
Prairie  du  Chien,  WI  53821 
1-800-545-0634 




A call  for  papers 

Gun  violence 

SMS  President  elect  Richard  Roberts,  MD,  hopes  to 
help  physicians  fight  the  rise  of  death  and  injury 
from  gun  violence  in  Wisconsin  during  his  term  as 
president  (1994-1995).  In  coordination  with  that 
campaign,  the  Wisconsin  Medical  Journal  is  seeking 
articles  from  Wisconsin  physicians  on  the  subject  of 
gun  violence,  exploring  its  nature,  causes,  costs,  ef- 
fects and  possible  solutions.  Scientific,  socioeconomic 
and  organizational  papers,  as  well  as  letters,  are 
sought  for  a special  issue. 

Medical  diversity 

The  WMJ  is  also  seeking  articles  on  providing  health 
care  to  Wisconsin's  minority  communities.  If  you  are 
serving  a significant  minority  patient  base,  or  are 
studying  the  delivery  of  health  care  to  minority 
populations,  please  consider  submitting  a paper  on 
your  findings  to  the  WMJ  for  possible  publication  in 
a special  issue. 

Soundings 

Where  have  our  creative  writers  gone?  Share  your 
personal  experiences  of  special  significance,  your 
poetry  or  your  short  stories  with  your  colleagues 
through  the  WMJs  "Soundings"  feature.  Of  course, 
your  "Soundings"  should  be  related,  in  some  way,  to 
your  being  a physician. 

Authors  guidelines 

Guidelines  for  writers  are  available  from  Wisconsin 
Medical  Journal,  PO  Box  1109,  Madison,  WI  53701;  or 
by  calling  257-6781  (Madison  area)  or  800-362-9080. ❖ 


Display 

advertising  sells! 

Call  1-800-362-9080 
for  rates. 


188 


Wisconsin  Medical  Journal  • April  1994 


Classified  ads 


GENERAL  SURGEON/OB-GYN/ 
INTERNAL  MEDICINE  to  join  pro- 
gressive 13-physician  group  practice.  Ru- 
ral college  town  30  miles  from  St.  Paul, 
MN.  New  clinic  and  new  hospital.  Con- 
tact Robert  B.  Johnson,  MD,  River  Falls, 
WI  54022  - 71 5/  425-6701 . 4-6/  94 

FELLOWSHIP:  GERIATRIC  MEDI- 
CINE. The  Medical  College  of  Wiscon- 
sin seeks  to  recruit  individuals  board 
eligible/ certified  in  internal  medicine 
or  family  medicine  for  a two-year 
ACGME  Accredited  fellowship  in  geri- 
atric medicine.  For  information,  contact: 
Edmund  Duthie,  MD,  Chief,  Geriatrics/ 
Gerontology,  9200  W.  Wisconsin  Ave., 
Milwaukee,  WI  53226  (414)259-2000. 
Equal  opportunity  affirmative  action 
employer  M/F/D.  4/94 

SOUTHERN  WISCONSIN  - Dean 
Medical  Center  seeks  BC/BE  family 
physicians  for  regional  office.  Options 
include  traditional  family  practice  and 
ambulatory  care  settings.  Relaxed  call 
schedule,  competitive  guarantee,  com- 
prehensive benefits.  Proximity  to  Madi- 
son, Milwaukee  and  Chicago.  Strong 
economic  climate,  exceptional  schools, 
affordable  housing.  Call  or  send  C.V.  to 
Steve  Valenti,  800-765-3055,  222  S.  Cen- 
tral, Suite  700,  St.  Louis,  MO  63105,  Fax 
314-726-3009.  4/94 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX.-608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


FAMILY  PRACTICE  - MINNEAPO- 
LIS. BC/BE  Family  Practice  Physicians 
needed  to  join  the  Family  Practice  De- 
partment of  a 376-physician  multi-spe- 
cialty clinic  in  desirable  Twin  Cities  area. 
Currently,  we  have  positions  available 
at  our  Brooklyn  Center,  Burnsville,  and 
Shakopee  offices.  Salary  and  benefits 
are  highly  competitive.  For  additional 
information  contact  Patrick  Moylan  at 
(612)927-3286  or  send  CV  and  letters  of 
inquiry  to  Physician  Recruitment,  Park 
Nicollet  Medical  Center,  5000  West  39th 
Street,  Minneapolis,  MN  55416,  or  Fax 
(612)924-2819.  4-5/94 

EMERGENCY  MEDICINE:  Great  loca- 
tion, great  opportunity!  Medical  direc- 
torship and  two  staff  positions  for  a 
newly  formed  democratic  ED  group  to 
begin  staffing  July  1,  1994.  Family-ori- 
ented community  in  beautiful  area  30 
minutes  northwest  of  Milwaukee. 
Friendly  and  progressive  hospital.  7,500 
ED  visits/ yr.  Excellent  compensation 
with  an  attractive  schedule  and  lots  of 
free  time.  Call  414-332-6228  or  send  CV 
to  the  Emergency  Resources  Group,  509 
W.  Montclaire  Ave.,  Milwaukee,  WI 
53217.  4-5/94 


Family  Practice  Opportunity 
Western  Wisconsin 


Ramsey  Clinic  Associates,  a 215 
multi-specialty  group  practice,  is 
seeking  a family  practice  physi- 
cian to  join  one  of  its  thriving 
branch  clinics  located  in  Baldwin, 
WI.  Ramsey  Clinic-Baldwin  is 
located  just  40  minutes  east  of 
downtown  St.  Paul,  MN.  This  well 
established  practice  currently  staffs 
four  family  practitioners  and  one 
certified  physicians  assistant.  Can- 
didates comfortable  doing  obstet- 
rics are  preferred.  We  offer  a 
competitive  salary  and  excellent 
benefits.  If  you  would  like  more 
information,  contact  Sue  Schettle, 
(612)  221-4230,  or  mail  your  cur- 
riculum vitae  to:  Ramsey  Clinic, 
Department  of  Professional  Serv- 
ices, 640  Jackson  Street,  St.  Paul, 
Minnesota  55101.  1-4/94 


EMERGENCY  MEDICINE:  Moonlight- 
ing  opportunities  in  low  volume  ED 
beginning  July  1, 1994.  30  minutes  north- 
west of  Milwaukee.  Friendly  and  pro- 
gressive hospital.  Excellent  compensa- 
tion relative  to  volume,  malpractice 
negotiable.  Call  414-332-6228  or  send 
CV  to  the  Emergency  Resources  Group, 
509  W.  Montclaire  Ave.,  Milwaukee,  WI 
53217.  4-5/94 

SOUTHWESTERN  WISCONSIN: 
Family  practice  position  available  in  Dar- 
lington, a beautiful,  rural  community  of 
2300,  one  hour  from  Madison.  Salary 
and  benefits  negotiable.  New  clinic  is 
located  next  to  an  excellent  28-bed  hos- 
pital with  many  visiting  specialties. 
Position  eligible  for  State  Loan  Assis- 
tance Program.  Contact  Susan  Stocker  at 
608-776-4497.  4/94 


Child/General  Psychiatrist 

A full-time  general  or  child/ gen- 
eral psychiatrist  is  needed  in  beau- 
tiful northern  Wisconsin! 

This  area  affords  the  best  in  rural 
living  with  many  beautiful  lakes, 
streams  and  rivers.  We  are  a 20 
bed  acute,  JCAHO  accredited, 
psychiatric  unit  located  at  Saint 
Mary's  Hospital  in  Rhinelander, 
WI.  We  service  both  inpatients 
and  outpatients  within  a 75  mile 
radius.  Our  goal  is  to  make  this 
the  mental  health  center  of  the 
northwoods.  We  have  an  excel- 
lent salary  and  benefit  package 
available.  Weekend  coverage  is 
provided. 

A challenging  but  rewarding  po- 
sition for  a mature  competent 
psychiatrist. 

Contact  or  send  CV  to: 

N.  Wilson,  MD 
1044  Kabel  Avenue 
Rhinelander,  WI  54501 
(715)  369-6433 


Equal  opportunity  employer. 

2-5/94 
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Physicians  Exchange 

Continued 

FAMILY  PRACTICE  PHYSICIAN 

needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwest- 
ern Wisconsin  community  of  8,000  with 
service  area  of  40,000,  located  on  the 
doorstep  of  Wisconsin's  fabulous  lake 
country.  Practice  medicine  in  a small 
family-oriented  community  within  two 
hours  of  Minneapolis/St.  Paul.  Com- 
petitive salary  and  excellent  fringe  pack- 
age. Send  CV  to  James  A.  Volk,  M.D., 
Medical  Director,  PO  Box  3217,  Eau 
Claire,  WI 54702-3217;  ph  715-836-8552. 

4-6/94 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapolis/ 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FFS.  Highly  competi- 


DISSATISFIED  WITH 
YOUR  PRACTICE? 

OB/GYN,  FP,  IM,  GS,  PEDS,  etc. 


2700  Midwest  opportunities 
7500  throughout  the  U.S. 

We're  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic.  You 
don't  need  to  contact  numerous 
recruiters  we  can  place  you  any- 
where. Whether  you  want  better 
hospital  support,  facilities,  time 
off,  remuneration  or  lifestyle  we 
have  the  opportunity  for  you  in  a 
solo,  group,  or  employee  practice. 

WISCONSIN  NATIONAL 

Milwaukee  Indianapolis 

Sheboygan  Chicago 

Beloit  Pittsburgh 

Madison  Cincinnati 

Kenosha  Jacksonville 

Confidential  * References 
(No  cost  to  you  - our  clients  pay  all 
costs) 

The  Curare  Group,  Inc. 

(800)  880-2028,  FAX:  (812)  331-0659 
P.O.  Box  5642 

Bloomington,  IN  47407-5642 
(M-F  9:00-8:00,  Sat  12:00-5:00) 

10/93-9/94 


tive  salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  James  A.  Volk, 
MD,  Medical  Director,  PO  Box  3217, 
Eau  Claire,  WI  54702-3217;  ph  715-836- 
8552.  4-6/94 

MILWAUKEE  AREA.  A rapidly  ex- 
panding 70  physician  multi-specialty 
clinic  seeks  BC/BE  physicians  in  the 
following  specialties:  family  practice, 
internal  medicine,  urology,  oncology, 
psychiatry,  and  OB/Gyn.  Competitive 
salary,  excellent  fringe  benefits.  Address 
inquiries  and  CV  to:  Medical  Associates 
Administrator,  PO  Box  427,  Menomonee 
Falls,  WI  53052-0427.  3-7/94 

IOWA  - FAMILY  PRACTICE  - Salary 
guarantee  and  loan  forgiveness.  Mini- 
mal politics,  new  physician  offices  con- 
nected to  hospital,  call  1:5.  Contact  Laura 
Hays,  800-765-3055, 222  S.Central,  Suite 
700,  St.  Louis,  MO  63105,  FAX  314-726- 
3009.  3-4/94 

OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Family  Practice, 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyle  of  call  every 
21-23  days  and  an  average  4 day 
work  week.  Just  20  minutes  north 
of  downtown  Minneapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  unlimited  array 
of  family,  cultural,  educational  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  and  partnership  po- 
tential after  one  year.  Please  re- 
spond with  CV  to: 

John  Pastorius,  MD 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

4/94 


OB/ GYN,  Internal  Medicine,  Emergency 
Medicine,  Pulmonology,  and  Orthope- 
dic Surgery.  Mercy  Medical  Center  has 
an  active  medical  staff  of  150  physicians 
in  all  medical  specialties.  Oshkosh  is  an 
attractive  community  of  55,000  people, 
located  on  the  shores  of  Lake  Winne- 
bago and  in  the  heart  of  Wisconsin's 
beautiful  Fox  River  Valley  (metro  area 
of  350,000  people).  University  of  12,000 
students.  Good  local  schools.  Low  crime 
area.  Contact:  Christopher  Kashnig, 
Mercy  Medical  Center,  631  Hazel  Street, 
Oshkosh,  WI  54902.  Call  414-236-Z430. 
Fax  414-236-1312.  3-4/94 

BEAUTIFUL  NORTHWESTERN  ILLI- 
NOIS: Seeking  primary  care  physicians- 
family  practice  or  internal  medicine-to 
staff  quiet,  low-volume  emergency  de- 
partment in  50-bed  hospital  in  growing 
community.  Near  to  Chicago  amenities. 
Excellent  pay  and  benefits.  Supportive 
medical  staff  and  administration  and 
well-trained,  pleasant  nursing  staff. 
Contact  Michael  Parker,  MD,  (815)395- 
5261,  Saint  Anthony  Medical  Center,  5666 
East  State  St.,  Rockford,  IL  61108-2742. 

2-4/94 

EXPLORE  MINNESOTA  AND  PRI- 
MARY CARE  with  North  Memorial 
Medical  Center  primary  care  network. 
Openings  are  available  for:  Family  Prac- 
tice, Internal  Medicine,  and  OB/GYN 


Family  Practice,  Emergency  Medi- 
cine, Internal  Medicine,  Locums, 
Ob/Gyn,  Occupational  Medicine, 
Pediatrics,  Urgent  Care  opportu- 
nities available  in  Minneapolis/ 
St.  Paul  and  leading  communities 
within  a 150  mile  radius  of  the 
Twin  Cities.  Contact:  HealthSpan, 
Physician  Services,  2180  57th 
Avenue  North,  Minneapolis,  MN 
55430, 1-800-248-4921  or  612-574- 
7627.  4-5/94 


PI'S  for  PSP2' 

(pyr  ± Practices  Seeking  Physicians 

N Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791*  Brookfield,  Vi'I  53008-0791 

1-800-747-0606  (414)  784-9524 
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physicians,  and  Physician  Assistants. 
These  opportunities  offer  stability  with- 
out sacrificing  autonomy.  Single  and 
multi-specialty  groups  in  urban,  subur- 
ban, and  semi-rural  settings.  Teaching 
opportunities  with  North/University  of 
Minnesota  residency  program.  Competi- 
tive compensation  structures  and  flex- 
ible schedules  with  independent  or  hos- 
pital owned  group  practices.  Immediate 
access  to  Minneapolis/ St.  Paul  attrac- 
tions. Central  to  Minnesota's  abundant 
lakes  country.  If  you  are  BC/BE  send 
your  CV  or  call  in  confidence:  North 
Medical  Programs,  North  Memorial 
Medical  Center,  3300  Oakdale  Ave., 
North,  Robbinsdale,  MN  55422-2900. 
Nationwide  and  Canada  1-800-275-4790. 

2-5/94 

INTERNAL  MEDICINE,  FAMILY 
PRACTICE  AND  OB/GYN  PRACTICE 
OPPORTUNITIES.  Rural  Lake  Coun- 
try Community  is  seeking  the  above 
practitioners  to  join  an  active  12  physi- 
cian multispecialty  group.  Quality,  com- 
fortable living  environment,  multiple 
recreational  activities,  fine  educational 
opportunities  and  cultural  activities 
abound.  Opportunity  includes  relaxed 
call,  liberal  salary  and  exceptional  bene- 
fits. Send  curriculum  vitae  or  inquires 
to:  Lake  Region  Clinic,  PC,  Attn:  Joel 
Rotvold,  PO  Box  1100,  Devils  Lake,  ND 
58301,  or  call  collect  at  (701)  662-2157  for 
further  information.  2-4/94 

NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Family  Practice,  Internal  Medicine, 
Neurology,  Psychiatry,  and  Gastroen- 


Family  Practice  Madison  Area 

* several  opportunities 

* large  call  groups 

* full  lab  & xray 

* 210  physician  multi-specialty  group 

* guaranteed  salary  with  incentives 

* full  benefit  package 

* Immediate  Care  also  available 
Send  CV  to: 

Laurie  Glowac 

Physicians  Plus  Medical  Group 
345  W.  Washington  Avenue 
Madison,  WI 53703 
or  call  collect:  (608)252-8580 

1-12/94 


terology  to  establish  practices  in  a rec- 
reational, Northern  Michigan,  family- 
oriented  community.  Salary  guarantees 
with  excellent  benefits.  Send  CV  or 
contact  Susan  Khoury,  Dickinson  County 
Memorial  Hospital  System,  400  Main 
St.,  Norway,  Michigan  49870.  800-236- 
3240.  4/94 

IMMEDIATE  OPENING.  One  Inter- 
nist or  Family  Practitioner  (Internist  pre- 
ferred) at  a 200  bed  acute  treatment 
psychiatric  hospital,  JCAHO  approved. 
Medicare  certified,  affiliated  with  the 
University  of  Iowa  Medical  College. 
FORTY  HOUR  WORK  WEEK.  NO 
NIGHT  OR  WEEKEND  ON  CALL.  Situ- 
ated in  picturesque  Northeast  Iowa  near 
large  cities  with  cultural  advantages. 
Ideal  for  family  living.  Golf  club,  hunt- 
ing and  fishing  area,  good  schools,  etc. 
Salary  to  $94,640.00.  State  law  protects 
employees  against  malpractice.  State 
pension  plan.  Unique  deferred  annuity 
plan.  Generous  sick  leave  and  vacation. 
Write  or  call  collect:  B.J.  Dave,  M.D., 
Superintendent,  Mental  Health  Institute, 
Independence,  Iowa  50644.  Telephone: 
319-334-2583.  AN  EQUAL  OPPORTU- 
NITY/AFFIRMATIVE ACTION  EM- 
PLOYER. ll-12/93;l-4/94 

WISCONSIN:  Family  practitioner 

needed  by  a growing  practice  of  a four 
physician  group  in  a friendly  rural  com- 
munity in  Northeast  Wisconsin  near 
Green  Bay.  This  is  an  excellent  opportu- 
nity to  join  an  established  organization. 
Highly  competitive  salary  with  benefits. 
Please  contact:  Artwich  Clinic,  Oconto 
Falls,  Wisconsin  54154.  9/93-4/94 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

2-1/94 


ASSISTANT 
MEDICAL  DIRECTOR 

We  are  seeking  a qualified  Physi- 
cian for  an  Assistant  Medical  Direc- 
tor position  at  our  Midwest  Regional 
Home  Office  in  Appleton. 

This  newly  created  position  reports 
to  the  Vice  President  and  Chief 
Medical  Director  who  is  located  in 
our  New  York  City  Corporate  Of- 
fice. 

Ideally  the  Physician  we  are  seeking 
should  be  Residency  Trained  and 
Board  Certified  in  Internal  Medi- 
cine or  Family  Practice,  or  General 
Surgery,  and  licensed  to  practice  in 
Wisconsin.  Your  initial  first  six  weeks 
of  employment  will  require  training 
in  our  New  York  Corporate  Office. 
Your  priority  duties  will  be  to  im- 
plement policy  for  claims  and  under- 
writing functions.  Experience  work- 
ing with  an  insurance  company  in 
Group  Health  Claims  Adjudication 
and  an  understanding  of  Group  Life 
Underwriting  a definite  advantage. 

This  position  will  be  interfacing  with 
all  levels  of  Management  at  the 
Regional  Home  Office  on  a continu- 
ing basis  as  well  as  with  Senior  Man- 
agement in  New  York  City.  The 
ability  to  communicate  well  both 
verbally  and  in  writing  is  a must. 

In  addition  to  your  insurance  re- 
sponsibilities, the  new  Physician  will 
also  be  responsible  for  employee 
health  and  will  supervise  a nurse. 

The  Guardian  is  one  of  the  largest 
Life  and  Health  Insurers  in  the  United 
States  with  assets  exceeding  $10 
billion.  We  offer  a competitive  sal- 
ary and  excellent  benefits  that  are 
among  the  best  in  the  Insurance 
Industry  today. 

If  you  have  the  qualifications  we  are 
seeking  and  are  interested  in  this  as- 
signment, please  send  your  curricu- 
lum vitae  along  with  your  salary 
requirements  to: 

Kevin  Gitter 

Human  Resources  Administrator 

^ The  Guardian* 

The  Guardian  Insurance  Company 
2300  E.  Capitol  Drive 
Appleton,  WI  54915 

Equal  Opportunity  Employer 


Wisconsin  Medical  Journal  • April  1994 


191 


Physicians  Exchange 

Continued 

THE  WAUSAU  MEDICAL  CENTER  is 
seeking  Board  Certified-EIigible  indi- 
viduals in  the  following  specialties:  In- 
ternal Medicine,  Family  Medicine,  Gas- 
troenterology, Obstetrics  / Gynecology, 
Occupational  Medicine  and  Urology. 
Large  multi-specialty  group  located  in 
central  Wisconsin.  Competitive  salary 
(incentive  after  first  year).  Comprehen- 
sive benefit  package  including  malprac- 
tice insurance,  flexible  benefit  plan  and 
profit  sharing.  Modem  facility  located 
directly  across  the  street  from  250-bed 
acute  care  facility.  The  area  is  ideal  for 
outdoor  enthusiasts  (including  large 
downhill  ski  area)  with  outstanding 
cultural  activities  year  round.  Write  or 
call  collect  David  K.  Aughenbaugh,  MD, 
Medical  Director,  Wausau  Medical  Cen- 
ter, 2727  Plaza  Drive,  Wausau,  Wiscon- 
sin 54401,  telephone  (715)  847-3235. 

2/93;TFN 


Medical  Meetings-Continuing 
Medical  Education 


THIRD  ANNUAL  CLINICAL  NEU- 
ROLOGY AND  BEHAVIORAL  SCI- 
ENCES SYMPOSIUM:  Acute  Neuro- 
logical and  Psychiatric  Illness,  Friday, 
May  20  - Sunday,  May  22,  1994.  Land- 
mark Resort  and  Conference  Center,  Egg 
Harbor,  Wisconsin.  Contact:  Marshfield 
Clinic,  Office  of  Medical  Education,  1000 
North  Oak  Avenue,  Marshfield,  WI 
54449. 1-800-541-2895.  4-5/94 


"Leflunomide:  A New  Direction  in  Im- 
munosuppression" will  be  the  topic  of 
the  Fifth  Annual  Rush  Symposium  on 
Transplantation.  The  symposium  will 
be  at  Rush-Presbyterian-St.  Luke's 
Medical  Center  in  Chicago  on  Saturday, 
May  21,  1994,  at  9:00  a.m.  The  rapidly 
advancing  technology  in  anti-rejection 
therapy  has  led  to  a new  and  promising 
direction  in  immunosuppressive  drugs, 
specifically  the  novel  drug  Leflunomide. 
Leflunomide  has  many  promising  prop- 
erties including  its  ability  to  prevent 
and  reverse  allograft  rejection,  to  down- 
regulate  alloantibody  production  and  to 
provide  exceptional  control  of  concor- 
dant xeno  rejection,  placing  it  high  among 
the  small  group  of  evolving  drugs  with 


Medical  Meetings-Continuing 
Medical  Education 

potential  for  clinical  transplantation.  A 
series  of  lectures  describing  its  action  in 
rodents  and  in  dogs  in  various  trans- 
plant models,  its  mechanism  of  action 
and  the  early  expanse  in  human  use  will 
be  presented  in  this  day  long  sympo- 
sium. To  register  for  the  symposium  or 
for  more  information,  please  call  the 
Transplant  Program  Physician  Relations 
Coordinator  at  312-942-6242.  3-4/94 

AMA 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 

Miscellaneous 


&&  VXCXTION  IN  OUK 
//  JXMXICX  VILLX. 
'-V—  MXID,  COOK,  POOL, 
B6XCH,  TICXNQUILlTy. 
SLEEPS  8.  608-23M003. 

4-6/94 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in  coop- 
eration with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling  pro- 
grams in  conflict  with  others.  Hospitals, 
clinics,  specialty  societies,  and  medical 
schools  are  particularly  invited  to  utilize 
this  listing  service.  There  is  a nominal 
charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates: 
55  cents  per  word,  with  a minimum 
charge  of  $25.00  per  listing.  All  listings 
must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific  meetings 
will  be  included  at  the  discretion  of  the 
editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  is- 
sue is  due  by  July  1.  Address  communi- 
cations to:  Wisconsin  Medical  Journal, 
Box  1109,  Madison,  WI  53701;  or  phone 
608-257-6781;  or  toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United  States 
are  published  in  the  first  issue  of  each 
month  of  the  Journal  of  the  American 
Medical  Association. 
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“I  want  to  live.” 


Ashley  has  cancer.  It 
sounds  like  such  a grown-up 
disease.  But  each  year, 
more  than  6,000  American 
children  will  be  stricken. 

Ashley,  and  thousands  of 
others  like  her,  will  have  a 
chance  to  beat  cancer  thanks 
to  the  life-saving  research 
and  treatments  developed  at 
St.  Jude  Children’s  Research 
Hospital. 

To  find  out  more,  call 

1-800-877-5833. 


t 


ST  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 
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It’s  the  professional  edge 
in  patient  satisfaction  and 
medicine  compliance. 


Prescribing  the  right  medicine 
isn’t  enough.  It’s  important  to 
follow  through  and  explain 
how  and  when  to  take  it, 
precautions  and  side  effects. 

The  National  Council  on 
Patient  Information  and 
Education  (NCPIE)  has  free 
materials  to  help  you  talk 
about  prescriptions. 


□ Yes!  Please  send  me  free  information  on  patient 
medicine  counseling.  (Please  Print) 


Name 


Address 


City- 


State 


* tf 
XX 


Mail  to: 

NCPIE 

666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 


Different  Wind,  Same  Direction 


\po(r)-'f6r-mon(t)s\  : accomplishment;  efficiency;  the  fulfillment  of  a promise  or  request.  (Webster's  dictionary) 


PIC-Wisconsin  remains  committed  to  helping  solo  practition- 
ers weather  turbulent  times  by  offering  the  best  programs  and 
services  available: 

• Experienced  Claims  Handling  and  Strong  Defense. 

We  strive  to  protect  your  professional  reputation  and 
financial  future.  We  have  closed  more  than  83%  of 
claims  against  solo  practitioners  without  an  indemnity 
payment. 

• Superior  Services.  We  have  saved  non-group  physicians 
nearly  $3  million  through  our  loss-free  credit  program. 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


• Comprehensive  Risk  Management.  We  have  kept 
hundreds  of  solo  practitioners  up-to-date  on  loss 
awareness  issues  through  specialized  educational 
seminars,  personal  consultations  and  on-site  office 
practice  assessments. 

In  chaos  or  calm,  solo  practitioners  can  look  to  PIC- 
Wisconsin  for  direction  in  solving  their  liability  insurance 
problems. 

It  all  amounts  to  performance.  At  PIC-Wisconsin, 
we  define  it  with  a capital  "P." 

8401  Greenway  Blvd.,  Suite  1101 
P.O.  Box  620407 

Middleton,  Wisconsin  53562-0407 


(608)  831-8331  • (800)  279-8331  • FAX  (608)  831-0084 


F 


Wisconsin 


acco  use  in  Wisconsi 


oo 


0 
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Lower  expenses. 

Higher  returns.  Exceptional  service. 


Higher 

tax-free  yields 


YIELDS 

6.72% 

Tax-equivalent 
36%  tax  rate 

4.30% 

Current  yield  as 
of  3/27/94 


Introducing  the  T.  Rowe  Price  Summit 
Municipal  Intermediate  Fund.  Now  you  can  earn 
higher  tax-free  income  without  incurring  undue  risk 
and  without  sacrificing  service.  The  Summit  Municipal 
Intermediate  Fund  invests  in  an  intermediate-term 
portfolio  of  investment-grade  municipal  bonds.  And, 
the  Fund  employs  a low-expense  strategy  to  achieve 
higher  income,  exempt  from  federal  taxes — without 
the  volatility  of  a long-term  fund.* 


As  a Summit  Fund  investor,  you'll  pay  no  a la  carte  fees  for  services. 
Checkwriting,  exchanges,  and  redemptions  are  free.  You'll  also  receive 
a free  newsletter  and  a single  consolidated  statement  of  your  T.  Rowe 
Price  investments.  And,  you'll  have  access  to  highly  trained  service 
representatives,  who  will  not  only  handle  your  transactions,  but  also 
provide  information  on  the  fixed-income  markets. 


This  is  one  of  six  new  Summit  low-expense  funds  from  T.  Rowe  Price. 
Of  course,  all  T.  Rowe  Price  funds  are  100%  no  load.  Minimum  Summit 
Fund  investment  $25,000. 


Call  24  hours  for  a free 
Summit  Investment  Kit 

1-800-341-5602 

T.  Rowe  Price  mkt 


SMT022283 


1.2%  is  the  total  return  for  the  four  months  since  inception  10/31/93  to  2/28/94.  This  figure  is  not  annualized.  It  includes  changes  in  principal  value  and  reinvested  dividends.  Total 
return  represents  past  performance.  Investment  returns  and  principal  value  will  vary,  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase.  *Some  income  may  be 
subject  to  state  and  local  taxes  and  to  the  federal  alternative  minimum  tax.  Yields  and  share  prices  of  bond  funds  will  fluctuate  with  interest  rate  changes.  Request  a prospectus  with  more 
complete  information,  including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or  send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor. 
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President's  page 
On  making  the  difference 


Opinions 


American  medicine  means 
change.  That  has  always  been 
true.  What  is  different  today  is  the 
rate  of  change.  The  doubling  time  of 
medical  knowledge  is  now  6 to  7 
years.  That  means  that  half  of  every- 
thing that  we  depend  on  today  tak- 
ing care  of  our  patients  will  be  out  of 
date,  incorrect,  or  incomplete  by  the 
end  of  the  decade.  Even  more  unset- 
tling is  the  rate  of  change  of  the  busi- 
ness of  medicine.  Mergers,  acquisi- 
tions and  vertigrations  are  becom- 
ing all  too  familiar  phrases  in  the 
doctor's  lexicon. 

In  the  midst  of  these  changes, 
physicians  often  feel  isolated, 
strangled  by  red  tape,  or  portrayed 
by  the  media  as  entrepreneurs  in 
need  of  reform.  But  we  know  in  our 
hearts  that  is  not  who  we  are.  We  are 
not  industrial  cogs  turning  mass 
produced  diagnoses  filling  one-size- 
fits-all  health  care.  We  are  men  and 
women  who  have  chosen  to  dedi- 
cate our  lives  to  the  sendee  of  others. 
We  are  a unique  group  of  individu- 
als: diverse  in  gender,  political  be- 
liefs, and  ethnic  background.  We 
practice  medicine  in  diverse  settings: 
from  offices  to  public  health  clinics; 
from  intensive  care  units  to  operat- 
ing suites;  from  laboratories  to  class- 
rooms. 

Our  diversity  is  our  strength;  our 
commonality  is  our  compassion.  We 


share  common  goals,  common  chal- 
lenges and  common  dreams.  Our 
greatest  rewards  do  not  come  from 
financial  bottom  lines,  but  from 
memorable  times.  Laser-like  images 
burned  into  our  memories  never  to 
be  forgotten.  The  time  the  limp  vic- 
tim of  a near-drowning  was  restored 
to  a 6-year-old  bundle  of  energy  with 
an  in-your-face  attitude;  the  once 
withdrawn  87-year-old  rejoicing 
over  newfound  sight  and  independ- 
ence after  cataract  surgery;  the  tri- 
umphant first-time  mom  snuggling 
her  newborn. 

But  not  all  of  our  memories  are 
pleasant.  We  bear  witness  to  much 
suffering  and  pain,  and  it  can  grind 
us  down:  the  teen  who  put  a 9mm 
slug  through  the  base  of  his  brain; 
the  24-year-old  woman  rendered 
ventilator-dependent  in  a drive-by 
shooting,  who  ruminates  on  what 
might  have  been  with  a right  turn, 
rather  than  a left  turn,  at  that  fateful 
street  corner. 

We  can  reclaim  our  heritage  and 
determine  our  destiny.  We  have 
much  to  hope  for  and  much  to  share. 
Our  dedication  to  the  public  good 
extends  far  beyond  the  walls  of 
hospitals  and  clinics.  We  must  reach 
out  to  our  communities  through 
public  health  and  other  civic  activi- 
ties. Our  voices  can  and  must  be 
heard  on  health  boards  and  before 
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school  boards;  in  town  halls  and 
within  capitol  walls.  Medicine's 
torch  has  been  passed  to  us.  Let 
future  generations  of  physicians  look 
back  on  us  and  say  that  we  held  the 
torch  high,  that  we  lit  the  way  to  a 
better  health  system,  and  that  we 
continuously  renewed  our  commit- 
ment to  serve.  Let  them  say  that  we 
gave  our  time,  our  talents,  ourselves; 
that  we  gave  our  communities  the 
possibility  of  hope;  that  Wisconsin 
physicians  together  with  their  com- 
munities made  the  difference. ❖ 
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EVP  report:  The  view  from  here 

Making  the  SMS  world  a little  bit  safer 


As  of  July  1,  when  you  visit  the 
SMS  headquarters  in  Madi- 
son you  will  notice  a couple  of 
changes  in  our  building  security 
system.  The  changes  are  necessary 
responses  to  a world  and  a body  of 
tort  law  that  are  not  always  chang- 
ing for  the  better.  We  have,  how- 
ever, worked  to  keep  these  changes 
as  unobtrusive  as  possible.  Our  goal 
is  to  provide  the  SMS  staff,  mem- 
bers and  visitors  a greater  level  of 
security  without  undue  disruptions. 

The  change  that  will  be  most 
noticeable  to  you  is  that  when  you 
enter  the  SMS  building,  you  will  be 
asked  to  clip  on  a member  name  tag. 
If  you  are  attending  a scheduled 
SMS  activity,  such  as  a commission 
meeting,  you  will  find  a preprinted 
name  tag  waiting  for  you.  If  you  are 
just  dropping  in  or  have  an  appoint- 
ment with  a member  of  our  staff, 
you  will  be  asked  to  stop  at  the  front 
desk  and  pick  up  a badge,  and  to 
drop  it  off  at  the  front  desk  as  you 
leave  the  building. 

All  SMS  staff  and  all  visitors  will 
also  be  wearing  name  badges  while 
they  are  in  the  building. 

One  of  the  nicer  side  effects  of  the 
new  system  will  be  that  our  entire 
staff  will  immediately  recognize  you 
as  a member  physician.  Few  of  our 
staff  have  the  opportunity  to  meet 
physicians  in  the  field  or  at  meet- 
ings, but  during  the  course  of  a typi- 
cal year  we  have  more  than  1,000 
physician  visits  to  SMS  headquar- 
ters and  we  hope  the  new  system 
will  enhance  the  value  of  those  vis- 
its. Getting  to  know  you  better  is  one 
of  the  first  steps  in  intensifying  our 


service-to-members  philosophy. 

Another  change  you  may  notice 
is  that  all  exterior  doors,  except  the 
main  entrance,  will  be  kept  locked 
at  all  times  (as  will  the  door  to  our 
main  computer  room).  The  front 
door  will  be  unlocked  during  nor- 
mal business  hours.  Surveillance 
cameras,  operating  around  the  clock, 
will  keep  an  eye  on  all  doors  and 
loading  docks. 

Don't  worry:  We  have  not  experi- 
enced any  serious  security  problems 
at  SMS  headquarters.  We  would  like 
to  keep  it  that  way. 

Pick  up  any  newspaper,  turn  on 
any  news  broadcast,  and  the  trend 
toward  a more  violent  America  is 
evident  in  the  headlines.  Why  we 
are  heading  in  this  direction  and 
how  we  may  change  direction  as  a 
culture  are  questions  we  should  all 
be  asking,  but  in  the  meantime  we 
need  to  do  what  we  can  to  protect 
ourselves  and  each  other. 

Part  of  the  increased  violence  in 
America  is  found  in  the  work 
place— so  much  so  that  counseling 
employers  on  the  legal  issues  asso- 
ciated with  work  place  violence  has 
become  as  much  as  10%  of  some  law 
firms'  business.  Last  fall,  the  Society 
of  Human  Resource  Management 
surveyed  479  companies:  more  than 
one  third  reported  violent  incidents 
at  work.  In  1992,  work  place  vio- 
lence cost  employers  an  estimated 
$4.2  billion  in  lost  work  and  legal 
expenses.  Not  only  does  violence 
damage  the  lives  of  valuable  em- 
ployees, it  can  burden  the  employer 
with  higher  costs  for  health  care, 
lawsuits.  Workers'  Compensation 
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premiums  and  other  expenses. 

The  legal  liability  threat  is  not 
insignificant.  An  emerging  body  of 
tort  law  suggests  that  companies 
large  and  small  should  adopt  poli- 
cies and  procedures  that  better  de- 
fine what  they  are  doing  to  prevent 
work  place  violence.  The  courtroom 
terms  are  usually  something  like 
"failure  to  exercise  reasonable  care 
and  due  diligence."  (As  with  other 
legal  employment  standards,  this 
applies  with  equal  force  to  physi- 
cian offices.)  Our  new  security  sys- 
tem is  an  effort  to  exercise  that  care 
and  diligence,  and  thereby  protect 
SMS  assets  from  legal  threats. 

I am  confident  that  the  new  pro- 
cedures will  not  make  your  visits  to 
SMS  headquarters  any  less  pleasant 
or  productive,  but  any  time  a new 
system  is  implemented  "bugs"  are 
discovered  and  must  be  worked  out. 
If  the  new  system  creates  a problem, 
please  let  us  know.  We  are  here  to 
serve.  ❖ 


EXERCISE 


Does  Your  Heart  Good. 

American  Heart  Association 
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Balancing  The  Scales 


Being  a doctor  is  an  extremely  responsible  profession.  Every  day 
you  willingly  accept  responsibility  for  the  health  and  well-being 
of  your  patients.  Accepting  that  responsibility  also  involves  some 
risks.  Including  the  risk  of  being  sued. 

The  legal  system  can  be  very  tough  on  responsible  people.  Legal 
action,  or  even  the  threat  of  it,  drives  some  doctors  into  early 
retirement.  Depriving  doctors  of  their  profession.  And  depriving 
patients  of  their  doctors. 

When  this  happens,  nobody  wins.  PIC -Wisconsin  and  SMS 
Insurance  Services  are  working  to  change  that.  We  provide 
more  than  professional  medical  liability  insurance  to  Wisconsin 


physicians.  We  also  provide  effective  risk  management 
programs  designed  to  protect  our  clients.  Such  as  the  program 
we  pioneered  for  anesthesiologists  that  substantially  reduced 
claims  and  coverage  costs. 

Your  work  is  important.  And  we  at  PIC-Wisconsin  and  SMS 
Insurance  Services  want  you  to  do  it . . . and  do  it  well. 
Accepting  responsibility  for  the  health  and  well-being  of 
your  patients.  Without  worrying  about  the  risks. 

SMS  Insurance  Services  and  PIC-Wisconsin  can  help  balance 
the  scales  - protecting  your  reputation  and  career  with 
Professional  Medical  Liability  coverage.  For  additional 
information  call: 
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Editorials 

Percentages  must  go 


Twenty-ftve  to  40  years  ago  at 
our  clinic,  in  December  every 
department  or  doctor  reviewed 
charges  for  each  procedure  per- 
formed and  then  set  the  fee  for  the 
next  year.  About  15  years  ago, 
management  suggested  we  allow 
them  to  raise  our  established  fees  by 
an  agreed-upon  percentage  across 
the  board.  It  seemed  logical  and 
certainly  was  simple.  It  was  also,  we 
were  told,  the  common  practice  and 
had  the  support  of  insurance  com- 
panies and  government  agencies. 

Two  unfortunate  things  hap- 
pened as  a result  of  our  doctors' 
acceptance  of  this  philosophy.  First, 
and  least  important,  it  helped  pro- 
mote the  idea  that  medicine  was 
becoming  a business,  not  a profes- 
sion. When  a doctor  sends  the  pa- 
tient a bill  for  $26.32  for  an  office  call 
it  is  about  the  same  as  buying  gro- 
ceries at  the  supermarket.  A charge 
of  $26  or  $27  would  be  more  profes- 
sional. 

The  most  important  effect,  how- 
ever, was  what  this  action  did  to  the 
income  of  procedure-oriented  phy- 
sicians to  the  detriment  of  those 
doctors  rendering  primary  care.  In 
the  1980s,  fee  increases  tended  to  be 


5%  to  15%  or  more  annually.  If  the 
increase  was  10%,  a cardio-vascular 
surgeon  charging  $3,000  for  a coro- 
nary bypass  saw  the  fee  go  to  $3,300 
and  the  gastroenterologist  found  the 
charge  for  a flexible  colonoscopy  go 
from  $800  to  $880.  The  primary  care 
physician  saw  the  fee  going  from 
$30  to  $33  for  an  intermediate  office 
visit. 

The  result,  predictably,  was  that 
doctors  who  did  expensive  proce- 
dure-oriented medicine  put  an  in- 
creasingly significant  amount  of 
money  on  the  books  without  having 
to  work  any  harder.  Because  physi- 
cians' income  depends  in  large  part 
on  their  productivity,  as  measured 
by  their  charges,  a disparity  in  that 
income  was  created  and  every  year 
it  was  made  much  worse. 

As  should  be  anticipated,  this  has 
made  it  more  financially  desirable 
for  medical  school  graduates  to  enter 
the  specialties  rather  than  the  more 
badly  needed  and— for  most  young 
women  and  men— the  more  attrac- 
tive and  challenging  field  of  pri- 
mary care. 

Medicaid  is  raising  reimburse- 
ment for  primary  care  by  1%  to  2%. 


This  may  be  a step  in  the  right  direc- 
tion, but  if  the  purpose  is  to  make 
primary  care  more  attractive  it  is  too 
little  too  late.  A 1%  increase  in  a 
$1,000  procedure  is  $10,  but  for  a $30 
charge  it  amounts  to  30  cents.  The 
entire  reimbursement  issue  de- 
mands rethinking  the  methodology- 
-and  dropping  the  percentage  ap- 
proach. 

I have  been  encouraged  to  hear 
that  some  groups  are  trying  to  do 
this.  With  RBRVS  seemingly  in  place, 
now  is  the  time  to  use  the  old  ap- 
proach of  evaluating  each  procedure 
on  an  annual  basis,  going  either  up 
or  down  as  needed.  New  procedures, 
especially  when  expensive  equip- 
ment is  involved,  might  often  find 
the  cost  declining  after  a proper  time. 

Organized  medicine  might  get 
involved  and  help  not  only  with 
establishing  the  methodology  of 
establishing  fees,  but  also  lead  in 
getting  governmental  payors  and 
insurance  companies  to  accept  re- 
placing the  percentage  increase 
program  with  something  more 
equitable. 

-Russell  Lewis,  MD 
Madison*:* 


Primary  care  and  nurses 


Much  has  appeared  in  the 
media  of  late  regarding 
nurses  providing  primary  care.  This 
idea  is  very  strongly  supported  by 
the  Clinton  administration,  most 
likely  because  of  possible  cost  sav- 
ings. 

I have  great  respect  for  nurses,  as 
I feel  most  doctors  do.  Without  their 


help,  it  is  impossible  to  provide  even 
adequate  care.  Expert  care  in  very 
large  part  depends  on  the  quality  of 
the  nursing  staff.  Still,  I have  a prob- 
lem with  nurses  doing  primary  care 
without  supervision. 

For  a number  of  patients  seeking 
primary  or  urgent  care,  the  diagno- 
sis is  obvious.  In  a smaller  percent- 


age, however,  the  diagnosis  is  elu- 
sive and  will  require  problem  solv- 
ing skills  and  the  depth  and  breadth 
of  knowledge  obtained  in  medical 
school. 

The  difference  in  education  is  not 
the  only  problem  with  the  idea  of 
unsupervised  nurses  providing  pri- 
mary care.  The  idea  also  raises  ques- 
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tions  involving  malpractice,  hospi- 
tal admissions,  charges,  referrals, 
surgery,  subspecialty  designation, 
certification  and  the  MEB,  to  name  a 
few. 

Providing  care  without  supervi- 
sion, nurses  will  be  at  risk  for  mal- 
practice claims.  I would  expect  that 
most  claims  would  be  the  result  of 
errors  of  omission.  This  is  a signifi- 
cant risk.  Recently,  I was  involved 
as  an  observer  in  a claim  that  was 
settled  for  more  than  $1  million 
because  the  attending  doctor  missed 
the  patient's  breast  cancer.  Will  the 
nurses  be  covered  by  the  state's  um- 
brella or  be  covered  by  some  other 
insurance  provider?  The  medical 
liability  tort  system  has  been  out  of 
control  for  a long  time,  and  remains 
so  today.  Will  not  the  addition  of 
nurses'  liability  only  fuel  the  fire 
and  further  add  to  the  cost  of  medi- 
cine? 


The  concept  appears  to  be  attrac- 
tive to  the  Clinton  administration 
chiefly  because  in  the  first  few  years, 
charges  by  nurse  practitioners  will 
be  less  than  charges  by  doctors.  But 
sooner  or  later  the  cry  will  be  "equal 
pay  for  equal  work"-as  would  seem 
right— and  the  advantage  of  lower 
nurse  charges  will  evaporate. 


For  a few  years,  nurse  practitio- 
ners will  concern  themselves  with 
the  outpatient  practice  of  medicine. 
In  the  not  too  distant  future,  how- 
ever, they  will  ask  to  admit  their 
patients  to  the  hospitals  as  the  natu- 
ral progression  of  their  care. 

As  the  nurses  provide  more  than 
Continued  on  next  page 
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Continued  from  preceding  page 
first  aid  in  emergencies,  they  will 
feel  more  and  more  comfortable  with 
minor  surgery.  At  some  time,  the 
minor  surgery  will  require  more  than 
local  anesthesia  and  the  nurses  will 
enter  the  operating  room  as  the 
surgeon.  It  is  then,  a short  trip  to 
elective  surgery— perhaps  a D&C  for 
starters.  Because  most  nurses  are 
women,  this  will  seem  quite  natural 
to  many.  This  would  only  be  the 
camel's  nose  under  the  tent.  The 


next  step  would  likely  be  breast 
surgery,  followed  by  surgery  on 
female  pelvic  organs. 

There  is  more  to  surgery  than 
manual  dexterity:  namely  the  skills 
and  judgment  obtained  by  complet- 
ing medical  school  and  surgical 
residencies. 

Who  will  certify  these  nurse  prac- 
titioners? The  MEB?  A new  board? 
What  will  be  the  requirements? 
Subspecialty  designation  for  nurse 
practitioners  is  already  occurring. 


I am  certain  that  many  nurses 
want  to  escape  the  "tyranny"  of 
physicians,  which  may  account  for 
their  strong  support  of  this  concept. 
Certainly,  there  is  a shortage  of  pri- 
mary care  doctors,  but  I do  not  feel 
asking  nurses  to  fill  the  gap  is  the 
correct  solution.  Placing  primary 
care  doctors  at  the  top  of  the  com- 
pensation pyramid  would  be  a much 
better  solution. 

—Richard  D.  Sautter,  MD 
medical  editor* 


Letters 

Recruiting  effort  draws  fire 


To  the  editor:  Several  years  ago, 
I sent  a letter  to  the  SMS 
complaining  of  its  solicitation  tac- 
tics in  efforts  to  induce  me  to  join  the 
AMA.  This  year,  however,  I think 
the  impropriety  is  beneath  any  but 
the  sleaziest  of  fly-by-night  opera- 
tions. 

The  enveloped  the  request  comes 
in  states  in  large  letters,  "MEMBER- 
SHIP DUES  NOTICE  ENCLOSED." 
The  return  address  is  the  State 
Medical  Society  of  Wisconsin.  The 
implication  is  very  strong  that  the 
membership  has  already  been 
agreed  upon.  In  many  physicians' 
offices,  this  would  go  to  the  busi- 
ness manager,  who  would  pay  the 
appropriate  amount  requested.  The 
notice  on  the  inside  is  simply  a dues 
notice  with  only  a subtle  comment 
to  the  fact  that  the  recipient  is  being 
asked  to  join,  leaving  the  impres- 
sion to  anyone  who  does  not  read 
the  notice  word-for-word  that  the 
joining  has  already  been  done  and 
this  is  a simple  previously  agreed 
upon  bill. 

This  is  an  obvious  and  outright 
attempt  to  cheat  the  SMS  members 
through  trickery.  The  word  "cheat" 


is  strong  language.  I have  never  used 
it  before  in  relationship  to  SMS,  nor 
to  any  other  established  medical 
society.  The  tactics  used,  however, 
cannot  be  described  by  any  language 
less  severe  than  this. 

As  an  organization  claiming  to 
watch  over  the  health  care  of  all  the 
citizens  of  the  state,  your  credibility 
is  absolutely  zero  when  you  openly 
defraud  your  own  members.  Re- 
gardless of  the  professed  intent  of 
the  SMS,  I cannot  in  good  conscience 
maintain  a membership  in  an  or- 
ganization that  obtains  money  from 
its  members  or  from  others  by 
fraudulent  means. 

Please  inform  me  of  the  decision 


of  the  SMS  Board  of  Directors  re- 
garding next  year's  solicitation  plan 
before  next  year's  dues  notice  is 
mailed. 

—Geoffrey  Kloster,  MD 
Galesville 

Editor's  note:  The  SMS  believes  that 
the  recruiting  nature  of  this  direct 
mail  piece  was  clear;  certainly  there 
was  no  intent  to  defraud  or  mislead 
the  targeted  audience.  No  other  com- 
plaint about  this  recruitment  mail- 
ing has  been  heard  from  the  ap- 
proximately 3,000  SMS  physician 
members  who  received  this 
mailing.* 


To  Someone  Who  Stutters, 

It’s  Easier  Done  Than  Said. 

The  fear  of  speaking  keeps  many 
people  from  being  heard.  It  you 
stutter  or  know  someone  who  does, 
call  for  our  free  informative 
brochures  on  prevention  and 
treatment  of  stuttering. 

Call  Toll-free  1-800-992-9392  P.O.  Box  11749  • Memphis, TN  38111-0749 


Stuttering 
Foundation 
of  America 

A Non-Profit  Organization 
Since  1947— 

Helpin’'  Those  Who  Stutter 
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Reform  must  fill  the  Medicare  gaps 


To  the  editor:  On  Monday,  April 
18,  in  Milwaukee,  President 
Clinton  spoke  to  the  employees  of 
Ameritech  pushing  his  health  care 
plan.  As  usual  at  such  meetings, 
they  dodged  the  impact  of  the 
Medicare  program. 

I have  a government  report.  It 
says  that  Medicare  paid  out  $142.9 
billion  in  fiscal  1993.  That's  a 10.6% 
increase  over  1992.  Such  numbers 
show  that  the  Congress  cannot  well 
ignore  the  Medicare  program 
I and  my  colleagues  have  a simple 
way  of  evaluating  every  health  care 
reform  proposal.  Does  it  absorb  the 
Medicare  program?  If  not,  it  is  in- 
stantly suspect  and  we  equate  its 
effectiveness  to  the  rearranging  of 
the  deck  chairs  on  the  Titanic. 
Medicare  is  national  health  in- 


surance for  senior  citizens.  It  is  a 
useful  program  but  it  has  always 
been  missing  important  parts.  Three 
examples  are;  Medicare  pays  less 
than  80%  of  the  cost  of  surgery. 
Medicare  skimps  on  convalescent 
care,  and  Medicare  does  not  pay  for 
prescriptions. 

Will  the  Congress  fix  the  missing 
parts  of  Medicare?  Certainly,  the 
Congress  cannot  dodge  indefinitely: 
some  32  million  senior  citizens  are 
enrolled  in  Medicare. 

About  40%  of  senior  citizens  have 
the  missing  parts  of  Medicare  paid 
by  former  employer.  The  remaining 
19  million  seniors  are  forced  to  pay 
the  missing  parts  out-of-pocket.  This 
is  a serious  drain  on  fixed  retire- 
ment incomes. 

I have  long  proven  to  myself  that 


it  is  essential  to  fix  the  missing  parts 
of  Medicare.  It  seems  to  me  that  the 
best  way  is  a health  care  payment 
system  that  includes  all  Americans, 
and  does  not  leave  senior  citizens 
standing  on  the  side  under  a sepa- 
rate program. 

— Norin  Elfton 
The  Gray  Panthers 
Denver* 
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The  Hospital  Medical  Staff  Section 
23rd  Assembly  Meeting 
June  9-13, 1994 
Chicago  Marriott  Hotel 
Chicago,  Illinois 

HMSS  representatives  will  not  want  to  miss  this  year’s  AMA-HMSS  Annual  Assembly  Meeting  held 
on  June  9-13  in  Chicago.  Aside  from  the  usual  policy-related  activities,  representatives  will  have 
an  opportunity  to  dialogue  with  the  AMA  Board  of  Trustees,  hear  the  latest  news  and  information 
from  Washington,  and  learn  the  importance  of  and  methods  for  physician  involvement  in  health 
system  reform. 

The  Friday  education  program  hosts  an  impressive  panel  of  speakers.  From  their  remarks, 
representatives  will  learn:  the  impact  of  proposed  legislation  on  the  future  practice  of  medicine; 
the  kinds  of  managed  care  entities  most  likely  to  thrive;  the  ways  to  cope  with  health  care  delivery 
changes  at  the  local  level;  the  support  needed  to  pass  legislation  on  physician  involvement  in 
health  system  reform;  the  steps  for  developing  a physician-directed  health  delivery  network  or 
plan;  and  the  best  methods  for  managing  patient  care  and  physician  compensation  in  physician 
health  plans. 

With  health  system  reform  legislation  pending  before  Congress,  state  health  system  reform 
initiatives,  and  the  rapid  development  of  integrated  delivery  systems,  it  is  vitally  important  that 
medical  staffs  mobilize  to  stand  up  and  speak  out  for  patients  and  the  profession.  The  June 
Assembly  meeting  is  no  exception.  Now  perhaps  more  than  ever  before,  HMSS  representatives 
need  to  be  involved  in  shaping  the  nation's  future  health  care  system. 

HMSS  past  actions  have  made  a difference.  The  AMA  has  incorporated  many  issues  advocated  by 
HMSS  in  its  new  health  system  reform  proposal  for  action  and  model  legislation.  Basically,  the 
draft  bill: 

• requires  that  health  plans  establish  a medical  staff  structure  with  defined  rights  with  regard 
to  the  plan’s  medical  policy,  utilization,  quality  and  credentialing  and  management  issues; 

• expressly  permits  physicians  to  jointly  present  their  views  on  any  plan  issue  (without  boycott 
or  strikes)  to  plan  management  for  discussion  and  negotiation; 

• directly  aids  physicians  in  the  creation  of  their  own  plans  or  networks  to  compete  with  large 
insurance  companies; 

• requires  negotiation  of  new  regulations  with  the  profession  before  their  announcement ; and 

• expands  the  role  and  protection  for  the  profession’s  accreditation,  standard  setting  and  medical 
society  disciplinary  functions. 

Success  will  depend  on  unified  physician  support  and  action.  Mark  your  calendar 
and  plan  to  attend! 

For  more  information  please  call 
312  464-4754  or  464-4761 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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Vitamin  B12  replacement  therapy:  how  much  is  enough? 


Vitamin  B12  deficiency  becomes  increasingly  common  with  advancing 
age.  Diverse  recommendations  exist  for  initial  and  maintenance  therapy 
of  deficiency  states.  With  cyanocobalamin,  the  only  B12  preparation 
available  in  the  United  States,  much  greater  amounts  of  the  vitamin  are 
retained  with  a 1000  jig  injection  than  with  100  jig,  with  no  disadvantage 
in  cost  or  toxicity.  Maintenance  therapy  using  the  larger  dosage  may  be 
necessary  to  meet  metabolic  requirements  in  many  patients.  Thus,  it  is 
recommended  that  parenteral  regimens  use  1000  jig  cyanocobalamin:  5 or 
6 biweekly  injections  for  loading,  and  once-a-month  for  maintenance. 

Oral  therapy  with  300-1000  jig  per  day  may  be  therapeutically  equivalent 
to  parenteral  therapy.  Wis  Med  J.1994;93(5):203-205. 


David  T.  Watts,  MD,  Madison 


Vitamin  B12  deficiency  is  com- 
mon in  elderly  persons.  Per- 
nicious anemia,  the  prototypical 
deficiency  state,  has  a frequency  of 
0.1%  to  0.2%  overall.  In  those  older 
than  65,  however,  the  frequency  may 
reach  2.5%. 1 Patients  with  B12  defi- 
ciency may  have  vague  symptoms, 
such  as  fatigue  or  anorexia,  as  well 
as  neuropsychiatric  problems.2  The 
latter  may  present  without  hema- 
tologic abnormalities.3-4  This  paper 
highlights  some  of  the  differing  rec- 
ommendations for  B12  replacement 
therapy,  and  applies  knowledge  of 
cobalamin  metabolism  in  guiding 
selection  of  therapy. 


Dr  Watts  is  an  associate  professor  with 
the  University  of  Wisconsin's  section  of 
geriatrics  and  gerontology.  Reprint  re- 
quests to:  David  Watts,  MD,  Rm  2245 
Medical  Sciences  Center,  1300  Univer- 
sity Ave,  Madison,  WI 53706.  Copyright 
1994  by  the  State  Medical  Society  of  Wis- 
consin. 
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Differing  recommendations 

Published  recommendations  for 
parenteral  B12  replacement  differ. 
Loading  schedules  range  from  as 
low  as  100  jig  weekly5  to  1000  ji g per 
day.6  Maintenance  dosages  range 
from  100  jig  to  1000  ji g monthly.7-8 
Several  texts  state  that  the  selection 
of  a replacement  schedule  is  arbi- 
trary.9-10 Most  treatment  schedules 
recommend  more  intensive  therapy 
if  neurological  disease  is  present, 
although  little  evidence  is  offered  to 
support  this.  Parenteral,  rather  than 
oral,  regimens  are  generally  recom- 
mended.9-10 

One  reason  for  the  varying  rec- 
ommendations on  dosage  is  the 
availability  of  different  cobalamin 
preparations  in  different  countries. 
Hydroxocobalamin  is  used  in  the 
United  Kingdom,  while  in  the  United 
States  the  only  commercially  avail- 
able preparation  is  cyanocobalamin. 
Hydroxocobalamin  is  better  bound 
to  serum  proteins  and  is.less  rapidly 
excreted.  Therefore,  comparatively 


lower  dosages  or  less  frequent  injec- 
tions may  be  appropriate  with  hy- 
droxocobalamin.11 The  remainder  of 
this  discussion  concerns  cyanoco- 
balamin, the  sole  B]2  preparation  in 
the  United  States. 

How  much  is  enough? 

A reasonable  goal  of  parenteral  ther- 
apy is  to  optimize  and  maintain  Br 
stores  with  the  fewest  injections  and 
at  the  lowest  cost.  Although  loading 
schedules  differ  among  different 
sources,  there  is  a unanimity  of  opin- 
ion that  a loading  schedule  should 
be  used. 

How  much  vitamin  B12  should  be 
used  for  loading?  One  recommen- 
dation includes  a daily  series  of  14 
injections  of  100  jig,  followed  by 
1000  /ig  intramuscularly  each  month 
for  maintenance.12  If  one  objective  in 
treatment  is  using  the  fewest  injec- 
tions to  optimize  stores,  there  is  little 
basis  for  using  doses  of  100  jig  per 
injection.  Although  with  larger  doses 
of  vitamin  B12,  the  bulk  of  the  vita- 
min is  excreted  in  the  urine,  there  is 
also  a much  greater  amount  of  co- 
balamin retained.  For  example,  from 
a 100  jig  injection,  an  average  of  45% 
(45/ig)  is  lost  in  the  urine,  for  a reten- 
tion of  55  jig.  From  a 1000  jig  dose, 
850  jig  may  be  lost  in  the  urine,  but 
150  jig  would  be  retained.13 

Thus,  a series  of  14  injections  of 
100  jig  would  be  roughly  equivalent 
(in  terms  of  cobalamin  retained)  to  5 
or  6 biweekly  injections  of  1000  jig.14 
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For  maintenance  therapy,  different 
lines  of  evidence  have  been  used  to 
arrive  at  different  recommendations 
for  the  amount  of  cobalamin  needed 
to  maintain  stores. 

A radioisotopic  study  of  B]2  ex- 
cretion calculated  a rate  of  physio- 
logical loss  of  1 .2  jig/  day,  with  aver- 
age total  stores  measured  at  3.03 
mg.15  A different  study  of  radioiso- 
topic excretion  found  that  the  rate  of 
loss  of  cobalamin  varied  with  body 
stores.  With  the  rate  of  loss  deter- 
mined tobeO.15%  to0.20%  of  stores, 
the  cobalamin  requirement  was  es- 
timated at  1.5  to  10.0  fj g/  day  to  main- 
tain body  stores  of  1.0  to  5.0  mg.16 

Another  approach  to  determin- 
ing optimal  maintenance  therapy  has 
been  to  measure  serum  levels  of 
cobalamin  after  injection  of  differ- 
ent dosages  and  preparations.  One 
study  of  26  patients  with  pernicious 
anemia  in  relapse  found  that  a single 
dose  of  1000  jjg  cyanocobalamin 
maintained  serum  levels  above  200 
pg/  mL  for  an  average  of  3.2  weeks, 
with  a range  of  1 to  6 weeks.17  There- 
after, monthly  dosing  of  1000  jjg, 
500  jig,  or  250  jig  cyanocobalamin 
appeared  to  maintain  adequate  se- 
rum levels  in  most  patients.  There 
was  substantial  inter-individual 
variability,  however,  and  serum  Bp 
levels  fell  below  200  pg/  mL  in  some 
instances  when  lower  doses  were 
used.17  Other  studies  have  confirmed 
the  wide  inter-individual  variabil- 
ity in  B]2  levels  following  injections 
of  the  vitamin.11 

A retrospective  analysis  of  pa- 
tients with  pernicious  anemia  who 
discontinued  cobalamin  injections 
found  a wide  variability  in  the  time 
to  relapse.18  Macrocytosis  occurred 
an  average  of  49.2  months,  and  di- 
agnosis at  64.5  months  (range  21  to 
123  months)  from  cessation  of  treat- 
ment. The  authors  suggest  that 
monthly  B12  injections  may  be  need- 
lessly frequent. 

Heterogeneity  of  B12  deficiency 

One  problem  in  estimating  the  re- 
quirement for  Bp  in  a particular 


individual  is  the  heterogeneity  of 
B12  deficiency.  For  example,  malab- 
sorption of  food  cobalamin  may 
occur  in  many  patients  with  low 
serum  B12  levels  who  may  also  have 
normal  absorption  of  aqueous  cya- 
nocobalamin.19 In  other  patients  with 
documented  pernicious  anemia, 
cobalamin  levels  may  be  only 
slightly  or  moderately  low.20  These 
differences  in  B12  levels  among  pa- 
tients may  relate  to  the  different 
phases  of  nutrient  deficiency  in 
which  patients  are  diagnosed.  After 
a period  of  negative  nutrient  bal- 
ance, biochemical  deficits  due  to 
nutrient  deficiency  may  be  detect- 
able. Later,  clinical  signs  of  defi- 
ciency may  be  evident.21 

The  importance  of  early  recogni- 
tion of  Bp  deficiency  was  empha- 
sized in  a study  showing  time  de- 
pendency of  cognitive  recovery  with 
cobalamin  replacements.  Cobalamin 
deficient  patients  whose  cognitive 
impairment  had  been  present  less 
than  12  months  showed  significant 
improvement  with  treatment;  pa- 
tients whose  symptoms  had  been 
present  greater  than  12  months  did 
not  improve.22 

Oral  therapy 

Some  consider  oral  replacement 
therapy  an  equally  efficacious  alter- 
native to  parenteral  cobalamin. 
About  1%  of  cyanocobalamin  is 
absorbed  orally  without  intrinsic 
factor,  probably  via  a mass  action  or 
diffusion  effect.23  Waife  et  al  found 
that  oral  cobalamin  in  a dosage  of 
300  jig/day  corrected  subnormal 
levels  and  yielded  B12  absorption  of 
about  3 >ug/  day.23  Oral  therapy  with 
1000  j/g  daily  cobalamin  is  con- 
sidered equivalent  to  intermittent 
injections  in  Sweden,24  and  is  cur- 
rently used  in  40%  of  Swedish  pa- 
tients requiring  cobalamin.  A study 
of  21  Swedish  patients— some  on 
long-term  oral,  some  on  parenteral, 
cobalamin  regimens— found  compa- 
rable body  stores  in  each  group.24 

It  has  been  cautioned,  however, 
that  patients  on  oral  therapy  should 


be  diagnosed,  treated,  and  moni- 
tored by  a physician.25  This  opinion 
largely  reflects  the  conventional 
concern  among  US  physicians  that 
patients  may  not  maintain  long-term 
compliance  with  B]2  therapy.  Long- 
term compliance  with  oral  co- 
balamin, however,  is  similar  to  that 
with  periodic  injections  where  oral 
therapy  is  used  extensively.24  Lapses 
of  compliance  with  periodic  B12  in- 
jections are  well  documented.18 

Cost  and  toxicity 

Vitamin  B12  is  inexpensive.  In  Madi- 
son, Wis,  the  1000  jjg  dose  of  paren- 
teral cyanocobalamin  is  available 
more  cheaply  than  the  100  jjg  dose: 
31.2  cents  to  37.5  cents  compared 
with  49.4  to  55.9  cents  per  unit.  This 
is  primarily  because  of  the  availabil- 
ity of  a generic  version  of  the  1000 
j/g/  mL  preparation.  Oral  vitamin 
B12  is  available  at  $4.49  per  100  for  a 
500  jj g pill,  or  $5.50  per  100  of  a 1000 
jig  sublingual  version.  Clearly,  the 
cost  of  the  drug  itself  is  not  a pri- 
mary consideration,  and  most  of  the 
costs  for  parenteral  therapy  would 
be  reflected  in  clinic  and  professional 
fees.  Clinic  fees,  including  pharmacy 
charges,  are  roughly  $20  to  $25  per 
injection,  while  a home  nursing  visit 
would  be  $90  for  the  professional 
charges  alone.26 

Toxicity  of  cobalamin  in  humans 
has  not  been  reported.  The  cobalt 
and  cyanide  contained  in  1000  ug 
consumed  daily  are  toxicologically 
insignificant.25 

Conclusions 

Widely  differing  recommendations 
are  published  for  vitamin  B12  replace- 
ment therapy.  Loading  with  vita- 
min B12  can  be  reasonably  accom- 
plished with  5 or  6 biweekly  injec- 
tions of  cyanocobalamin.  Thereaf- 
ter, maintenance  with  1000  jig  per 
month  provides  sufficient  amounts 
of  Bp  to  meet  metabolic  needs,  avoid 
subnormal  levels,  and  maintain 
stores.  Parenteral  dosages  of  100  jig 
offers  no  therapeutic  or  cost  advan- 
tages. 
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Oral  therapy  may  be  an  effective 
alternative  to  parenteral  therapy  for 
many  patients,  and  has  the  advan- 
tage of  obviating  need  for  clinic  or 
home  health  visits.  This  form  of 
therapy  should  be  initiated  and 
monitored  by  physicians,  and  should 
include  periodic  monitoring  to  en- 
sure compliance  and  therapeutic 
response. 
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A call  for  papers 

Gun  violence 

SMS  President  Richard  Roberts,  MD, 
JD,  hopes  to  help  physicians  fight 
the  rise  of  death  and  injury  from 
gun  violence  in  Wisconsin  during 
his  term  as  president  (1994-1995).  In 
coordination  with  that  campaign, 
the  Wisconsin  Medical  Journal  is  seek- 
ing articles  from  Wisconsin  physi- 
cians on  the  subject  of  gun  violence, 
exploring  its  nature,  causes,  costs, 
effects  and  possible  solutions.  Sci- 
entific, socioeconomic  and  organ- 
izational papers,  as  well  as  letters, 
are  sought  for  a special  issue. 

Medical  diversity 

The  WMJ  is  also  seeking  articles  on 
providing  health  care  to  Wiscon- 
sin's minority  communities.  If  you 
are  serving  a significant  minority 
patient  base,  or  are  studying  the 
delivery  of  health  care  to  minority 
populations,  please  consider  sub- 
mitting a paper  on  your  findings  to 
the  WMJ  for  possible  publication  in 
a special  issue. 

Soundings 

Where  have  our  creative  writers 
gone?  Share  your  personal  experi- 
ences of  special  significance,  your 
poetry  or  your  short  stories  with 
your  colleagues  through  the  WMJs 
"Soundings"  feature.  Of  course,  your 
"Soundings"  should  be  related,  in 
some  way,  to  your  being  a physi- 
cian. 

Authors  guidelines 

Guidelines  for  writers  are  available 
from  Wisconsin  Medical  Journal,  PO 
Box  1109,  Madison,  WI 53701;  or  by 
calling  257-6781  (Madison  area)  or 
800-362-9080.  ❖ 
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If  You  Know  What’s 
Good  For  Y)u, 
Ton'll  Get  Out 
Of  Town  Fast 


Hop  on  a bike  and  pedal  as  fast 
as  you  can.  It’s  a great  way  to  get 
the  exercise  you  need  to  lower 
your  risk  of  heart  disease.  You 
can  help  prevent  heart  disease 
and  stroke.  We  can  tell  you  how.  Call  1-800-AHA-USA1. 


$ 

American  Heart 

Association 
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Trends  in  the  stage  of  cancer  at  the  time  of  diagnosis 

Philip  N.  Redlich,  MD,  PhD;  Timothy  L.  McAuliffe,  PhD;  Lisa  A.  Robinson,  RRA;  and  Kathy  L.  Reith,  RRA,  CTR, 
Milwaukee 


The  stage  of  cancers  at  the  time  of  diagnosis  for  10  major  sites  of  disease 
from  patients  treated  at  two  Medical  College  of  Wisconsin  teaching 
hospitals  was  analyzed  from  tumor  registry  data  and  compared  from  the 
years  1983, 1987,  and  1991.  A trend  toward  earlier  stages  of  cancer  of 
major  sites  was  noted,  with  patients  having  in  situ  or  localized  disease 
increasing  from  35%  in  1983  to  48%  in  1991.  Patients  with  breast  cancer 
demonstrated  the  strongest  trend,  with  44%  of  the  cases  representing  in 
situ  or  localized  disease  in  1983  compared  to  61%  in  1991  (p=0.03).  A shift 
toward  earlier  stage  of  cancer  at  diagnosis  was  also  noted  for  other  major 
sites  including:  lung,  trachea  and  bronchus;  colon  and  rectum;  and  pros- 
tate cancers.  Trends  toward  an  earlier  stage  of  cancer  may  result  from 
patient  and  physician  education,  local  practice  patterns,  as  well  as  proper 
use  of  screening  programs.  Information  on  such  trends  from  hospital 
tumor  registries  may  be  helpful  in  the  appropriate  and  efficient  allocation 
of  local  health  care  resources.  Wis  Med  }.1994;93(5):207-212. 


The  success  of  treatment  of  ma- 
lignant disease  is  related  to  the 
extent  of  disease,  or  stage,  at  the 
time  of  diagnosis.  Much  emphasis 
has  been  placed  on  methods  to  de- 
tect cancer  at  earlier  stages  of  dis- 
ease to  improve  cure  rates.  Wide- 
spread use  of  screening  programs, 
such  as  physical  breast  examination 
with  mammography  for  breast  can- 
cer and  digital  rectal  examination 
with  prostate-specific  antigen  (PSA) 
testing  for  prostate  cancer,  have  been 
suggested  as  tools  to  accomplish 
reductions  in  cancer  mortality.1-2  The 
effectiveness  of  such  screening  pro- 
grams are  reflected  by  trends  in  the 
stage  of  disease  at  the  time  of  diag- 
nosis as  well  as  mortality. 

National  data  regarding  such 
trends  are  available  from  the  Na- 


From  the  departments  of  surgery  and 
biostatistics  at  the  Medical  College  of 
Wisconsin  in  Milwaukee,  and  the  tumor 
registry  at  John  L.  Doyne  Hospital  in 
Milwaukee.  Reprint  request  to:  Philip  N. 
Redlich,  MD,  PhD,  Department  of  Gen- 
eral Surgery,  Medical  College  of  Wis- 
consin, 9200  W Wisconsin  Ave,  Milwau- 
kee, WI  53226.  Copyright  1994  by  the 
State  Medical  Society  of  Wisconsin. 


tional  Cancer  Data  Base,  but  national 
trends  may  not  accurately  reflect 
local  experience.  We  undertook  an 
analysis  of  trends  in  the  stage  of 
disease  at  diagnosis  of  10  major 
cancer  sites  from  two  Medical  Col- 
lege of  Wisconsin  teaching  hospi- 
tals: John  L.  Doyne  (formerly  Mil- 
waukee County  Medical  Complex) 
and  Froedtert  Memorial  Lutheran 
Hospitals. 

Methods 

The  tumor  registry  serving  both  John 
L.  Doyne  and  Froedtert  Memorial 
Lutheran  Hospitals  was  the  source 
of  data  for  this  study.  Although  the 
registry  has  been  collecting  data 
since  1955,  data  from  1983  are  com- 
puterized and  available  through  the 
CANSUR/NET  software  system. 
Data  from  the  10  major  cancer  sites 
from  the  years  1983, 1987,  and  1991 
were  analyzed. 

Stage  of  disease  was  categorized 
according  to  the  General  Summary 
Staging  System.3  In  addition,  all 
breast  cancer  cases  were  re-staged 
according  to  the  staging  criteria  of 
the  American  Joint  Committee  on 
Cancer  (AJCC).4  Only  new  analyti- 
cal cancer  cases  were  analyzed,  ie, 
patients  who  were  diagnosed  with 


cancer  or  received  all  or  part  of  their 
initial  treatment  at  either  of  the  two 
hospitals.  The  Cochran-Mantel- 
Haenszel  statistics  were  used  to  test 
for  trends  in  extent  of  disease. 

Results 

The  number  of  cases  in  the  registry 
increased  from  824  in  1983  and  851 
in  1987  to  975  in  1991.  The  10  pri- 
mary cancer  sites  along  with  the 
number  of  cases  of  each  site  are 
presented  in  Table  1 . Cases  from  the 
10  sites  represent  64%,  65%,  and  75% 
of  the  cases  in  1983,  1987  and  1991, 
respectively.  Nearly  all  sites  in  1991 
had  an  increase  in  the  number  of 
cases  from  earlier  years,  with  pros- 
tate and  breast  cancer  cases  experi- 
encing the  greatest  increase  from 
1983  through  1991. 

An  analysis  of  the  stage  of  dis- 
ease, by  General  Summary  Stage,  at 
diagnosis  was  undertaken  to  evalu- 
ate for  any  trends  for  the  10  major 
cancer  sites  (Figure).  The  percent- 
age of  new  cases  having  in  situ  or  lo- 
calized disease  increased  signifi- 
cantly from  35%  in  1983  to  48%  in 
1987  and  1991  (p<0.001).  Among  the 
major  sites,  breast  cancer  showed 
the  strongest  evidence  of  a trend  to- 
ward earlier  stage  at  diagnosis,  with 
44%  of  the  cases  representing  in  situ 
or  localized  disease  in  1983  com- 
pared to 61%  in  1991  (p<0.05).  Addi- 
tionally, the  percentage  of  breast 
cancer  cases  with  distant  disease  de- 
creased from  15%  to  9%  over  the 
same  period. 

Other  major  sites  in  which  trends 
were  observed  included:  lung,  tra- 
chea and  bronchus  cancers;  colon 
and  rectum  cancers;  and  prostate 
cancers.  A shift  toward  earlier  stage 
at  diagnosis  of  lung,  trachea  and 
bronchus  cancers  was  observed  be- 
tween 1983  and  1987,  stabilizing 
thereafter  (p<0.05).  The  percentage 
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of  colon  and  rectum  cancers  with  in 
situ  or  localized  disease  at  diagnosis 
rose  significantly  from  26%  in  1983 
to  44%  in  1991  (p<0.05).  Though  the 
number  of  prostate  cancers  doubled 
from  1983  through  1991,  the  per- 
centage with  distant  disease  de- 
creased from  18%  in  1983  to  8%  in 
1991. 

A more  detailed  analysis  of  fe- 
male breast  cancer  cases  was  per- 
formed for  the  same  period.  The  age 
distribution  of  patients  with  newly 
diagnosed  breast  cancer  was  similar 
in  1983, 1987,  and  1991,  with  40%  to 
50%  of  patients  between  the  ages  of 
50  and  69.  Few  patients  were  less 
than  age  40  or  greater  than  80.  The 
patients  of  black  and  other  non-white 
races  represented  20%  of  the  cases 
in  1991,  compared  to  14%  in  1983 
and  6%  in  1987. 

Analysis  of  breast  cancer  cases  by 
AJCC  staging  criteria  showed  a trend 
toward  earlier  stages  of  disease,  as 
noted  above,  with  the  percentage  of 
cases  with  stage  0 or  I increasing 
from  28%  in  1983  to  44%  in  1991 
(Table  2).  Indeed,  the  increase  in  the 
number  of  patients  with  stage  0 or  I 
disease  represented  70%  of  the  in- 
creased number  of  breast  cases  from 
1983  through  1991.  The  percentage 
of  patients  with  node-positive  dis- 
ease decreased  from  40%  in  1983  to 
32%  in  1991,  while  the  percentage 
with  unknown  node  involvement 
remained  approximately  23%.  AJCC 
stage  of  disease  was  associated  with 
race  (not  shown),  blacks  and  other 
non-white  races  more  frequently 
having  later  stages  of  disease  at 
diagnosis  (p=0.03),  but  did  not  cor- 
relate with  patient  age. 

Discussion 

Analysis  of  hospital  tumor  registry 
data  has  revealed  significant  trends 
in  the  stage  of  cancer  in  patients  at 
two  Medical  College  of  Wisconsin 
teaching  hospitals.  Our  analysis  has 
documented  a trend  toward  earlier 
stages  of  disease  for  major  sites  of 
cancer  including  cancers  of  the: 
breast;  lung,  trachea  and  bronchus; 


colon  and  rectum;  and  prostate. 
Other  reports  have  documented  such 
trends  in  cancer,  particularly  breast 
cancer,  attributing  the  increased 
percentage  of  early  stage  disease  to 
the  increased  usage  of  mammogra- 
phy in  Wisconsin.^8 

Other  screening  methods  likely 


to  influence  stage  of  cancers  at  diag- 
nosis include  PSA  testing  for  pros- 
tate cancer  and  sigmoidoscopy  for 
colorectal  cancer,  the  latter  having 
been  shown  to  decrease  colorectal 
cancer  mortality.2-910  Interestingly,  a 
trend  toward  earlier  stage  of  lung. 
Continued  on  page  211 


Table  1.— New  cancer  cases  of  major  sites. 


Primary  site 

1983 

No. 

% 

No. 

1987 

% 

No. 

1991 

% 

Lung,  trachea 
and  bronchus 

107 

13.0 

105 

12.3 

132 

13.5 

Breast  (female) 

72 

8.7 

109 

12.8 

116 

11.9 

Prostate 

55 

6.7 

43 

5.1 

110 

11.3' 

Colon  and  rectum 

69 

8.4 

59 

6.9 

66 

6.8 

Lymphoma 

35 

4.2 

36 

4.2 

66 

6.8 

Eye,  brain 

and  nervous  system+ 

40 

4.9 

52 

6.1 

55 

5.6 

Oral  cavity 
and  pharynx 

47 

5.7 

35 

4.1 

55 

5.6 

Kidney,  bladder 
and  other  urinary 

35 

4.2 

45 

5.3 

52 

5.3 

Blood  and 
bone  marrow 

38 

4.6 

30 

3.5 

39 

4.0 

Cervix  uteri 

29 

3.5 

42 

4.9 

36 

3.7 

Other  sites 

297 

36.0 

295 

34.7 

248 

25.4 

Totals 

824 

851 

975 

‘Increase  in  prostate  cancer  compared  to  both  1987  and  1983  (p<0.001). 
+Includes  nine,  19  and  20  eye  cancers  in  1983, 1987  and  1991,  respectively. 


Table  2.— New  female  breast  cancer  cases  by  AJCC  stage. 


Stage 

1983 

No. 

% 

1987 

No. 

% 

1991 

No. 

% 

0 

2 

3 

12 

11 

12 

10 

I 

18 

25 

39 

36 

39 

34 

II 

33 

46 

31 

28 

46 

40 

III 

8 

11 

17 

16 

9 

8 

IV 

11 

15 

10 

9 

10 

9 

Total 

72 

109 

116 
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FOR  THE  NASAL  AND 
NON-NASAL  SYMPTOMS 
OF  SEASONAL 
ALLERGIC  RHINITIS 


A 

Clear  Choice  In 
Antihistamine 
Therapy 


Clear  Benefits 
From  Start  To  Finish 


• Proven  efficacy 

• Nonsedating* 

The  incidence  of  sedation  with 
CLARITIN  Tablets  (8%)  was  sim 
to  that  of  placebo  (6%)  at  the 
recommended  dose. 


• Low  incidence  of  adverse  effects 


Once-a-day  dosing 


Rapid-actingf 


CLARITIN  Tablets  started  working 
in  some  patients  in  as  soon  as 
30  minutes ; 65%  of  patients 
experienced  relief  within  2 hours. ' 


In  controlled  clinical  trials  using  the  recommended  dose,  the 
incidence  of  headache  (12%),  somnolence  (8%),  fatigue  (4%), 
and  dry  mouth  (3%)  with  CLARITIN  Tablets  was  similar  to  that 
of  placebo  (11%,  6%,  3%,  and  2%,  respectively). 

• Over  1 billion  patient  days  of 
worldwide  experience 


* In  studies  with  CLARITIN  Tablets  at  doses  2 to  4 times  higher  than  the  recommended  dose 
of  10  mg,  a dose-related  increase  in  the  incidence  of  somnolence  was  observed. 

t Relief  began  in  13%  of  treated  patients  vs  4%  of  placebo-treated  patients  within 
30  minutes  IP-04).  At  2 hours,  48%  of  patients  receiving  placebo  experienced  relief. 
Distribution  of  onset  times  was  significantly  earlier  for  CLARITIN  Tablets  vs  placebo  (P-.03). 
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CLARITIN® 
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PRODUCT 

INFORMATION 


Long-Acting  Antihistamine 


DESCRIPTION  CLARITIN  Tablets  contain  10  mg  micronized  loratadine,  an 
antihistamine,  to  be  administered  orally.  They  also  contain  the  following 
inactive  ingredients:  corn  starch,  lactose,  and  magnesium  stearate. 

Loratadine  is  a white  to  off-white  powder  not  soluble  in  water,  but  very 
soluble  in  acetone,  alcohol,  and  chloroform.  It  has  a molecular  weight  of 
382.89,  and  empirical  formula  of  C^H^CIN^;  its  chemical  name  is  ethyl  4- 
(8-chloro-5,6-dihydro-11H-benzo[5,6]cyclohepta[1,2-6]pyridin-11-ylidene)- 
1 -piperidinecarboxylate  and  has  the  following  structural  formula: 

0*  ,0C2HS 

6 

CLINICAL  PHARMACOLOGY  Loratadine  is  a long-acting  tricyclic  antihista- 
mine with  selective  peripheral  histamine  H,-receptor  antagonistic  activity. 

Human  histamine  skin  wheal  studies  following  single  and  repeated  10  mg 
oral  doses  of  CLARITIN  Tablets  have  shown  that  the  drug  exhibits  an  anti- 
histaminic  effect  beginning  within  1 to  3 hours,  reaching  a maximum  at  8 to 
12  hours  and  lasting  in  excess  of  24  hours.  There  was  no  evidence  of  toler- 
ance to  this  effect  after  28  days  of  dosing  with  CLARITIN  Tablets. 

Pharmacokinetic  studies  following  single  and  multiple  oral  doses  of  lo- 
ratadine in  115  volunteers  showed  that  loratadine  is  rapidly  absorbed  and 
extensively  metabolized  to  an  active  metabolite  (descarboethoxyloratadine) 
The  specific  enzyme  systems  responsible  for  metabolism  have  not  been 
identified.  Approximately  80%  of  the  total  dose  administered  can  be  found 
equally  distributed  between  urine  and  feces  in  the  form  of  metabolic  prod- 
ucts after  10  days.  The  mean  elimination  half-lives  found  in  studies  in  nor- 
mal adult  subjects  (n  = 54)  were  8 4 hours  (range  = 3 to  20  hours)  for 
loratadine  and  28  hours  (range  = 8.8  to  92  hours)  for  the  major  active 
metabolite  (descarboethoxyloratadine).  In  nearly  all  patients,  exposure  (AUC) 
to  the  metabolite  is  greater  than  exposure  to  parent  loratadine. 

In  a study  involving  twelve  healthy  geriatric  subjects  (66  to  78  years  old), 
the  AUC  and  peak  plasma  levels  (Cmax)  of  both  loratadine  and  descarbo- 
ethoxyloratadine were  significantly  higher  (approximately  50%  increased) 
than  in  studies  of  younger  subjects.  The  mean  elimination  half-lives  for  the 
elderly  subjects  were  18.2  hours  (range  = 6.7  to  37  hours)  for  loratadine  and 
17.5  hours  (range  = 11  to  38  hours)  for  the  active  metabolite. 

Loratadine,  dosed  once  daily,  had  reached  steady-state  by  the  fifth  daily 
dose  The  pharmacokinetics  of  loratadine  and  descarboethoxyloratadine  are 
dose  independent  over  the  dose  range  of  10  to  40  mg  and  are  not  signifi- 
cantly altered  by  the  duration  of  treatment. 

In  the  clinical  efficacy  studies,  CLARITIN  Tablets  were  administered  be- 
fore meals.  In  a single-dose  study,  food  increased  the  AUC  of  loratadine  by 
approximately  40%  and  of  descarboethoxyloratadine  by  approximately  1 5%. 
The  time  to  peak  plasma  concentration  (Tmax)  of  loratadine  and  descarbo- 
ethoxyloratadine was  delayed  by  1 hour  with  a meal.  Although  these  differ- 
ences would  not  be  expected  to  be  clinically  important,  CLARITIN  Tablets 
should  be  administered  on  an  empty  stomach. 

In  patients  with  chronic  renal  impairment  (Creatinine  Clearance 
< 30  mL/min)  both  the  AUC  and  peak  plasma  levels  (Cmax)  increased  on 
average  by  approximately  73%  for  loratadine;  and  approximately  by  120% 
for  descarboethoxyloratadine,  compared  to  individuals  with  normal  renal 
function.  The  mean  elimination  half-lives  of  loratadine  (7.6  hours)  and 
descarboethoxyloratadine  (23.9  hours)  were  not  significantly  different  from 
that  observed  in  normal  subjects.  Hemodialysis  does  not  have  an  effect  on 
the  pharmacokinetics  of  loratadine  or  its  active  metabolite  (descarboethoxy- 
loratadine) in  subjects  with  chronic  renal  impairment. 

In  patients  with  chronic  alcoholic  liver  disease  the  AUC  and  peak  plasma 
levels  (Cmax)  of  loratadine  were  double  while  the  pharmacokinetic  profile  of 
the  active  metabolite  (descarboethoxyloratadine)  was  not  significantly 
changed  from  that  in  normals.  The  elimination  half-lives  for  loratadine  and 
descarboethoxyloratadine  were  24  hours  and  37  hours,  respectively  and 
increased  with  increasing  severity  of  liver  disease 

There  was  considerable  variability  in  the  pharmacokinetic  data  in  all  stud- 
ies of  CLARITIN  Tablets,  probably  due  to  the  extensive  first-pass  metabolism. 
Individual  histograms  of  area  under  the  curve,  clearance,  and  volume  of  dis- 
tribution showed  a log  normal  distribution  with  a 25-fold  range  in  distribu- 
tion in  healthy  subjects. 

Loratadine  is  about  97%  bound  to  plasma  proteins  at  the  expected  con- 
centrations (2.5  to  1 00  ng/mL)  after  a therapeutic  dose.  Loratadine  does  not 
affect  the  plasma  protein  binding  of  warfarin  and  digoxin.  The  metabolite 
descarboethoxyloratadine  is  73%  to  77%  bound  to  plasma  proteins  (at  0.5 
to  100  ng/mL). 

Whole  body  autoradiographic  studies  in  rats  and  monkeys,  radiolabeled 
tissue  distribution  studies  in  mice  and  rats,  and  in  vivo  radioligand  studies 
in  mice  have  shown  that  neither  loratadine  nor  its  metabolites  readily  cross 
the  blood-brain  barrier.  Radioligand  binding  studies  with  guinea  pig  pulmo- 
nary and  brain  H,-receptors  indicate  that  there  was  preferential  binding  to 
peripheral  versus  central  nervous  system  H,-receptors. 

Clinical  trials  of  CLARITIN  Tablets  involved  over  10,700  patients  who  re- 
ceived either  CLARITIN  Tablets  or  another  antihistamine  and/or  placebo  in 
double-blind  randomized  controlled  studies.  In  placebo-controlled  trials, 
10  mg  once  daily  of  CLARITIN  Tablets  was  superior  to  placebo  and  similar 
to  clemastine  (1  mg  BID)  or  terfenadine  (60  mg  BID)  in  effects  on  nasal  and 
non-nasal  symptoms  of  allergic  rhinitis.  In  these  studies,  somnolence  oc- 
curred less  frequently  with  CLARITIN  Tablets  than  with  clemastine  and  at 
about  the  same  frequency  as  terfenadine  or  placebo.  In  studies  with 
CLARITIN  Tablets  at  doses  2 to  4 times  higher  than  the  recommended  dose 


of  10  mg,  a dose-related  increase  in  the  incidence  of  somnolence  was 
observed  Therefore,  some  patients,  particularly  those  with  hepatic  or  renal 
impairment  and  the  elderly,  may  experience  somnolence. 

In  a study  in  which  CLARITIN  Tablets  were  administered  at  4 times  the 
clinical  dose  for  90  days,  no  clinically  significant  increase  in  the  QTc  was  seen 
on  ECGs 

INDICATIONS  AND  USAGE  CLARITIN  Tablets  are  indicated  for  the  relief  of 
nasal  and  non-nasal  symptoms  of  seasonal  allergic  rhinitis. 

CONTRAINDICATIONS  CLARITIN  Tablets  are  contraindicated  in  patients 
who  are  hypersensitive  to  this  medication  or  to  any  of  its  ingredients 

PRECAUTIONS  General:  Patients  with  liver  impairment  should  be  given  a 
lower  initial  dose  (10  mg  every  other  day)  because  they  have  reduced  clear- 
ance of  CLARITIN  Tablets. 

Drug  Interactions:  The  coadministration  of  a single  20  mg  dose  of 
CLARITIN  Tablets  (double  the  recommended  daily  dose)  and  a 200  mg  dose 
of  ketoconazole twice  daily  to  1 2 subjects  resulted  in  increased  plasma  con- 
centrations of  loratadine  (180%  increase  in  AUC)  and  its  active  metabolite, 
descarboethoxyloratadine  (56%  increase  in  AUC)  However,  no  related 
changes  were  noted  in  the  QTc  on  ECGs  taken  at  2, 6.  and  24  hours  after  the 
coadministration  of  loratadine  and  ketoconazole.  Also,  there  were  no  sig- 
nificant differences  in  clinical  adverse  events  between  CLARITIN  Tablet 
groups  with  or  without  ketoconazole. 

Other  drugs  known  to  inhibit  hepatic  metabolism  should  be  coadminis- 
tered with  caution  until  definitive  interaction  studies  can  be  completed  The 
number  of  subjects  who  concomitantly  received  macrolide  antibiotics,  cime- 
tidine,  ranitidine,  or  theophylline  along  with  CLARITIN  Tablets  in  controlled 
clinical  trials  is  too  small  to  rule  out  possible  drug-drug  interactions.  There 
does  not  appear  to  be  an  increase  in  adverse  events  in  subjects  who  received 
oral  contraceptives  and  CLARITIN  Tablets  compared  to  placebo 

Carcinogenesis.  Mutagenesis,  and  Impairment  of  Fertility:  In  an  18- 
month  oncogenicity  study  in  mice  and  a 2-year  study  in  rats,  loratadine  was 
administered  in  the  diet  at  doses  up  to  40  mg/kg  (mice)  and  25  mg/kg 
(rats).  In  the  carcinogenicity  studies,  pharmacokinetic  assessments  were 
carried  out  to  determine  animal  exposure  to  the  drug  AUC  data  demon- 
strated that  the  exposure  of  mice  given  40  mg/kg  of  loratadine  was  3.6 
(loratadine)  and  18  (active  metabolite)  times  higher  than  a human  given 
10  mg/day.  Exposure  of  rats  given  25  mg/kg  of  loratadine  was  28  (lorata- 
dine) and  67  (active  metabolite)  times  higher  than  a human  given  10  mg/day. 
Male  mice  given  40  mg/kg  had  a significantly  higher  incidence  of  hepato- 
cellular tumors  (combined  adenomas  and  carcinomas)  than  concurrent  con- 
trols. In  rats,  a significantly  higher  incidence  of  hepatocellular  tumors 
(combined  adenomas  and  carcinomas)  was  observed  in  males  given 
10  mg/kg  and  males  and  females  given  25  mg/kg.  The  clinical  significance 
of  these  findings  during  long-term  use  of  CLARITIN  Tablets  is  not  known. 

In  mutagenicity  studies,  there  was  no  evidence  of  mutagenic  potential  in 
reverse  (AMES)  or  forward  point  mutation  (CHO-HGPRT)  assays,  or  in  the 
assay  for  DNA  damage  (Rat  Primary  Hepatocyte  Unscheduled  DNA  Assay) 
or  in  two  assays  for  chromosomal  aberrations  (Human  Peripheral  Blood 
Lymphocyte  Clastogenesis  Assay  and  the  Mouse  Bone  Marrow  Erythrocyte 
Micronucleus  Assay).  In  the  Mouse  Lymphoma  Assay,  a positive  finding 
occurred  in  the  nonactivated  but  not  the  activated  phase  of  the  study 

Loratadine  administration  produced  hepatic  microsomal  enzyme  induc- 
tion in  the  mouse  at  40  mg/kg  and  rat  at  25  mg/kg,  but  not  at  lower  doses 

Decreased  fertility  in  male  rats,  shown  by  lower  female  conception  rates, 
occurred  at  approximately  64  mg/kg  and  was  reversible  with  cessation  of 
dosing.  Loratadine  had  no  effect  on  male  or  female  fertility  or  reproduction 
in  the  rat  at  doses  of  approximately  24  mg/kg. 

Pregnancy  Category  B:  There  was  no  evidence  of  animal  teratogenicity 
in  studies  performed  in  rats  and  rabbits  There  are,  however,  no  adequate 
and  well-controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  CLARITIN  Tablets 
should  be  used  during  pregnancy  only  if  clearly  needed 

Nursing  Mothers:  Loratadine  and  its  metabolite,  descarboethoxylorata- 
dine. pass  easily  into  breast  milk  and  achieve  concentrations  that  are  equiv- 
alent to  plasma  levels  with  an  AUC^/AUC,^  ratio  of  1.17  and  0 85  for  the 
parent  and  active  metabolite,  respectively.  Following  a single  oral  dose  of 
40  mg,  a small  amount  of  loratadine  and  metabolite  was  excreted  into  the 
breast  milk  (approximately  0.03%  of  40  mg  over  48  hours).  A decision 
should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother.  Caution  should 
be  exercised  when  CLARITIN  Tablets  are  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  below  the  age  of  12 
years  have  not  been  established 

ADVERSE  REACTIONS  Approximately  90,000  patients  received  CLARITIN 
Tablets  10  mg  once  daily  in  controlled  and  uncontrolled  studies.  Placebo- 
controlled  clinical  trials  at  the  recommended  dose  of  1 0 mg  once  a day  var- 
ied from  2 weeks'  to  6 months'  duration.  The  rate  of  premature  withdrawal 
from  these  trials  was  approximately  2%  in  both  the  treated  and  placebo 
groups. 


REPORTED  ADVERSE  EVENTS  WITH  AN  INCIDENCE  OF  MORE  THAN  2% 
IN  PLACEBO-CONTROLLED  ALLERGIC  RHINITIS  CLINICAL  TRIALS 
PERCENT  OF  PATIENTS  REPORTING 


LORATADINE 

10  mg  QD 
n = 1926 

PLACEBO 

n = 2545 

CLEMASTINE 

1 mg  BID 
n = 536 

TERFENADINE 

60  mg  BID 
n = 684 

Headache 

12 

11 

8 

8 

Somnolence 

8 

6 

22 

9 

Fatigue 

4 

3 

10 

2 

Dry  Mouth 

3 

2 

4 

3 

Adverse  event  rates  did  not  appear  to  differ  significantly  based  on  age,  se» 
or  race,  although  the  number  of  non-white  subjects  was  relatively  small. 

In  addition  to  those  adverse  events  reported  above,  the  following  adverse 
events  have  been  reported  in  2%  or  fewer  patients. 

Autonomic  Nervous  System  Altered  salivation,  increased  sweating 
altered  lacrimation.  hypoesthesia.  impotence,  thirst,  flushing 

Body  As  A Whole  Conjunctivitis,  blurred  vision,  earache,  eye  pain, 
tinnitus,  asthenia,  weight  gain,  back  pain,  leg  cramps,  malaise,  chest  pain, 
rigors,  fever,  aggravated  allergy,  upper  respiratory  infection,  angioneurotic 
edema 

Cardiovascular  System  Hypotension,  hypertension,  palpitations,  syn- 
cope, tachycardia. 

Central  and  Peripheral  Nervous  System  Hyperkinesia,  blepharospasm, 
paresthesia,  dizziness,  migraine,  tremor,  vertigo,  dysphonia. 

Gastrointestinal  System  Abdominal  distress,  nausea,  vomiting,  flatu- 
lence. gastritis,  constipation,  diarrhea,  altered  taste,  increased  appetite, 
anorexia,  dyspepsia,  stomatitis,  toothache 

Musculoskeletal  System  Arthralgia,  myalgia. 

Psychiatric  Anxiety,  depression,  agitation,  insomnia,  paromria,  amnesia, 
impaired  concentration,  contusion,  decreased  libido,  nervousness. 

Reproductive  System  Breast  pain,  menorrhagia,  dysmenorrhea,  vaginitis. 

Respiratory  System  Nasal  dryness,  epistaxis,  pharyngitis,  dyspnea, 
nasal  congestion,  coughing,  rhinitis,  hemoptysis,  sinusitis,  sneezing,  bron- 
chospasm.  bronchitis,  laryngitis. 

Skin  and  Appendages  Dermatitis,  dry  hair,  dry  skin,  urticaria,  rash,  pru- 
ritus, photosensitivity  reaction,  purpura. 

Urinary  System  Urinary  discoloration,  altered  micturition. 

In  addition,  the  following  spontaneous  adverse  events  have  been  reported 
rarely  during  the  marketing  of  loratadine  peripheral  edema;  abnormal  he- 
patic function,  including  iaundice,  hepatitis,  and  hepatic  necrosis,  alopecia, 
seizures;  breast  enlargement;  erythema  multiforme;  and  anaphylaxis. 

DRUG  ABUSE  AND  DEPENDENCE  There  is  no  information  to  indicate  that 
abuse  or  dependency  occurs  with  CLARITIN  Tablets. 

OVERDOSAGE  Somnolence,  tachycardia,  and  headache  have  been  re- 
ported with  overdoses  greater  than  10  mg  (40  to  180  mg).  In  the  event  of 
overdosage,  general  symptomatic  and  supportive  measures  should  be 
instituted  promptly  and  maintained  for  as  long  as  necessary. 

Treatment  of  overdosage  would  reasonably  consist  of  emesis  (ipecac 
syrup),  except  in  patients  with  impaired  consciousness,  followed  by  the  ad- 
ministration of  activated  charcoal  to  absorb  any  remaining  drug.  If  vomiting 
is  unsuccessful,  or  contraindicated,  gastric  lavage  should  be  performed 
with  normal  saline  Saline  cathartics  may  also  be  of  value  for  rapid  dilution 
of  bowel  contents.  Loratadine  is  not  eliminated  by  hemodialysis.  It  is  not 
known  if  loratadine  is  eliminated  by  peritoneal  dialysis. 

Oral  LDW  values  for  loratadine  were  greater  than  5000  mg/kg  in  rats  and 
mice.  Doses  as  high  as  10  times  the  recommended  clinical  doses  showed 
no  effects  in  rats,  mice,  and  monkeys. 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  12  years  of  age  and 
over:  One  10  mg  tablet  daily  on  an  empty  stomach. 

In  patients  with  liver  failure,  10  mg  every  other  day  should  be  the  start- 
ing dose. 

HOW  SUPPLIED  CLARITIN  Tablets,  10  mg,  white  to  off-white  compressed 
tablets;  impressed  with  the  product  identification  number  "458"  on  one 
side;  and  "CLARITIN  10"  on  the  other;  high  density  polyethylene  plastic  bot- 
tles of  100  (NDC  0085-0458-03).  Also  available,  CLARITIN  Unit-of-Use  pack- 
ages of  14  tablets  (7  tablets  per  blister  card)  (NDC  0085-0458-01)  and  30 
tablets  (10  tablets  per  blister  card)  (NDC  0085-0458-05),  and  10  x 10  tablet 
Unit  Dose-Hospital  Pack  (NDC  0085-0458-04) 

Protect  Unit-ol-Use  packaging  and  Unit  Dose-Hospital  Pack  from 
excessive  moisture.  Store  between  2'  and  30*C  (36*  and  86*F). 
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Fig. — Stage  of  cancer  of  major  sites.  The  extent  of  disease  of  patients  as  staged  by  the 
General  Summary  Staging  System  is  presented  for  the  10  major  sites  of  cancer.  Tlie 
length  of  the  bar  represents  the  total  number  of  cases  of  cancer  per  year  for  each  site.  The 
stage  of  disease  is  represented  by  the  differently  shaded  sections  of  the  bar  in  proportion  to 
the  number  of  respective  cases. 


Continued  from  page  208 
trachea  and  bronchus  cancers  was 
noted  in  our  analysis,  but  no  screen- 
ing program  currently  exists  for  such 
tumors. 

A more  detailed  analysis  of  breast 
cancer  cases  revealed  an  overall 
increase  in  the  number  of  black  or 
other  patients  of  non-white  races. 
These  patients  more  frequently  had 
later  stages  of  disease  at  diagnosis,  a 
correlation  similarly  noted  in  other 
studies.11  The  apparent  association 
between  race  and  stage  may,  how- 
ever, more  properly  reflect  a corre- 
lation between  socioeconomic  status, 
rather  than  race,  and  stage  of  dis- 
ease, as  has  been  suggested  by  oth- 
ers.12 

The  trends  in  stage  of  cancer  in 
our  data  correlate  well  with  those  of 
Wisconsin,  but  not  as  well  with 
national  trends.  For  example,  a trend 
toward  earlier  stage  for  colon  and 
rectum  cancers  was  noted  for  both 
our  data  and  that  of  Wisconsin,  but 
not  for  national  data  as  reported  in 
the  National  Cancer  Data  Base.1314 
Therefore,  analyses  of  local  and 
regional  data  rather  than  national 
data  may  better  reflect  local  patient 
and  physician  education  programs 
as  well  as  local  practice  patterns,  in- 
cluding the  use  and  effectiveness  of 
screening  programs. 

Knowledge  of  changing  patterns 
of  cancer  stage  of  patients  treated  at 
a health  care  facility  may  allow  that 
facility  to  adapt  more  readily  to 
patient  care  requirements.  Hospi- 
tals that  operate  a tumor  registry 
may  find,  as  we  have  demonstrated 
in  our  report,  that  their  registry  is  an 
important  resource  for  such  infor- 
mation. For  example,  the  trend 
toward  earlier  stage  of  breast  can- 
cer, often  first  seen  as  nonpalpable 
tumors,  mandates  changes  in  diag- 
nostic procedures  from  a standard 
open  biopsy  technique  used  for 
palpable  lesions  to  mammographic- 
or  ultrasound-guided  biopsies. 
Therefore,  a more  appropriate  and 
efficient  use  of  local  hospital  re- 
sources for  cancer  care  may  result 

Wisconsin  Medical  Journal  • May  1994 


from  changes  implemented  follow- 
ing review  of  tumor  registry  data. 
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Unusual  complication  of  coumadin  toxicity 

Prakash  Shah,  MD,  PhD;  William  Kraklow,  MD;  and  Geoffrey  Lamb,  MD,  Milwaukee 


Coumadin  is  a coumarin  anticoagulant  that  induces  a state  similar  to 
vitamin  K deficiency  and  is  routinely  used  for  chronic  oral  anticoagula- 
tion. Intramural  hematoma  of  the  bowel  is  a rare  complication  of  antico- 
agulant therapy.  In  this  paper,  we  describe  such  a case  of  an  anticoagu- 
lated patient  who  had  complaints  of  abdominal  pain  and  who  had  inad- 
vertently been  taking  higher  dose  of  coumadin.  Although  the  diagnosis 
can  usually  be  made  by  history  and  plain  abdominal  x-ray,  we  report 
here  some  radiographic  signs  that  can  be  seen  on  a CT-scan  of  the  abdo- 
men and  are  relatively  specific  for  this  diagnosis.  We  stress  the  impor- 
tance of  recognizing  the  disorder  because  the  management  is  conservative 
and  surgery  is  reserved  for  cases  in  which  no  improvement  is  seen.  Wis 
Med  J.1994;93(5):212-214. 


Coumadin  is  a coumarin  antico- 
agulant that  interferes  with 
hepatic  vitamin  K dependent  car- 
boxylation  of  factors  II,  VII,  IX,  and 
X the  anticoagulant  proteins  C and 
S.1  Oral  anticoagulants  are  com- 
monly used  in  patients  who  have 
pulmonary  embolism,  deep  venous 
thrombosis,  prosthetic  heart  valves, 
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or  persistent  atrial  fibrillation.2  Al- 
though the  most  common  complica- 
tion of  coumadin  toxicity  is  bleed- 
ing, other  rare  causes  include  necro- 
sis of  the  skin,  alopecia,  "purple  toes" 
secondary  to  systemic  cholesterol 
embolization,  and  intramural  he- 
matoma resulting  in  either  partial 
or  total  small  bowel  obstruction.2 
Because  of  the  increasing  frequency 
of  coumadin  use  and  the  implica- 
tions for  the  primary  care  physician, 
we  discuss  the  etiology,  clinical 
signs,  diagnosis,  and  management 
of  intramural  hematoma. 

Case  report 

A 59-year-old  woman,  complaining 
about  abdominal  pain,  nausea,  and 


vomiting  was  brought  to  the  emer- 
gency room.  Her  abdominal  pain 
was  located  in  the  left  upper  quad- 
rant and  in  the  epigastric  region. 
The  pain  was  described  as  being 
constant  and  was  not  affected  by 
eating.  She  had  six  episodes  of  emesis 
prior  to  her  admission  and  an  epi- 
sode of  hematemesis  in  the  emer- 
gency room. 

The  patient's  medical  history  was 
significant  for  recurrent  pulmonary 
emboli.  For  this  condition  the  pa- 
tient had  been  advised  to  take  5 mg 
of  coumadin  per  day.  This  dose  was 
therapeutic  for  her.  She  had,  how- 
ever, inadvertently  been  taking  10 
mg  per  day  for  about  10  days  prior 
to  her  admission.  The  patient  had 
no  history  of  peptic  ulcer  disease  or 
surgeries.  Her  other  medication 
included  captopril  and  clonidine  for 
hypertension. 

The  patient's  vital  signs  on  ad- 
mission were  a temperature  of  99.8°, 
BP  170/100,  respiratory  rate  of  20, 
and  a pulse  of  100.  The  physical 
examination  was  significant  for  a 
left  subconjunctival  hemorrhage. 
The  cardiac  examination  revealed  a 
palpable  right  ventricular  heave  and 
systolic  murmur  that  was  consistent 
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Fig  1.--A  plain  abdominal  film  at  the  time  of  Fig  2.--CT  scan  of  the  abdomen  showing  the  thickened  bowel  wall, 
admission  revealing  the  " thick  bowel  sign." 


Fig  3.—  CT  scan  showing  the  " coiled  spring  sign. 


Fig  4.—  CT-scan  at  the  level  of  the  kidney  showing  the 
"pseudokidney  sign." 


with  tricuspid  insufficiency.  The 
abdomen  was  soft,  had  hypoactive 
bowel  sounds,  and  was  tender  in  the 
left  upper  quadrant  and  epigastric 
region.  There  was  no  rebound  ten- 
derness noted.  Significant  labora- 
tory data  included  a prothrombin 
time  (PT)  50.2  seconds  (NL  11.1-12.7 
sec)  and  a lipase  of  261u/ dL  (NL45- 
200  u/dL). 

An  abdominal  series  was  ob- 
tained and  this  revealed  an  abnor- 
mal loop  of  gas-filled  proximal  small 
bowel  with  thickened  wall  (Fig  1).  A 
CT  scan  of  the  abdomen  showed  an 
abnormal  thickening  of  the  bowel 


wall  of  the  proximal  small  intestine 
(Fig  2),  a "coiled  spring  sign"  (Fig  3), 
and  a "pseudo  kidney  sign"  (Fig  4). 
The  liver,  spleen,  kidneys  and  adre- 
nals were  normal.  The  gallbladder 
contained  multiple  stones  but  there 
was  no  biliary  dilatation. 

The  partial  small  bowel  obstruc- 
tion was  conservatively  managed 
with  parenteral  fluids,  nasogastric 
decompression  and  careful  obser- 
vation. The  anticoagulant  effects  of 
coumadin  were  reversed  with  infu- 
sion of  fresh  frozen  plasma  and  vita- 
min K.  The  PT  decreased  to  21.8 
seconds  within  24  hours  and  to  14.7 


seconds  wdthin  72  hours  of  admis- 
sion. The  patient's  nausea,  vomiting 
and  abdominal  pain  resolved  and 
she  was  started  on  a general  diet. 
Abdominal  x-rays  were  repeated 
and  showed  no  evidence  of  small 
bowel  obstruction.  Coumadin  was 
stopped  and  a Greenfield  filter  was 
placed  in  the  inferior  vena  cava. 

Discussion 

Intramural  hematomas  of  the 
small  intestine  are  very  rare  with 
fewer  than  300  cases  reported.4  The 
majority  of  these  cases  are  due  to  ab- 
dominal trauma  with  anticoagula- 
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tion  accounting  for  approximately 
33%  of  the  cases.4  The  incidence  in 
men  is  fourfold  higher  than  women.4 
The  most  common  site  of  hemor- 
rhage is  localized  to  the  duodenum 
and  proximal  jejunum.  This  is  due 
to  the  fact  that  the  duodenum  is 
fixed  on  a shortened  mesentery,  has 
a double  vascular  plexus  and  the 
submucosa  lacks  a circumferential 
serosal  layer. 

The  most  common  symptoms  in 
these  patients  are  nausea,  vomiting, 
and  abdominal  pain,  although  50% 
of  the  patients  are  initially  asympto- 
matic.4"6 Thirty  percent  of  the  pa- 
tients have  an  associated  gastroin- 
testinal hemorrhage  although  ma- 
jor bleeding  is  rare.4  On  physical 
examination,  there  is  usually  marked 
diffuse  tenderness  of  the  abdomen 
with  bowel  sounds  being  present. 
Rigidity  of  the  abdomen  is  rarely 
seen.  Laboratory  findings  include 
leukocytosis  in  about  70%  of  the 
patients  and  anemia  in  23%.  Ap- 
proximately 16%  of  the  patients  have 
an  elevated  amylase.4 

The  diagnosis  of  intramural 
hematoma  is  greatly  aided  with 
radiographic  studies.  A plain  ab- 
dominal x-ray  can  demonstrate  a 
pattern  consistent  with  obstruction. 
Usually  a "thick  bowel  sign"  is  seen 
which  is  demonstrated  by  the  pres- 
ence of  gas  in  a greatly  narrowed 
bowel  lumen.7  This  sign  is  not  pa- 
thognomonic for  intramural  he- 
matoma and  can  be  seen  in  tubercu- 


losis, lymphoma,  and  regional  en- 
teritis involving  the  jejunum  or  il- 
eum. A CT  scan  of  the  abdomen 
reveals  two  additional  signs  com- 
monly seen  in  intramural  hematoma. 
The  first  is  the  "coiled  spring  sign"8 
and  the  second  is  called  a "pseu- 
dokidney sign"  because  of  its  re- 
semblance to  kidney  on  a CT  scan.3 
Both  of  these  signs  are  due  to  the 
infiltration  of  blood  or  edema  into 
the  valvulae  conniventes  resulting 
in  their  crowding  distal  to  the  he- 
matoma.7 While  these  signs  are  not 
pathognomonic,  in  the  right  clinical 
context  they  have  high  diagnostic 
accuracy.  Another  advantage  of  the 
CT  scan  is  the  ability  to  reveal  any 
intraperitoneal  bleeding.9 

The  treatment  of  intramural 
hematomas  is  conservative  and 
involves  reversing  the  clotting  dis- 
order with  vitamin  K and  infusion 
of  fresh  frozen  plasma.  Patients  are 
also  given  parenteral  fluids  and  a 
nasogastric  tube  is  used  for  decom- 
pression. Conservative  treatment  is 
continued  for  at  least  7 days  and  if 
there  is  no  improvement,  surgery 
should  be  considered.5  Surgery  is 
usually  indicated  in  cases  where  the 
viability  of  the  bowel  wall  is  ques- 
tionable or  patient  has  persistent 
worsening  symptoms  of  obstruc- 
tion.5 The  diagnosis  of  intramural 
hematoma  is  made  with  a noninva- 
sive  test  such  as  the  CT  scan.  This 
paper  indicates  the  importance  of 
recognizing  intramural  hematomas 


a s a potential  complication  of 
coumadin  toxicity  since  the  primary 
treatment  is  medical  and  will  save 
the  patient  unnecessary  surgery. 
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...a  promise  to 
defend ... 

m 1 1 

HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  1 2 months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

r*  lyml IM  MJill  / / J \ 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1 899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 


FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1 -800-344-1 899. 
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At  hast  one-third  of  ait  breast  cancer  patients  could  haw 

LUMPECTOMY  FOLLOWED  BY  RADIATION  THERAPY 


nnhe  American  Cancer  Society,  the  American 
College  of  Surgeons  and  the  American 
A College  of  Radiology  have  agreed  that 
women  whose  early  breast  cancer  was  detected 
by  mammography  are  candidates  for  breast- 
saving  treatment.  This  treatment  consists  of 
lumpectomy  with  axillary  node  sampling 
followed  by  radiation  therapy  to  the  breast. 
According  to  new  standards,  women  with  small 
lumps,  those  with  tumors  as  large  as  two  inches, 
and  even  some  women  with  positive  nodes  may 
he  candidates  for  this  treatment. 


The  purpose  of  the  breast-conserving  treatment 
is  to  treat  these  patients  adequately  hut  with  a 
good  cosmetic  result.  Stage  tor  stage,  patients 
treated  in  this  manner  have  the  same  longevity 
and  the  same  freedom  from  local  recurrence  as 
those  treated  with  mastectomy. 

For  copies  of  the  standards  please  contact 
Keri  Sperry,  American  College  of  Radiology, 
1891  Preston  White  Drive,  Reston,  VA  22091. 
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Public  health 

Regional  differences  in  smoking  rates  among  women 
giving  birth  in  Wisconsin,  1990-1992 

Darren  Bush,  MA;  Susan  Latton;  Susan  Uttech,  MS,  CHES;  Richard  Aronson,  MD,  and  Patrick  L.  Remington,  MD, 
MPH,  Madison 


Numerous  studies  have  shown 
that  smoking  in  pregnancy  is 
harmful  to  the  fetus.1  In  fact,  a recent 
report  suggests  that  smoking  ciga- 
rettes may  do  more  harm  to  the  de- 
veloping fetus  than  ingesting  co- 
caine.2 Maternal  tobacco  consump- 
tion has  been  demonstrated  to  lead 
to  reductions  in  birth  weight  by  150 
g to  250  g.  Women  who  smoke  dur- 
ing pregnancy  also  show  significant 
increases  in  spontaneous  abortion, 
complications  involving  the  pla- 
centa, and  pre-term  delivery.  This 
distress  to  both  mother  and  fetus, 
combined  with  an  economic  cost  of 
more  than  $60  million  a year  in  Wis- 
consin alone,  demonstrate  the  seri- 
ousness of  maternal  tobacco  con- 
sumption.3 

In  1989,  the  Wisconsin  birth  cer- 
tificate was  modified  to  include  the 
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smoking  status  of  the  mother.  In  this 
report,  we  analyzed  these  data  for 
1990  to  1992  by  county.  This  infor- 
mation can  be  used  to  identify  areas 
of  the  state  with  high  rates  of  smok- 
ing in  need  of  targeted  programs. 

Methods 

The  data  were  collected  from  the 
birth  certificate  database  within  the 
Wisconsin  vital  registration  system. 
The  question  asked  on  the  birth 
certificate  was  simply  whether  the 
mother  smoked  cigarettes  during  her 
pregnancy.  Data  were  extracted  for 
the  years  1990  to  1992. 

Results 

Between  1990  and  1992, 22.4%  of  the 
214,763  women  who  gave  birth 
reported  smoking  cigarettes.  The 
percent  of  women  who  smoke  de- 
clined slightly  from  22.9%  in  1990  to 
22.6%  in  1991  and  21.7%  in  1992. 
There  is  a strong  relationship  be- 
tween region  and  smoking  status 
during  pregnancy  (see  table  and 
figure).  Northern  counties  show  the 
highest  percentages  of  pregnant 
women  smokers,  far  above  the  state 
average  of  22.4%.  By  contrast,  south- 
ern counties  show  levels  below  the 
state  average. 


Discussion 

These  data  demonstrate  regional 
differences  in  smoking  among 
women  giving  birth  in  Wisconsin. 
These  differences  may  result  from 
differences  in  the  age  and  socioeco- 
nomic factors  of  women  giving  birth 
in  these  counties.  For  example,  smok- 
ing rates  are  higher  among  women 
with  lower  education  levels.4  In 
addition,  a previous  study  published 
in  the  Wisconsin  Medical  Journal 
showed  that  smoking  rates  were 
higher  among  younger  women  (31  % 
of  women  ages  18-24  years  were 
smokers  compared  to  15%  of  women 
ages  35-44). 3 

Data  from  the  Wisconsin  Behav- 
ioral Risk  Factor  Telephone  Surveys 
have  shown  that  smoking  rates  are 
higher  in  the  northern,  northeast- 
ern, and  southeastern  parts  of  the 
state  (28%,  29%,  and  28%  respec- 
tively) (Wisconsin  Division  of 
Health,  unpublished  data).  In  con- 
trast, smoking  rates  in  the  southern 
and  western  regions  are  lower  (26% 
and  20%  respectively).  Thus,  the 
higher  smoking  rates  among  women 
in  the  northern  part  of  the  state  may 
reflect  higher  overall  smoking  rates 
in  the  general  population  in  these 
Continued  on  next  page 
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Continued  from  preceding  page 
counties. 

Reducing  smoking  rates  among 
women  of  reproductive  age  will  not 
be  easy.  Women  continue  to  be  a 
primary  target  of  tobacco  advertis- 
ing, and  while  smoking  rates  in  most 
populations  are  declining,  the  rate 
among  women  of  reproductive  age 
is  not.  One  recent  study  showed  an 
increase  in  the  smoking  initiation 
rate  in  women  under  18  following 
the  launching  of  an  advertising 
campaign  directed  specifically  at 
young  women.  This  rate  increase 
was  particularly  marked  in  women 
of  this  age  group  who  had  never 
attended  college.5 

Physicians  and  other  health  care 
providers  should  use  the  many 
opportunities  that  routine  prenatal 
care  affords,  to  assist  women  in  their 
efforts  to  quit  smoking.  For  low- 
income  women,  prenatal  care  coor- 
dination is  now  a reimbursable 
Medical  Assistance  benefit,  provid- 
ing pregnant  women  access  to  115 
certified  prenatal  care  coordination 
providers  in  66  counties  across 
Wisconsin.  In  addition,  regional 
seminars  are  being  held  this  month 
throughout  the  state  to  support 
smoking  cessation  skills  among 
prenatal  care  providers. 

The  Public  Health  Agenda  for 
Wisconsin  has  establish  an  objective 
for  the  year  2000  to  reduce  the  smok- 
ing rate  among  pregnant  women  to 
10%.  Currently,  no  county  has  a 
smoking  rate  lower  than  10%.  As- 
suming that  the  smoking  rate  con- 
tinues to  decline  as  it  did  from  1990 
to  1992,  the  smoking  rate  would  be 
about  17%  by  the  year  2000.  If  Wis- 
consin is  to  meet  the  objective  of 
10%,  greater  attention  needs  to  be 
directed  toward  helping  women 
who  are  pregnant  quit  smoking. 
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Total 

Percent 

Total 

Percent 

County 

Births 

Smokers  Rank 

County 

Births 

Smokers 

Rank 

Adams 

526 

36% 

4 

Marathon 

5,000 

17% 

68 

Ashland 

600 

33% 

9 

Marinette 

1,367 

27% 

21 

Barron 

1,684 

25% 

31 

Marquette 

422 

29% 

14 

Bayfield 

484 

32% 

10 

Menominee 

371 

45% 

1 

Brown 

9,251 

22% 

43 

Milwaukee 

50,218 

25% 

34 

Buffalo 

500 

17% 

66 

Monroe 

1,723 

28% 

19 

Burnett 

441 

34% 

8 

Oconto 

1,172 

27% 

23 

Calumet 

1,492 

17% 

67 

Oneida 

1,112 

26% 

26 

Chippewa 

2,090 

25% 

30 

Outagamie 

6,756 

15% 

71 

Clark 

1,298 

20% 

53 

Ozaukee 

2,859 

13% 

73 

Columbia 

1,798 

24% 

36 

Pepin 

270 

21% 

51 

Crawford 

639 

23% 

38 

Pierce 

1,276 

19% 

61 

Dane 

15,730 

16% 

69 

Polk 

1,437 

28% 

18 

Dodge 

2,917 

22% 

45 

Portage 

2,567 

18% 

64 

Door 

945 

20% 

57 

Price 

567 

25% 

29 

Douglas 

1,473 

29% 

13 

Racine 

8,074 

26% 

27 

Dunn 

1,263 

20% 

55 

Richland 

633 

20% 

56 

Eau  Claire 

3,527 

21% 

50 

Rock 

6,424 

29% 

17 

Florence 

127 

34% 

7 

Rusk 

599 

25% 

33 

Fond  du  Lac 

3,708 

22% 

47 

Sauk 

1,929 

25% 

28 

Forest 

402 

35% 

5 

Sawyer 

536 

42% 

2 

Grant 

1,860 

24% 

37 

Shawano 

1,486 

22% 

46 

Green 

1,253 

20% 

58 

Sheboygan 

4,112 

21% 

48 

Green  Lake 

655 

20% 

52 

St  Croix 

2,428 

18% 

63 

Iowa 

899 

20% 

54 

Taylor 

795 

19% 

60 

Iron 

186 

34% 

6 

Trempeleau 

1,092 

25% 

35 

Jackson 

651 

29% 

15 

Vernon 

971 

19% 

59 

Jefferson 

2,566 

25% 

32 

Vilas 

613 

37% 

3 

Juneau 

889 

31% 

11 

Walworth 

2,908 

23% 

39 

Kenosha 

6,331 

29% 

16 

Washburn 

460 

26% 

24 

Kewaunee 

681 

16% 

70 

Washington 

4,163 

18% 

62 

La  Crosse 

4,202 

21% 

49 

Waukesha 

12,123 

15% 

72 

Lafayette 

680 

17% 

65 

Waupaca 

1,968 

27% 

22 

Langlade 

739 

30% 

12 

Waushara 

721 

28% 

20 

Lincoln 

1,033 

26% 

25 

Winnebago 

5,799 

22% 

44 

Manitowoc 

3,137 

23% 

41 

Wood 

3,130 

23% 

40 

218 


Wisconsin  Medical  Journal  • May  1994 


Wisconsin  peer  review 

The  health  care  quality  improvement  program 


Jay  A.  Gold,  MD,  JD,  and  Barbara  D.  Heuer,  RN,  Madison 

Starting  in  1993,  a nationwide  shift  has  taken 
place  in  peer  review.  The  health  care  quality 
improvement  program  (HCQIP)  constitutes  a new 
model  for  quality  oversight  of  clinical  decisionmak- 
ing.1 

Peer  review,  as  it  has  been  conducted  by  PSROs 
and  PROs  since  the  1970s,  essentially  has  followed 
what  might  be  called  a "traffic-cop"  model.  Just  as  a 
traffic  cop  will  pull  a speeding  driver  over  and  give 
him  a ticket,  peer  review  organizations  looked  for 
medical  actions  that  failed  to  measure  up  to  an 
adequate  level,  and  meted  out  such  sanctions  as 
were  felt  appropriate. 

In  1990,  the  Institute  of  Medicine  issued  a report 
on  medical  peer  review.2  The  institute  found  two 
problems  with  the  traditional  approach  to  peer  re- 
view. First,  there  was  no  evidence  that  health  care  as 
a whole  was  being  improved  by  the  process— that  is, 
that  better  medicine  was  being  practiced  than  would 
have  been  the  case  without  the  program.  Second,  the 
medical  community  had  developed  enormous  dis- 
trust, and  occasionally  outright  hostility,  toward 
peer  review  organizations  and  the  peer  review  proc- 
ess. 

The  institute  recommended  that  a new  approach 
be  adopted,  an  approach  in  which  peer  review  would 
implement  the  principles  of  continuous  quality  im- 
provement (CQI)  associated  in  the  industrial  sphere 
with  the  work  of  W.  Edwards  Deming.3  (These  prin- 
ciples also  have  been  called  total  quality  manage- 
ment [TQM]  and  industrial  quality  management 
science  [IQMS] .)  This  recommendation  was  adopted 
by  the  Department  of  Health  and  Human  Services. 

HCQIP— which  embodies  the  recommendation— 
was  promulgated  by  the  Health  Care  Financing 
Administration  and  implemented  by  all  peer  review 
organizations  in  1993. 

Principles  of  HCQIP 

The  principles  of  continuous  quality  improvement, 
on  which  HCQIP  is  based,  include  the  following: 


Dr  Gold  is  the  principal  clinical  coordinator  for  WIPRO. 
Heuer  is  the  director  of  review  for  WIPRO.  Reprint  re- 
quests to:  Jay  Gold,  MD,  JD,  WIPRO,  2909  Landmark  Place, 
Madison,  WI  53713.  Copyright  1994  by  the  State  Medical 
Society  of  Wisconsin. 


• Consensus.  In  general,  this  is  established  in  medi- 
cine by  the  existence  of  accepted  clinical  standards. 

• Cooperation.  WIPRO  will  work  cooperatively  with 
both  the  medical  community  and  the  federal  gov- 
ernment to  improve  care. 

• Team  approach. 

• Physician  involvement.  This  is  essential  if  care  is  to 
be  improved,  as  it  is  the  physician  who  renders 
that  care. 

• Pattern  identification.  Studies  will  be  done  to  deter- 
mine patterns  of  care  and  discover  variations. 

• Benchmarking.  Facilities  whose  practice  is  signifi- 
cantly above  the  norm  will  be  identified,  and  other 
facilities  will  be  encouraged  to  move  in  that  direc- 
tion. 

• Improvement  of  care. 

Continued  on  next  page 


SURGEONS:  COULD  YOU 
USE  AN  EXTRA  $9,000? 

If  you’re  a resident  in  surgery,  the  Army  Reserve  will 
pay  you  a yearly  stipend  which  could  total  in  excess  of 
$9,000  in  the  Army  Reserve’s  Specialized  Training 

Assistance  Program 
(STRAP). 

You  will  have 
opportunities  to  contin- 
ue your  education  and 
attend  conferences, 
and  we  will  be  flexible 
about  scheduling  the 
time  you  serve.  Your 
immediate  commitment  could  be  as  little  as  two  weeks  a 
year,  with  a small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a minimum 
amount  of  service.  Find  out  more  by  contacting  an  Army 
Reserve  Medical  Counselor.  Just  call: 

CALL  COLLECT  MAJ.  RUSS  FLEMMING 
414-771-5438 

ARMY  RESERVE  MEDICINE. 

BE  ALL  YOU  CAN  BE.® 
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Continued  from  preceding  page 
Medical  review  under  HCQIP 
Medical  peer  review,  along  with  statistical  analysis, 
will  be  used  to  identify  patterns  of  care  and  out- 
comes. With  few  exceptions,  HCFA  will  select  rec- 
ords for  PRO  case  review.  These  selections  will  pro- 
duce a national  review  level  equal  to  about  12%  of  all 
Medicare  inpatient  hospital  discharges  and  5%  of  all 
claims  specified  for  ambulatory  surgery  review.  The 
12%  inpatient  hospital  category  consists  of  the  fol- 
lowing: 

• 4%  Cooperative  Cardiovascular  Project  (CCP); 

• 5%  random  sample  of  beneficiaries; 

• 1%  equalization  sample;  and, 

• 2%  primary  data  collection. 

Under  HCFA's  random  sample  selection,  WIPRO 
will  review  all  care  provided  to  each  beneficiary.  For 
the  equalization  sample,  HCFA  will  select  a sample 
of  inpatient  hospital  discharges  to  ensure  a signifi- 
cant number  of  sampled  cases  (at  least  50)  for  hospi- 
tals with  limited  discharges. 

Other  review  areas  where  WIPRO  is  required  to 
do  100%  review  are: 

• assistants  for  cataract  surgery; 


You’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 

CompHealth  has  thoroughly  credentialed 
physicians  and  allied  health  care 
providers  from  more  than  40  fields  of 
specialization  available  to  provide  locum 
tenens,  or  temporary,  staffing  assistance 
when  and  where  you  need  it. 

Plus,  we  have  the  standards  and 
experience  to  guarantee  your  satisfaction 
each  time  we  place  a member  of  our 
medical  staff  in  your  practice  or  facility. 
It’s  the  closest  thing  you ’ll  find  to  a risk- 
free way  to  cover  for  absent  staff 
members,  "trv  out"  a potential  new 
recruit,  or  take  care  of  your  patients  while 
you  search  for  a new  full-time  associate. 

Call  us  today  to  arrange  for  quality'  locum 
tenens  coverage,  or  to  discuss  your 
permanent  recruiting  needs. 

CompHealth 

Comprehensive  Health  Care  Staffing 

1-800-453-3030 

Salt  Lake  City-  ■ Atlanta  ■ Grand  Rapids,  Mich 


• referrals  from  Medicare  part  A or  part  B or  HCFA; 

• beneficiary  complaints; 

• hospital-issued  notices  of  non-coverage  (HINN); 
and, 

• requests  for  higher-weighted  DRG  adjustments. 
The  required  review  activities  for  the  beneficiary- 

specific  and  equalization  samples  include:  admis- 
sion, quality,  discharge,  invasive  procedure,  DRG 
validation,  coverage,  and  documentation  review. 

To  facilitate  improved  reliability  and  consistency, 
medical  review  will  be  using  an  integrated  format  to 
document  quality,  use  and  DRG  concerns.  This  will 
enable  WIPRO  and  HCFA  to  obtain  more  reliable 
data  that  can  be  used  to  confirm  patterns  of  care. 

Under  HCQIP,  there  are  a number  of  changes  to 
the  quality  review  process: 

• the  severity  level-point  system  is  eliminated; 

• potential  quality  concerns  are  not  pended,  notifi- 
cation occurs  immediately  following  identifica- 
tion; and 

• physicians  and  providers  are  given  30  days  to 
address  letters  of  inquiry  regarding  the  concern. 
In  addition  to  identifying  concerns,  the  purpose  of 

the  quality  review  is  to  identify  practice  patterns 
associated  with  positive  outcomes.  Quarterly,  WIPRO 
will  analyze  physician,  provider,  and  statewide 
profiles  to  identify  patterns  of  care  that  could  be 
improved. 

Cooperative  improvement  projects 

Medical  review,  which  had  been  the  centerpiece  of 
peer  review,  is  meant  under  HCQIP  to  support  coop- 
erative improvement  projects  established  by  the 
PROs.  Indeed,  the  final  working  group  draft  of  the 
Clinton  administration's  Health  Security  Plan  states: 
"the  PRO  program  will  continue  to  move  toward 
analysis  and  improvement  of  patterns  of  health  care 
and  away  from  individual  case  review,  as  appropri- 
ate."4 

An  improvement  project  is  a collaborative  effort 
between  the  PRO  and  particular  providers  of  care  to 
make  improvements  related  to  a specific  issue.  The 
goals  of  improvement  projects  are: 

• to  improve  processes  and  outcomes  of  care; 

• to  demonstrate  and  to  refine  a new  way  to  produce 
such  improvements;  and 

• to  demonstrate  that  participating  organizations 
and  individuals  (HCFA,  WIPRO,  Wisconsin  phy- 
sicians and  hospitals)  can  cooperate  effectively  in 
bringing  about  such  improvement. 

Improvement  projects  are  overseen  by  a steering 

committee  consisting  of  representatives  of  the  medi- 
cal profession,  health  care  organizations,  and  con- 
sumers in  Wisconsin. 
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National  improvement  projects 

Some  improvement  projects  will  be  national  in  scope, 
and  will  be  implemented  by  all  PROs.  The  initial  na- 
tional project,  the  CCP,  looks  at  the  provision  of 
hospital-based  care  to  Medicare  patients  who  carry  a 
principal  diagnosis  of  acute  myocardial  infarction. 
Wisconsin  is  one  of  four  PROs  that  are  conducting 
the  pilot  version  of  this  project  (the  others  are  Ala- 
bama, Connecticut,  and  Iowa).  Alabama  and  Iowa 
are  looking  at  the  issues  of  coronary  artery  bypass 
graft  and  percutaneous  transluminal  coronary 
angioplasty  in  addition  to  myocardial  infarction. 
The  CCP  will  be  implemented  nationwide  after  the 
pilot  projects  are  complete. 

The  first  step  of  the  CCP  has  been  to  develop 
computer  algorithms  that  are  based  on  accepted 
clinical  guidelines.  For  acute  myocardial  infarction, 
algorithms  are  based  upon  the  1990  guidelines  of  the 
American  College  of  Cardiology  and  the  American 
Heart  Association.  The  algorithms  have  been  re- 
viewed by  national  specialty  societies  and  by  study 
groups  in  each  state.  On  the  basis  of  the  algorithms, 
variables  (eg,  indications  and  contraindications)  are 
identified  on  the  basis  of  which  can  determine  whether 
the  guidelines  were  followed. 

Charts  on  all  Medicare  inpatients  in  Wisconsin 
between  June  1992  and  February  1993  who  carried  a 
principal  diagnosis  of  acute  MI  were  obtained,  and  a 
team  of  nurses  has  been  abstracting  variables  from 
those  charts.  As  algorithms  are  created,  the  abstracted 
data  is  processed  to  determine,  on  a hospital-specific 
basis,  whether  the  algorithms  have  been  followed. 

It  is  clear  already  that  significant  variations  in  care 
exist  from  one  hospital  to  the  next.  Hospitals  that 
follow  the  algorithms  more  closely  will  be  consid- 
ered benchmarks. 

WIPRO  will  be  visiting  Wisconsin  hospitals  with 
the  analysis  of  variation  patterns.  Where  a hospital 
falls  below  the  benchmark  in  a particular  area,  WIPRO 
will  offer  that  hospital  the  opportunity  to  work  in 
partnership  with  WIPRO  to  improve  care  in  that 
area.  This  should  result  in  changes  in  patterns  of  care 
and,  ultimately,  in  patient  outcome. 

Local  improvement  projects 

Each  PRO  will  be  developing  and  implementing 
smaller-scale  local  projects.  In  these  projects,  WIPRO 
first  will  identify  particular  clinical  issues  that  fit  the 
following  criteria: 

• the  condition  is  frequent  in  the  Medicare  popula- 
tion; 

• there  exists  a reasonably  well-defined  and  accepted 
consensus; 

• methods  are  available  to  measure  outcomes  and 

Continued  on  next  page 


YOCON’ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamme 
alkaloid  with  chemical  similarity  to  reserpme.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5.4  mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B -adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  coniunction  with  mood-modifying  drugs 
such  as  antidepressants  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1-2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1'3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks,3 
How  Supplied:  Oral  tablets  of  Yocon*'  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Continued  from  preceding  page 
risk  factors; 

• conforming  to  the  consensus  does  not  require 
unavailable  skills  or  resources; 

• there  is  a substantial,  clinically  important  differ- 
ence between  the  consensus  and  actual  practice; 
and 

• there  is  a substantial  variation  in  outcomes. 

Once  a potential  project  is  identified,  hypotheses 

will  be  generated:  both  hypotheses  that  describe  sus- 
pected patterns,  and  hypotheses  that  would  explain 
the  existence  of  those  patterns. 

Data  will  be  obtained:  data  WIPRO  already  has, 
data  available  from  other  sources,  or  data  specially 
collected  from  hospitals  for  the  purpose  of  hypothe- 
sis testing.  The  hypotheses  will  be  tested  on  the  basis 
of  data  analysis. 

If  it  appears  appropriate,  as  with  the  CCP,  WIPRO 
will  work  with  selected  providers  to  develop  action 
plans  to  produce  measurable  improvement  in  care. 
And,  as  with  the  CCP,  the  success  of  a local  project 
will  be  measured  by  whether  such  improvement  has 
taken  place. 

Conclusion 

The  HCQIP  constitutes  a major  transformation  of 


peer  review.  Its  intention  is  to  improve  health  care 
systematically  through  application  of  cutting-edge 
thinking  about  quality  improvement.  Throughout, 
the  element  of  partnership  looms  large.  The  coopera- 
tion sought  is  not  a mere  label;  rather,  WIPRO  seeks 
to  learn  from  the  medical  community  and  to  support 
it  in  the  task  of  caring  for  patients.  The  goal  is  for  the 
patients'  care— and,  ultimately,  the  patients'  health— 
to  be  as  good  as  it  possibly  can  be.  This  goal  is  shared 
by  all  physicians  and  health  care  workers,  as  well  as 
by  the  peer  review  system.  WIPRO  looks  forward  to 
working  with  Wisconsin  physicians  toward  this  goal. 
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AM  A compiles  "railroad  Medicare"  complaints 


The  AMA  has  received  a num- 
ber of  complaints  over  the  last 
several  months  regarding  the  qual- 
ity of  claims  processing  service  for 
"railroad  Medicare,"  a federal  pro- 
gram by  which  railroad  retirees  get 
Medicare  benefits.  The  railroad 
Medicare  carrier  is  The  T ra velers  In- 
surance Company. 

Many  of  the  complaints  focus  on 
inappropriate  payment  amounts, 
particularly  for  claims  submitted  by 
participating  physicians  that  are  paid 
at  nonparticipating  physician  al- 
lowed amounts.  The  AMA  would 
like  to  gather  documentation  of 
physician  experiences  with  this 
payor,  including  prompt  and  accu- 
rate claims  payment,  as  well  as 
payment  errors  and  other  service 


problems.  This  information  will  al- 
low the  AMA  to  assess  the  effective- 
ness of  the  carrier's  efforts  to  im- 
prove its  claims  processing  systems. 
The  AMA  will  forward  the  informa- 
tion provided  to  the  Travelers. 

Fax  your  comments  about  "rail- 
road Medicare"  to  Rose  B.  Heald, 


AMA  Department  of  Health  Care 
Financing,  312-464-5849,  or  e-mail 
on  the  AMA  Electronic  Network. 
You  can  mail  your  comments  to: 
American  Medical  Association, 
Department  of  Health  Care  Financ- 
ing, 515  North  State,  Chicago,  IL 
60610,  Attention:  Rose  B.  Heald. •> 
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“I’ve  got. 
other  things 
to  worry  about!' 


“It’s  one  of  the 
few  pleasures 
I have  left!’ 


‘The  damagt 
is  done!’ 


“What  difference  does 
it  make?  I’m  already 
52  years  old” 


“I’ll  quit 
next  year! 


“I’ve  tried  a 
million  times, 
but  I just 
can’t!’ 


“ Nah , 

I’ve  smoked 
for  / 
30  years. 

It’s  too  late” 


They  know  why  they  can’t. 
Now  tell  them  how  they  can. 


Too  many  older  smokers  are  still  making  excuses  instead  of  making  a determination  to 
quit.  And  while  most  of  them  know  about  the  more  common  long  term  effects  of  smoking, 
far  too  few  of  them  know  the  facts  about  the  immediate  health  benefits  of  quitting. 

As  a doctor,  you  can  play  a unique  role  in  getting  your  older  patients  who  smoke  to  quit  for 
good.  Take  a little  extra  time  and  educate  your  For  afree  copy  of  “Clinical  Opportunities  for  Smoking  Intervention 

patients  about  the  immediate  benefits  of  quitting.  helow 

Like  a decreased  nsk  of  heart  attacks  and 
strokes.  Improved  circulation.  And  most  ot  all, 
the  years  they  can  add  to  their  lives. 

So  listen  to  their  reasons  for  not  quitting, 
then  go  ahead  and  give  them  the  facts. 


Mail  to 

The  National  Heart,  Lung,  and  Blood  Institute 
Information  Center 

4733  Bcthesda  Avenue,  Suite  530.  Bethesda,  MD  20814 
(301)951-3260 


Let  them  know: 
it’s  never  too  late  to  quit 


Specialty. 
Address - 


ITS.  Department  of  Health  &c  Human  Services 


L 
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COULD  THIS  MAN 
FIND  A JOB  TODAY? 

Julius  Caesar  was  one  of  the  greatest  political  and  military  figures  in 
history.  Yet  despite  his  genius  for  leadership,  Caesar  might  have  trouble 
getting  a job  today  because  of  his  epilepsy.  The  next  time  you  see  the  word 
epilepsy  on  a job  application,  find  out  what  it  really  means.  Thanks  to 
medical  progress,  most  people  with  epilepsy  can  do  just  about  anything. 

Epilepsy.  If  you  think  it  stands  in  the  way  of  job  performance,  you're 
missing  out  on  some  great 

. For  the  facts,  use  this 
coupon  or  contact  your  local 
affiliate  of  the  Epilepsy  Foun- 
dation of  America. 


| Epilepsy  Foundation  of  America 

4351  Garden  City  Drive,  Landover,  MD  20785 

I want  to  learn  more  about  epilepsy  and  job  performance. 
Name 


1 


a> 

i 


Epilepsy  Foundation 
of  America 


Address 

City,  State,  Zip 

Or  cail  1-800-EFA-1000  toll  free 


l his  space  donated  by  publisher 
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Mike2:  A potent  formula  for  organized  medicine 


Medical  students  Mike  Bigelow  (l)  and  Mike  Armstrong  (r)  stop  by  the  WISP  AC  booth  at  the 
SMS  annual  meeting  to  learn  more  about  how  organized  medicine  helps  shape  public  policy 
and  legislation.  The  Medical  College  of  Wisconsin  students  are  credited  with  having 
revitalized  the  medical  student  chapter  at  their  school.  (Photo  by  Carole  Pollack.) 


Shari  Hamilton,  assistant  editor 

At  first  they  seem  an  odd  combi- 
nation. Mike  and  Mike.  A San 
Francisco  sophisticate  and  a farm 
boy  raised  in  rural  Washington  state. 
Yet,  this  unlikely  pair  has  proved  to 
be  a winning  combination  for  or- 
ganized medicine.  Joining  forces, 
Mike  Bigelow  and  Mike  Armstrong 
have  resuscitated  the  medical  stu- 
dent chapter  at  the  Medical  College 
of  Wisconsin  with  an  enthusiasm 
that  has  rippled  through  the  MCW 
student  body  and  brought  them 
national  recognition  through  their 
selection  as  recipients  of  the  1994 
AMA/Glaxo  award. 

"Most  people  know  us  as  'Mike 
and  Mike/"  Michael  Armstrong 
explained  in  a recent  WMJ  inter- 
view. "Since  we  do  this  together, 
we've  become  interchangeable  in 
their  minds."  Both  Mikes  have  found 
that  mistaken  perception  sometimes 
works  to  their  advantage;  each  stu- 
dent has  been  publicly  credited  with 
both  his  own  accomplishments  and 
that  of  the  other  Mike. 

"It's  great,"  they  proclaim  in 
unison,  grinning  broadly. 

Both  medical  students  will  stay 
in  Wisconsin  at  least  for  a while. 
Bigelow  will  pursue  a dual  doctor- 
ate and  medical  degree  program 
while  Armstrong  will  begin  a resi- 
dency in  emergency  medicine. 

How  did  the  unlikely  alliance  of 
Mike  and  Mike  form?  Coincidence 
more  than  anything  played  a lead- 


ing role. 

"We  met  on  the  first  day  of  class, 
during  orientation  week,"  Arm- 
strong remembers. " (Mike  Bigelow) 
sat  down  next  to  me.  As  our  friend- 
ship grew  and  we  found  out  that  our 
interests  were  very  similar  and  our 
ideas  were  enough  similar  that  cul- 
minated in  us  deciding  to  run  as  co- 
presidents." 

Bigelow  had  some  strong  second- 
hand knowledge  of  medical  poli- 


tics. His  father,  a family  physician  in 
the  San  Francisco  Bay  area,  had 
served  as  a state  delegate.  His  mother 
is  a past  president  of  the  California 
medical  auxiliary. 

But  Armstrong  admits,  "I  joined 
the  AMA  as  a freshman  the  first  day 
of  school.  I didn't  even  know  what 
the  AMA  was  all  about." 

When  the  medical  student  duo 
discovered  the  medical  student 
Continued  on  next  page 
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Public  health  issues  such  as  domestic  violence  top  the  list  of  concerns  medical  students  Mike 
Armstrong  and  Mike  Bigelow  have  for  the  wellbeing  of  their  future  patients.  Bigelow  helped 
organize  a three-segment  session  on  domestic  violence  at  the  Medical  College  featuring  talks 
by  past  SMS  President  William  J.  Listwan,  MD,  and  Kevin  Fullin,  MD,  both  leaders  in  the 
movement  to  end  domestic  violence  in  our  state.  (Photo  by  Carole  Pollack.) 


Continued  from  preceding  page 
organization  had  become  nearly 
dormant,  the  "Mikes"  launched  a 
campaign  for  revitalization. 

"As  soon  as  we  were  elected," 
Armstrong  explains,  "everything 
was  pretty  much  dropped  in  our 
laps.  We  came  into  an  organization 
that  had  very  little  structure,  but  a 
little  bit  of  a budget  so  we  felt  like 
we  could  do  something.  I had  never 
done  anything  really  political  in  the 
past.  I was  president  of  my  senior 
class  so  I had  a little  bit  of  leadership 
experience." 

"Basically,  both  of  us  are  outgo- 
ing enough  and  we're  not  intimi- 
dated by  anything,"  says  Armstrong, 
describing  their  course.  "We  called 
Bill  Harlan  (then-executive  vice 
president  for  the  Medical  Society  of 
Milwaukee  County)  at  the  county; 
he  helped  us  immensely.  Various 
people  at  the  state  society  helped 
us." 

Undaunted  by  inexperience,  the 
medical  students  jumped  right  in, 
implementing  a "trial  and  error"  ap- 
proach. Explains  Armstrong:  "I 
wrote  a resolution  my  sophomore 
year  and  spent  a lot  of  time  on  it. 
That  was  the  first  resolution  ever 
written  by  someone  in  our  chapter." 

The  would-be  proud  moment, 
however,  was  swept  away  when 
someone  from  the  AMA  Governing 
Council  stood  up  as  the  resolution 
was  introduced  and  pointed  out  that 
such  a statement  was  already  pub- 
lished in  the  AMA's  policy  compen- 
dium. 

"Bam!  End  of  topic,"  Armstrong 
grimaces,  recalling  the  crushing 
blow. 

The  research  lesson  well  learned, 
the  students  returned  to  Milwaukee 
and  went  back  to  work.  They  con- 
tinued to  recruit  MCW  students, 
earning  an  AMA  achievement  award 
for  recruiting  75%  of  the  incoming 
class. 

"I'm  a salesman,  I admit  it," 
Armstrong  chirps.  "If  I hadn't  gone 
to  medical  school,  I would  have  been 
a great  salesman.  I made  a lot  of 


promises  and  I sold  the  organiza- 
tion. In  retrospect,  I think  we  came 
through.  None  of  the  committee 
work  or  resolutions  had  been  done 
before.  But  we  did  it.  We  came 
through. 

"We  came  back  to  the  next  meet- 
ing and  I wrote  a smoking  in  prisons 
resolution  that  actually  is  now  pol- 
icy of  the  AMA,"  Armstrong  says. 
"It  was  passed  by  the  AMA  House 
of  Delegates  and  it  was  the  first  reso- 
lution ever  written  by  our  school 
that  got  that  far." 

The  last  AMA  meeting  proved  a 
banner  experience  for  the  Milwau- 
kee student  chapter,  recalls  Bige- 
low, who  served  as  chair  of  the  cre- 
dentials committee  while  Armstrong 
served  on  a reference  committee. 
"We  put  in  four  resolutions  and  three 
of  them  passed.  Two  went  to  the 
House  of  Delegates  ...  and  one  got 
referred  to  the  governing  council, 
which  now  looks  like  it's  going  to 
full-length  hearing  for  long  range 
planning,"  he  said. 


"Writing  resolutions  got  us  in- 
volved in  the  meeting  and  got  us 
involved  in  every  step  of  the  proc- 
ess. Not  only  us,  but  our  whole  dele- 
gation was  involved  in  politicking 
behind  the  scenes  at  the  national 
meeting,"  Armstrong  said. 

Although  they  were  welcomed 
warmly  by  county  and  state  medi- 
cal societies,  Bigelow  said  they  origi- 
nally found  the  national  level  of 
organized  medicine  hard  to  crack. 
"The  first  three  meetings  they 
thought  we  were  from  Madison," 
Armstrong  recalls  ruefully.  "If  you 
don't  know  anyone  or  your  school 
has  never  done  anything,  you  don't 
get  any  where  very  fast.  But  we  broke 
those  barriers  down  in  the  last  year 
and  a half  to  a point  where  Mike  and 
I are  well  recognized  at  national 
meetings." 

Notes  Bigelow,  who  has  served 
as  medical  student  representative  to 
the  SMS  for  2 years:  "The  (federa- 
tion) has  been  extremely  accommo- 
Continued  on  page  228 
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Everyone  Out  Of  The  Pool! 

Worker’s  Compensation  Coverage 


That’s  what  some  Worker’s  Compensation  insurers  are  telling 
clinics  and  physicians  throughout  Wisconsin.  These  companies 
want  to  reduce  their  risk  by  eliminating  certain  classes  of 
employees  and  sizes  of  risk  from  their  Worker’s  Compensation 
pool.  In  your  case,  this  includes  physicians,  clinic  employees, 
and  related  medical  service  personnel. 

This  is  not  the  case  with  SMS  Insurance  Services  and  the 
Dodson  Group.  We  want  you  in  our  pool.  That’s  because 
SMS  Insurance  Services  and  the  Dodson  Group  specialize 


in  Worker’s  Compensation  coverage  for  the  medical 
community.  SMS  Insurance  Services  also  offers  Medical 
Professional  Liability,  a Professional  Office  Policy,  and 
umbrella  coverage.  Our  Worker’s  Compensation  program 
is  endorsed  by  the  State  Medical  Society. 

You  can  swim  with  the  sharks  or  come  where  your 
coverage  is  safe.  For  more  information  about  our  Worker’s 
Compensation  and  other  SMS  Insurance  Services  medical 
liability  programs,  contact: 


SMS: 


NSURANCE  SERVICES,  INC. 


Wisconsin  based  - physician  owned  - committed  to  serving  you. 


P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 


Mike  Bigelow  (l)  receives  the  AMA/Glaxo  Achievement  Award  from  Lonnie  Bristow,  MD,  (r) 
chair  of  the  AMA  Board  of  Trustees. 


Continued  from  page  226 
dating  to  students  because  they  are 
interested  in  getting  students  in- 
volved at  the  county,  state  and  na- 
tional levels." 

About  500  medical  students  now 
belong  to  the  MCW  chapter  and 
Bigelow  says  that  representation 
makes  it  more  and  more  likely  that 
student  views  will  be  considered  in 
organized  medicine's  decisions. 
"There  have  been  occasions  at  state 
society  meetings  where  someone  has 
stood  up  and  asked  for  the  medical 
students'  opinion  of  an  issue  such  as 
workplace  planning  or  something 
that  was  being  talked  about." 

"Our  AMA  delegates  from  Wis- 
consin have  gone  out  of  their  way," 
Bigelow  says,  "to  take  us  under  their 
wings  at  national  meetings,  take  us 
to  their  caucuses  and  their  recep- 
tions and  introduce  us  to  the  movers 
and  shakers  at  the  national  level." 

"When  we  see  (SMS  delegates 
and  staff),  they  are  up-to-date  with 
the  resolutions  we've  written  over 
the  years  and  give  us  feedback  on 
what  we've  done,"  Armstrong  says. 
"It  hasn' t always  been  in  agreement, 
but  generally  it's  been  close.  I don't 
think  we  could  have  done  a lot  with- 
out the  support  of  our  state  society. 
I think  we've  been  pretty  fortunate." 

The  recognition  culminated  in 
February  when  Armstrong  and 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of 
the  SMS. 

Black,  David  Phillip 


Bigelow  were  selected  to  receive  1994 
AMA/Glaxo  awards  during  a spe- 
cial ceremony  in  San  Francisco.  The 
award  is  presented  to  medical  stu- 
dents and  resident  physicians  who 
have  exhibited  outstanding  leader- 
ship abilities  in  organized  medicine, 
civic  or  non-clinical  medical  school 


* Budzak,  Kathryn  Sue 
Cullinan,  John  Paul 

* Elias,  Sharon  Louise 
Kampschroer,  Bernard  Hugh 

* Lamps,  Gary  Martin 

* Myers,  Franklin  Lewis 

* Oujiri,  John  Charles 
Robnik,  Spencer  Louis 

* Todd,  Paul  Clark 

* Turnbull,  James  Michael 
Vitale,  Blaise  Paul*:* 


or  hospital  activities.  The  many 
achievements  to  their  credit  include: 
work  as  medical  coordinator  of  a 
free  clinic  for  the  uninsured;  organi- 
zation of  a letter  writing  campaign 
on  behalf  of  the  Higher  Education 
Act;  development  of  a domestic 
violence  seminar  at  MCW ; and  serv- 
ice on  numerous  committees,  often 
as  committee  chair. 

Having  matched  in  Wisconsin, 
Armstrong  plans  to  work  on  devel- 
oping the  state's  resident  section 
next.  "I  think  residents  generally 
think  they  are  too  busy;  that  there's 
not  enough  time  in  the  day.  But  I 
think  that  physicians  have  histori- 
cally shot  themselves  in  the  foot  too 
many  times  by  not  being  active." 

"The  big  selling  point,"  Arm- 
strong said,  "that  I've  always  made 
when  I recruit  students  is:  "Deci- 
sions are  being  made  every  day  of 
your  life  about  your  career  on  Capi- 
tol Hill  in  Madison  and  Capitol  Hill 
in  Washington,  DC.  Those  decisions 
are  being  made  and  you  were  a part 
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of  the  career  of  medicine  the  day 
you  walked  through  this  door.  And 
as  a medical  student,  now  is  the  time 
for  you  to  get  involved  in  those 
decisions  as  they're  being  made. 

"Medicine  is  very  political," 
Armstrong  observed.  "It's  the  na- 
ture of  the  beast:  You  cannot  avoid 
it,  whether  it's  hospital  politics  or 
between  departments  or  whatever." 

Bigelow  agrees.  "I  think  it  will  be 
a lot  easier  for  our  generation  to  get 
our  peers  involved.  We  are  the  first 
real  generation  that  has  grown  up 
with  the  new  health  care  values— the 
managed  care  and  the  increased 
politics  that  are  now  a part  of  health 


care  and  payment  teams  and  what 
not  and  all  the  acronyms  that  have 
come  out  in  the  federal  and  state 
levels.  Mike  and  I might  have  been  a 
little  ahead  of  the  curve  in  terms  of 
really  getting  involved  early  and 
being  politically  aware  of  our  role  in 
shaping  our  future  careers,  how 
those  careers  would  be  affected  by 
politics.  I think  our  generation  is 
more  aware  and  it  will  be  easier  in 
the  future  to  get  students,  residents, 
young  physicians  and  physicians 
involved. 

"At  the  SMS  and  the  national  level 
there's  a new  emphasis  in  bringing 


young  people  into  the  organization. 
The  AMA  just  recently  explicitly  put 
in  a seat  on  their  board  of  trustees 
for  a young  physician.  There  had 
been  one  for  a resident  physician 
and  2 years  ago,  they  finally  gave 
the  student  member  full  rights,  but 
there  hadn't  been  a separate  desig- 
nation for  a young  physician  so  there 
was  a huge  age  gap  on  the  board  of 
trustees. 

"Our  professional  generation  is 
realizing  the  importance  of  partici- 
pation," Bigelow  said,  "and  it  will 
be  easier  in  the  future  to  get  medical 
students  involved."  ♦ 


The  State  Medical  Society  of  Wisconsin 

Presents  Two  Exciting  Fall  Tours  from  Chicago 


Paris , France 

August  12  - 20,  1994 
$995.00  Per  Person,  Double  Occupancy 


(Plus  $41.50  taxes) 


The  French  Riviera 
and  Switzerland 
September  30  - October  8,  1994 
$995.00  Per  Person,  Double  Occupancy 

(Plus  $34.00  taxes) 


Exciting  Optional  Tours 

The  Louvre,  Notre  Dame  Cathedral, 
Versailles,  Normandy  D-Day  Anniversary,  and  more! 


Exciting  Optional  Tours 

Zermatt  and  the  Matterhorn,  Bernese  Oberland,  Mont  Blanc 
Express,  Monte  Carlo,  Cannes,  Casinos,  and  more! 


AVAILABLE  TO  MEMBERS,  THEIR  FAMILIES  AND  FRIENDS. 

For  additional  information  or  color  brochures  call  or  write:  imam 

8200  Normandale  Boulevard,  Ste.  504  / Minneapolis,  MN  55437-1098 
U.S.A.  TOLL  FREE  1-800-328-6264 


PSYCHIATRIC 


Psychotherapy 

Center 


A 
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CME 

program 


Department  of 
Psychiatry  & 
Mental  Health 
Sciences 


EIGHTH  AN  NO  AL 


The  Door  County  Summer  Institute 

Egg  Harbor,  Wisconsin 

Sessions  run  9:00  a.m.  - 12:15  p.m.  daily 


July  25-29 

Session  I Thomas  Gutheil,  M.D. 

Session  II  Peter  Brill,  M.D.,  Alan  McLean,  M.D. 

& Len  Sperry,  M.D.,  Ph.D. 

Session  III  James  Gustafson,  M.D. 

August  1-5 

Session  IV  Glen  0.  Gabbard.  M.D. 

Session  V Diane  Adile  Kirschner,  Ph.D., 

& Sam  Kirschner,  Ph.D. 

Session  VI  Mariellen  Fischer,  Ph.D., 

Thomas  A.  Hammeke,  Ph.D., 

Robert  F.  Newby.  Ph.D., 

Steve  M.  Rao.  Ph.D.,  & 

Sara  J.  Swanson,  Ph.D. 


Malpractice  Prevention  in  Mental  Health 
Effective  Organizational  Consultation: 
Developing  the  Necessary  Skills 
The  Essentials  of  Brief  Psychotherapy 
for  Families,  Couples  and  Individuals 

Psychotherapeutic  Strategies 

with  Borderline  Patients 

Treating  Survivors  of  Incest  and  Abuse 

Advanced  Topics  in  Neuropsychological 
Assessment  and  Treatment 


August  8-12 

Session  VII  John  H.  Greist,  M.D.,  Psychopharmacology  Consultations 

James  W.  Jefferson.  M.D. 

& David  J.  Katzelnick,  M.D. 

Session  VIII  Jeffrey  A.  Kelly,  Ph.D.,  AIDS/HIV  Prevention,  Therapy,  and 

David  G.  Ostrow,  M.D.,  Ph.D  , Mental  Health  Consultation  Issues 
& Kathleen  J.  Sikkema,  Ph.D. 


For  more  information: 

Carlyle  H.  Chan,  M.D  , Summer  Institute  Director, 
Psychiatry  Dept.  - Medical  College  of  Wisconsin, 

8701  Watertown  Plank  Road,  Milwaukee,  Wisconsin  53226 

(414)  257-5995  Fax:(414)  257-7228 
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Physician  briefs 


The  * indicates  a member  of  the  SMS. 

Jordon  Fink,  MD,  professor  of 
medicine  and  chief  of  the  division  of 
allergy  and  immunology  at  the 
Medical  College  of  Wisconsin,  has 
recevied  the  American  Academy  of 
Allergy  and  Immunology's  Distin- 
guished Service  Award.  Dr  Fink 
received  the  award  in  recognition 
for  his  efforts  and  achievements  in 
signifcantly  enhancing  the  scientific 
and  educational  goals  of  the  acad- 
emy through  the  development  of 
new  fund  sources. 


The  AMA  recently  appointed 
Mike  Kirby,  director  of  SMS 
Government  Relations,  to  its  state 
advisory  group.  The  11-member 
advisory  panel  provides  the  AMA 
with  state-level  insight  on  the  AMA's 
regulatory  and  legislative  efforts, 
and  is  expected  to  play  a key  role  in 
assisting  the  AMA's  government 
and  political  affairs  staff  in  develop- 
ing organized  medicine's  response 
to  the  ever-changing  health  system 
reform  debate. 

"By  appointing  an  SMS  repre- 
sentative to  this  vital  advisory  group, 
the  AMA  recognizes  the  significant 
influence  members  of  the  Wiscon- 
sin Congressional  delegation  may 
have  on  health  system  reform.  Mike 
Kirby  is  an  excellent  spokesman  for 
Wisconsin  physicians  and  patients 
so  I believe  our  views  will  be  thor- 
oughly considered,"  said  Thomas 
l Adams,  CAE,  SMS  executive  vice 
president.  The  advisory  group  also 


Farhat  N.  Khan,  MD,  a pediatric 
gastroenterologist,  has  joined  Gas- 
troenterlogy  Consultants,  Ltd.,  in 
Racine  and  Milwaukee.  Dr  Khan 
recently  completed  her  pediatric 
residency  at  the  University  of  Kan- 
sas Medical  Center  and  her  pediat- 
ric gastroenterology  fellowship  at 
Children's  Hospital  Medical  Center 
in  Cincinatti.  She  is  board  certified 
in  pediatrics. 

Jim  Milford,  MD,*  will  head  up  the 
new  Lakewood  Family  Clinic  in  Lake 
Mills.  Dr  Milford  will  specialize  in 


works  to  communicate  to  the  AMA 
concerns  that  state  societies  have 
with  other  federal  issues  such  as 
Medicaid  and  ERISA.  ❖ 


Michael  Kirby 


family  practice,  including  obstetrics. 
Dr  Milford  graqduated  from  Loyola 
University  Medical  School  in  Chi- 
cago and  completed  his  residency  at 
St.  Michael  Hospital  in  Milwaukee. 

Patrick  O'Brien,  MD,*  has  become 
a consultant  for  Ripon  Medical 
Center.  Dr  O'Brien  is  in  practice  in 
Neenah  as  a cardiology  specialist.  A 
graduate  of  the  University  of  Wis- 
consin Medical  School,  Dr  O'Brien 
served  an  internal  medicine  intern- 
ship and  residency  and  completed  a 
3-year  fellowship  in  cardiology  at 
the  Medical  College  of  Wisconsin  in 
Milwaukee.  He  is  board  certified. 

Richard  P.  Reigel,  MD,*  is  relocat- 
ing his  practice.  Dr  Reigel  is  a urol- 
ogical surgeon  at  St  Michael's 
Hosptial  in  Stevens  Point.  He  plans 
to  continue  with  the  Stevens  Point 
Hospital  and  move  his  practice  from 
Stevens  Point  to  Waupaca. 

Daniel  Rudman,  MD,  professor  of 
medicine  at  the  Medical  College  of 
Wisconsin,  and  a nationally  recog- 
nized specialist  in  geriatric  wellness 
and  nuitrition,  has  been  named  a 
fellow  of  the  American  Instiute  of 
Nutrition.  Dr  Rudman  is  associate 
chief  of  staff  for  extended  care  at  the 
VA  Medical  Center,  where  he  con- 
ducts much  of  his  research  into  ag- 
ing. 

Sheryl  Spadone,  MD,  has  been 
appointed  medical  director  of  the 
Cornell  Area  Care  Center.  Dr  Spa- 
done,  a family  physician,  is  a 1990 
graduate  of  the  Ohio  State  Univer- 
sity College  of  Medicine  and  is  a 
diplomate  of  the  National  Board  of 
Medical  Examiners. 

James  Tweddell,  MD,  has  been 
appointed  assistant  professor  of 
cardiothoracic  surgery  and  director 
of  the  cardiac  transplantation  team 
at  the  Medical  College  of  Wisconsin. 


Kirby  appointed  to 
AMA  advisory  group 
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Dr  Tweddell  comes  to  the  Medical 
College  from  St.  Louis  where  he  had 
spent  the  past  7 years  completing 
research  and  clinical  residencies  in 
cardiothoraciuc  surgery  and  a resi- 
dency in  general  surgery  at  Wash- 
ington University  Medical  Center. 

Barry  H.  Usow,  MD,*  of  Mequon, 
has  been  elected  president  of  the 
medical  staff  of  St.  Luke's  Medical 
Center  for  a term  of  office  ending  in 
1995.  Dr  Usow  has  been  practicing 
urology  in  Milwaukee  for  20  years. 


He  is  a past  president  of  the  Mil- 
waukee Urologic  Society  as  well  as 
past  president  of  the  University  of 
Wisconsin  Medical  School  Alumni 
Association.  He  is  currently  presi- 
dent elect  of  the  Wisconsin  Urologic 
Society. 

Jerome  Veranth,  MD,*  a board  cer- 
tified otolaryngolist,  has  joined  the 
Rhinelander  Medical  Center.  Dr 
Veranth  was  in  private  practice  in 
Racine  since  1968.  He  earned  his 


SMS  enters  agreement  with  electronic 


The  SMS  has  entered  an  agree- 
ment with  United  Proservices, 
Inc.,  the  largest  electronic  insurance 
claims  network  in  the  state,  to  pro- 
vide members  with  the  opportunity 
of  transferring  insurance  claims 
work  to  a computer  network  and 
reduce  paperwork. 

"We  are  continuing  to  encourage 
our  members  to  participate  in  the 
electronic  evolution  of  business 
practices  because  this  will  help 
physicians  to  reduce  the  paperwork 
costs  that  drive  up  health  care  costs," 
explained  SMS  Executive  Vice  Presi- 
dent Thomas  L.  Adams,  CAE. 


The  network  will  handle  insur- 
ance claims  from  numerous  compa- 
nies. After  the  bills  are  transmitted 
electronically  from  the  physicians' 
offices  to  a central  clearinghouse  in 
Pewaukee,  Proservices  will  sort  out 
the  bills  and  send  them  on  to  their 
proper  destinations. 

The  Proservices  network  is  a 
model  of  the  information  superhigh- 
way the  White  House  is  pushing  to 
help  lower  the  nation's  health  care 
bill.  It  uses  computers  and  telephone 
lines  to  instantly  transmit  billing 
information  and  other  insurance 
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medical  degree  at  Marquette  Uni- 
versity in  1961  and  served  a rotating 
internship  at  St  Marys  Hospital  in 
Duluth.  He  completed  his  residency 
in  otolaryngology  at  the  Marquette 
University  School  of  Medicine  Af- 
fliated  Hospitals.  Dr  Veranth  is  a 
fellow  of  the  American  College  of 
Surgeons  and  member  of  the  AMA, 
American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology  and  the 
Alpha  Kappa  National  Medical 
Fraternity. ♦ 


claims  network 

data  between  medical  offices  and 
insurers. 

SMS  members  will  need  a com- 
puter with  a modem  to  access  the 
network.  Proservices  will  supply  the 
necessary  software.  Based  in  Mil- 
waukee, Proservices  is  part  of  the 
publicly  held  arm  of  Blue  Cross  & 
Blue  Shield  United  of  Wisconsin, 
Inc.  The  firm  is  among  the  most 
technologically  advanced  insurance 
processors  in  the  nation.  For  infor- 
mation, contact  Proservices  Market- 
ing Director  Dave  Fularczyk  at  (414) 
226-51 23.  ❖ 


“I  want  to  live.” 


Ashley  has  cancer.  It  sounds  like  such  a 
grown-up  disease,  but  each  year,  more  than 
6,000  American  children  are  stricken  with 
cancer. 

Ashley,  and  thousands  of  others  like  her, 
will  have  a chance  to  beat  cancer  because  of 
the  research  and  treatments  developed  at 
St.  Jude  Children’s  Research  Hospital. 

The  scientists  and  doctors  at  St.  Jude 
Hospital  will  keep  fighting  childhood  cancer 


until  every  child  can  be  saved. 

This  life-saving  research  at  St.  Jude  is 
made  possible  by  public  contributions. 

To  find  out  more,  please  write  to  St.  Jude 
Hospital,  P.O.  Box  3704,  Memphis,  TN 
38103,  or  call  1-800-877-5833. 

ST.  JUDE  CHILDREN’S 
f RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 


County  society  news 


Dane.  The  following  members  have 
been  accepted  by  the  Dane  County 
Medical  Society:  Peter  Canaday,  MD; 
Lee  Faucher,  MD;  Brian  Hirsch,  MD; 
Linda  Jankelow,  MD;  Masoud  Khor- 
sand-Sahbaie,  MD;  Maritsa  Kobu- 
rov,  MD;  Sharilyn  Munneke,  MD; 
Christopher  Pelzek,MD;  Chrys 
Synstegard,  MD;  and  Brad  Wozney, 
MD. 


The  state  Medicaid  program  has 
released  a "request  for  bids" 
to  health  maintenance  organizations 
interested  in  providing  HMO  serv- 
ices to  certain  Medicaid  recipients 
in  Waukesha  County. 

The  program,  similar  to  the  HMO 
system  in  effect  for  Medicaid  recipi- 
ents in  Milwaukee  County,  will  tar- 
get managed  care  services  to  Aid  to 
Families  with  Dependent  Children 
(AFDC)  and  Healthy  Start  recipi- 


Fond  du  Lac.  Conrad  L.  Brimhall, 
MD,  and  Amy  M.  Rosenblatt,  MD, 
have  been  accepted  in  the  Fond  du 
Lac  County  Medical  Society. 

Marathon.  The  Marathon  County 
Medical  Society  approved  member- 
ship for  Randal  C.  Kumm,  MD. 

Milwaukee.  The  following  physi- 


ents.  The  deadline  for  submitting 
bids  is  June  16. 

The  HMO  contracts  are  intended 
to  run  from  Aug  1, 1994,  to  Dec  31, 
1995.  Medicaid  officials  held  infor- 
mational meetings  recently  with 
health  care  providers  in  Waukesha 
County  about  the  plan. 

According  to  the  1993-1994  Blue 
Book,  about  1.3%  of  Waukesha 
County  residents  are  AFDC  recipi- 
ents eligible  for  the  MA  HMO.*> 


cians  have  been  accepted  into  the 
Medical  Society  of  Milwaukee 
County:  David  K.  Ashpole,  MD; 
Stuart  E.  Blacher,  MD;  Melbourne 
D.  Boynton,  MD;  James  C.Byrd,  MD; 
John  Eversman,  MD;  David  H.  Fin- 
gard,  MD;  Lanny  Brian  Hale,  MD; 
James  F.  Helm,  MD;  Safwan  S.  Jar- 
adeh,  MD;  Mark  Stephen  Kermgard, 
MD;  Robert  Mark  Kliegman,  MD; 
Peter  Mark  Layde,  MD;  John  Francis 
Lesko,  MD;  Enid  A.  Okokon,  MD; 
William  Glenn  Raasch,  MD;  Joesph 
M.  Romano,  MD;  Thomas  John  Ryan, 
MD;  Jeffrey  S.  Simon,  MD;  David  D. 
Smy  ers,  MD;  Simon  T an,  MD;  James 
Peter  Thomas,  MD;  Ahdi  Amer 
Amer,  MD;  Marian  E.  Asfeld,  MD; 
Aasma  Aziz,  MD;  Ray  S.  Bender, 
MD;  Cindy  Carol  Bitter,  MD; 
Maelynn  D.  Colinco,  MD;  Jan  Alexis 
Doenier,  MD;  Lawrence  D.  Drewsen, 
MD;  Cathy  Rae  Fakler,  MD;  David 
A.  Ferber,  MD;  Catherine  A.  Flem- 
ing, MD;  Shari  R.  Gabriel,  MD;  Jaime 
Gonzalez  Ruvalcaba,  MD;  Thomas 
P.  Gutmann,  MD;  Anthony  P.  Haas, 
MD;  John  A.  Haggstrom,  MD;  Daniel 
P.  Holub,  MD;  William  G.  Hope, 
Continued  on  next  page 


Request  for  bids  issued 
in  Waukesha  County 


Michigan's 

Upper  Peninsula 

ST.  FRANCIS  HOSPITAL 

PRIMARY  CARE  NEEDS 

University  Affiliated 

Family  Practice 

Cardiac  Rehab  and  QI  Lab 

Internal  Medicine 

Four  Surgical  Suites 

Pediatrics 

Member,  OSF  Healthcare  System 

ESCANABA,  MICHIGAN 

SPECIALTY /SURGERY  NEEDS 

Gastroenterology 

Resort  Community 

Neurology 

Located  on  Lake  Michigan 

Noninvasive  Cardiology 

Private  Schools  Available 

Orthopedic  Surgery 

Low  Cost  of  Living 

Otolaryngology 

Recreational  Activities  Abound 

Urology 

Send  your  CV  to:  Ken  Arndt  - Saint  Francis , Inc. 

4541  N.  Prospect,  Suite 400 - Peoria,  IL  61614 

or  call  800/438-4592 for  more  information. 
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SMS  Executive  Vice  President  Thomas  L.  Adams,  CAE,  (l)  confers  with  Richard  Turman,  (c) 
a legislatwe  aide  to  Sen  Herb  Kohl,  and  SMS  Board  Member  Paul  Wertsch,  MD,  (r)  during 
a recent  visit  to  Washington,  DC,  by  representatives  of  organized  medicine  from  around  the 
country. 


MD;  Victor  Kan  Hu,  MD;  George  C. 
Huang,  MD;  Smriti  S.  Khare,  MD; 
Cliona  M.  Kilmartin,  MD;  Jeffrey  A. 
Marsh, MD;  Marcella  T.  McCord, 
MD;  Nadia  Moussavi,  MD;  Adan  E. 
Nigaglioni,  MD;  John  M.  Obert- 
Hong,  MD;  Theresa  Ann  Oswald, 
MD;  Thomas  J.  Parks,  MD;  Amy  L. 
Pappin,  MD;  Mohan  V.  Pillai,  MD; 
Ma  Estelita  F.G.  Quejada,  MD; 
Mohammad  S.  Razzaq,  MD;  David 
W.  Schulz,  MD;  Prateek  Sharma, 
MD;  Tammy  L.  Sims,  MD;  Katrina 
Spears,  DO;  John  D.  Suson,  MD;  Joel 
Cameron  Swanson,  MD;  and  Mis- 
lay Tonkovic-Capin,  MD. 

Oneida-Vilas.  The  Oneida-Vilas 
County  Medical  Society  approved 
membership  for  Jerome  J.  Veranth, 
MD. 

Ozaukee.  Gwenn  Pavlovitz,  MD; 
and  Christopher  Felton,  MD,  have 
been  accepted  into  the  Ozaukee 
County  Medical  Society. 

Pierce-St.  Croix.  The  following 
physicians  were  approved  for 
membership  in  the  Pierce-St.  Croix 
Medical  Society:  Kari  M.  Campbell, 
MD;  Taylor  E.  Neff,  MD;NickolasP. 
Tierney,  MD;  Robert  J.  Stoy,MD;  Paul 
W.  McGinnis,  MD;  Patrick  J. 
McCann,MD;  Kathleen  C.  Antolak, 
MD;  Steven  F.  Adorn,  MD;  and  Kevin 
D.  Helmen,  MD. 

Racine.  Christene  A.  Timmons,  MD, 
has  been  approved  for  membership 
in  the  Racine  County  Medical  Soci- 
ety. 


Rock.  The  Rock  County  Medical 
Society  approved  membership  for 
the  following  physicians:  Karen  E. 
Bhaskar,  MD;  Richard  A.  Clutson, 
MD;  Terence  S.  Edgar,  MD;  Rex  J. 
Kolste,  MD;  Alfredo  F.  Mendoza, 
MD;  and  William  M.  Wilson,  MD. 

Sheboygan.  The  following  physi- 
cians have  been  accepted  in  the 
Sheboygan  County  Medical  Society: 


Louie  Coulis,  MD;  Frank  E.  Cum- 
mins, MD;  Stephen  T.  Denker,  MD; 
Martin  Reichman,  DO;  and  Lee  S. 
Warm,  MD. 

Waukesha.  Robert  M.  Dhein,  MD; 
Greg  T.  Heal,  MD;  Timothy  J.  Hill, 
MD;  and  Mark  A.  Klaas,  MD,  have 
been  approved  for  membership  in 
the  Waukesha  County  Medical 
Society. 
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Obituaries 


Balder,  Roy  Bv  Jr.,  MD,  died  April 
16, 1994,  in  Hillsboro.  He  was  bom 
June  30,  1926,  in  Chicago.  He  re- 
ceived his  medical  degree  from  the 
University  of  Colorado  Medical 
School  and  interned  at  the  Detroit 
Memorial  Hospital.  He  lived  in  Elroy 
since  1962,  where  he  was  a private 
practice  physician  for  30  years  be- 
fore his  affiliation  with  the  Gunder- 
son Clinic.  Dr  Balder  was  on  the 
medical  staff  of  the  St.  Joseph's 
Memorial  Hospital  for  more  than  30 
years.  He  is  survived  by  his  wife, 
Lee  of  Elroy;  a son,  Roy  B.  Ill  "Chip" 
of  Vernon  Hills,  111;  three  daughters, 
Carolie  Kuehn  of  Wausau,  Mary  Beth 
Balder-Schroeder  of  Holman,  and 
Jeanne  Brock  of  Onalaska;  two 
grandchildren;  a brother  and  a sis- 
ter. 

Hacker,  Louis  C.,  MD,  died  March 
20,  1994,  in  Marshfield.  Dr  Hacker 
was  born  Aug  13,  1942,  in  Albany, 
NY.  He  received  his  medical  degree 
from  Albany  Medical  College  in 
1969,  and  served  his  internship  and 
residency  in  Illinois  and  Ohio.  He 
held  academic  appointments  as 
assistant  and  clinical  instructor  at 
colleges  in  Ohio  and  New  York  and 
as  clinical  instructor  in  plastic  sur- 
gery at  the  University  of  Wisconsin 
College  of  Medicine.  He  served  in 
the  US  Army  National  Guard  and 
Reserve  Medical  Corps  from  1970  to 
1977,  completing  his  service  with 
the  rank  of  captain.  From  1976  to 
1984,  he  specialized  in  plastic  sur- 
gery in  Troy.  He  had  been  practic- 
ing plastic  surgery  with  the 
Marshfield  Clinic  since  August  1984, 
having  been  elected  chair  of  the 
plastic  surgery  section  in  1987.  He 
was  active  in  the  Marshfield  Gene- 
ology  Group.  He  was  the  immedi- 
ate past  secretary  treasurer  and  past 
president  of  the  Wood  County 
Medical  Society  and  a delegate  to 
the  SMS  House  of  Delegates.  He 
was  a diplomat  of  the  National  Board 
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of  Medical  Examiners  and  the 
American  Board  of  Plastic  Surgery. 
He  was  a member  of  the  AMA  and 
the  American  Society  of  Plastic  and 
Reconstructive  Surgeons.  Dr  Hacker 
is  survived  by  his  wife,  Helen;three 
daughters,  Susan  Webb  Hacker  of 
Chandler,  Ariz,  Sandra  Webb 
Hacker  and  Janet  Webb  Hacker  of 
Marshfield;  his  mother;  two  broth- 
ers, and  two  sisters. 

Halser,  Joseph  G.,  MD,  died  March 
9, 1994.  He  was  born  Nov  1, 1905.  He 
received  his  medical  degree  from 
Marquette  University  Medical 
School  and  served  an  internship  in 


family  practice  at  Mt.  Sinai  Hospital 
in  Milwaukee.  He  served  a residency 
at  the  Ev.  Deaconess  Hospital  in 
Milwaukee.  Dr  Halser  was  a mem- 
ber of  the  Medical  Society  of  Mil- 
waukee County,  and  an  SMS  50- 
Year  Club  member.  He  served  as 
medical  director  of  the  Ladish 
Company  in  Cudahy.  Dr  Halser  is 
survived  by  his  wife,  Dorthea;  three 
sons,  Joseph  III,  Robert  and  Wil- 
liam; and  six  grandchildren. 

Jachowicz,  Robert  B.,  MD,  died 
April  8,  1994.  He  was  born  Jan  26, 
1937,  and  received  his  medical  de- 
Continued  on  next  page 


"Be  part  of  a world-class  operation. 
And  lose  the  residency  blues. " 


f 


w. 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 
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Continued  from  preceding  page 
gree  from  Marquette  University.  He 
served  his  internship  at  St.  Luke's 
Hospital  in  Milwaukee.  He  served 
in  the  U.S.  Navy  Reserve  as  a medi- 
cal officer  on  active  duty  during  the 
Vietnam  war.  Dr  Jachowicz  was  a 
general  practitioner  in  Hales  Cor- 
ners. He  was  chief  of  the  Depart- 
ment of  Family  Practice  at  St.  Francis 
Hospital  in  Milwaukee  from  1971  to 
1974.  He  was  a member  of  the  AMA, 
SMS,  and  the  American  Academy  of 
Family  Practice.  He  is  survived  by 
his  wife,  Bonnie;  his  children,  Jill 
Barrierre,  Joy  Margaret  Gilbert, 
Judith  Amsdorff,  Robert  II,  and  Jane; 
a brother;  and  six  grandchildren. 

Jansen,  Ruth  L.,  MD,  died  March 

29, 1994,  in  Milwaukee.  She  received 
her  medical  degree  from  the  Uni- 
versity of  Chicago  and  completed 
her  residency  and  internship  in 
Milwaukee.  She  was  chief  of  psy- 
chiatry at  St.  Luke's  Medical  Center 
until  she  retired  in  the  mid-1980s. 
Dr  Jansen  is  survived  by  her  hus- 
band, Allen  R.  Jansen;  three  daugh- 
ters, Patricia  LeStarge  of  Overland 
Park,  Kan,  Mary  VanPatten  of  Sco- 
tia, NY,  and  Susan  Strenk  of 
Wauwatosa;  two  sisters  and  a 
brother. 

Reyes,  Cesar  N.,  Jr.,  MD,  died  March 
28,  1994,  in  Marshfield.  Dr  Reyes 
was  born  Sept  14,  1931,  in  Manila, 
Phillippines.  He  received  his  medi- 
cal degree  in  1951  from  the  Univer- 
sity of  Santo  Tomas.  He  interned  at 
St.  Francis  Hospital  in  La  Crosse, 
and  served  his  residency  in  pathol- 
ogy at  Swedish  Hospital,  Minn.  He 
worked  as  a pathologist  at  St.  Boni- 
fact  Hospital  in  Winnipeg,  Mani- 
toba, Canada  from  1962  through 
1966.  He  joined  the  staff  of  the 
Marshfield  Clinic  in  1966,  and  had 
been  a member  of  its  board  of  direc- 


tors since  1969.  He  was  chair  of  the 
Department  of  Pathology  from  1968 
through  1972,  director  of  the  joint 
venture  laboratory  from  1975 
through  1986,  vice  president  of  the 
clinic  1980-1981,  and  1983-1985,  and 
a member  of  its  executive  commit- 
tee from  1973  through  1975,  and  1977 
through  1987.  He  was  an  American 
Group  Practice  delegate  from  1976 
until  his  death,  a member  of  the 
American  Group  Practice  Associa- 
tion Board  of  Trustees  from  1985 
through  1988,  director  of  the  school 
of  cytotechnology  from  1971  through 
1993,  director  of  the  school  of  his- 
totechnology  from  1967  through 
1993,  and  director  of  the  school  of 
medical  technology  from  1967 
through  1992.  He  is  survived  by  his 
wife,  Karen;  two  daughters,  Laura 
and  Teresa;  his  mother  and  four 
sisters. 

Saladar,  Rafael  S.,  MD,  died  April 

2, 1994,  in  Rockford,  111.  He  was  born 
Sept  18, 1933,  in  Bacolod  City,  Phil- 
ippines. He  graduated  from  medi- 
cal school  at  Manila  Central  Univer- 
sity in  Manila,  Philippines.  He  had  a 
medical  internship  at  Augustant 
Hospital  and  a residency  in  family 
practice  at  Weiss  Memorial  Hospi- 
tal, Chicago,  111.  He  spent  4 years  of 
residency  in  general  surgery  at  Illi- 
nois Central  Hospital  in  Chicago, 
after  which  he  worked  part-time  as 
an  industrial  physician  at  Gary  Steel 
Mills,  Gary,  Ind.  Prior  to  his  death, 
he  had  been  in  family  practice  and 
general  surgery  in  Beloit  and  Sharon, 
WI.  Dr  Saladar  was  a member  of  the 
Rock  County  Medical  Society,  the 
SMS,  American  Society  of  Abdomi- 
nal Surgeons,  and  the  Philippine 
Surgeons  in  America.  He  is  survived 
by  his  wife,  Norma;  a daughter,  Elma 
Joyce  Saladar  (Dr.  Greg  Olson), 
Rapid  City,  SD;  two  sons,  Rafael 
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Saladar,  Jr.,  and  Daryl  Saladar,  Be- 
loit; three  brothers  and  five  sisters. 

Sattler,  Chester  A.,  MD,  died  April 
15,  1994,  in  Kenosha.  He  was  bom 
Dec  3, 1912,  and  received  his  medi- 
cal degree  from  Rush  Medical  School 
in  Chicago.  He  was  an  orthopedic 
surgeon.  Dr  Sattler  was  founder  and 
a life  member  of  the  research  de- 
partment of  the  American  Academy 
of  Orthopedic  Surgery,  and  was  a 
member  of  the  Wisconsin  Orthope- 
dic Society.  He  was  also  a member 
of  the  Medical  Society  of  Milwau- 
kee County,  SMS  50- Year  Club,  and 
the  AMA.  Dr  Sattler  is  survived  by 
his  wife,  Mary;  two  sons,  Richard  B. 
of  The  Woodlands,  Texas,  and  Rex 
B.,  Kenosha;  two  brothers;  a sister; 
and  two  grandchildren. 

Temple,  Robert  L.,  MD,  died  April 

10, 1994.  He  was  born  Nov  13, 1926, 
and  received  his  medical  degree 
from  the  University  of  Wisconsin 
Medical  School.  He  served  an  in- 
ternship at  Madison  General  Hospi- 
tal, and  his  residency  in  anesthesiol- 
ogy at  the  Veterans  Administration 
Center  in  Wood.  Dr  Temple  is  sur- 
vived by  his  wife,  Lucille;  and  his 
children,  Neal  Gross,  James  Temple, 
Elana  Hoerig,  Robert  Scott  Temple; 
two  brothers,  a sister,  and  seven 
grandchildren.  Dr  Temple  was  pre- 
ceded in  death  by  his  daughter  Vir- 
ginia Stauffacher. 

Wisler,  Robert  J.,  MD,  died  Feb  25, 
1994.  He  was  born  April  28,  1957, 
and  graduated  from  the  Medical  Col- 
lege of  Wisconsin.  He  served  his 
residency  and  internship  at  the 
Medical  College  of  Wisconsin  and 
Mt.  Sinai  Medical  Center.  Dr  Wisler 
specialized  in  anesthesiology.  He  is 
survived  by  his  lifetime  partner, 
Clark  Williams,  and  his  parents. ❖ 
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Wisconsin  Medical  Journal 
instructions  to  authors 


Authorship 

Manuscripts  are  considered  with  the 
understanding  that  they  have  not 
been  published  previously  and  are 
not  under  consideration  by  another 
publication. 

Each  scientific  and  socioeconomic 
manuscript  must  be  accompanied 
by  a cover  letter  containing  the  fol- 
lowing sentence:  "In  consideration 
of  the  Wisconsin  Medical  Journal’s 
taking  action  in  reviewing  and  edit- 
ing this  submission,  the  author(s) 
hereby  transfer(s),  assign(s),  or  oth- 
erwise convey(s)  all  copyright 
ownership  to  the  WMJ  in  the  event 
that  this  work  is  published  in  the 
WMJ."  All  co-authors  must  sign  the 
letter. 

The  cover  letter  must  also  desig- 
nate one  author  as  correspondent 
and  provide  a complete  address  and 
telephone  number.  All  coauthors 
should  have  contributed  to  the  study 
and  manuscript  preparation.  They 
should  be  thoroughly  familiar  with 
the  substance  of  the  final  manuscript 
and  be  able  to  defend  its  conclu- 
sions. 

The  Journal  expects  authors  to  dis- 
close any  commercial  associations 
that  might  pose  a conflict  of  interest 
in  connection  with  the  submitted 
article.  All  funding  sources  support- 
ing the  work  should  be  routinely  ac- 
knowledged on  the  title  pages,  as 
should  all  institutional  or  corporate 
affiliations  of  the  authors. 

Editing 

All  manuscripts  will  be  edited  by 
the  Journal  staff  for  clarity,  organiza- 
tion, grammar,  spelling,  and  punc- 
tuation, and  in  accordance  with 
AMA  style  (AMA  Manual  of  Style, 
8th  ed,  and  AMA  Manual  forAu  thors 
and  Editors).  Suggestions  for  titles 
are  welcome,  but  are  subject  to  the 
constraints  of  clarity,  space,  gram- 
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mar  and  style. 

The  corresponding  author  will  be 
asked  to  review  a galley  proof  prior 
to  publication  to  verify  statements 
of  fact.  Galley  proofs  are  for  correct- 
ing errors;  revisions  should  be  made 
before  submission,  but  must  be  made 
prior  to  final  acceptance  of  the  pa- 
per. The  authors  are  responsible  for 
all  statements  made  in  their  work, 
including  any  changes  made  by  the 
editors  and  authorized  by  the  corre- 
sponding author. 

Preparation  of  scientific  manu- 
scripts 

• Submit  papers  to:  Wisconsin  Medi- 
cal Journal,  PO  Box  1109,  Madison, 
WI 53701 ; Ph:  608-257-6781  or  1 -800- 
362-9080;  FAX:  608-283-5401. 

• Authors  are  encouraged,  when- 
ever possible,  to  submit  manuscripts 
on  computer  disks,  using  IBM-com- 
patible software.  Electronic  submis- 
sions are  also  possible.  A printed 
copy  must  accompany  all  disk  and 
electronic  submissions. 

• Typed  manuscripts  must  be  sub- 
mitted in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side  only 
of  standard-sized  white  bond  pa- 
per, using  1-inch  margins.  Double- 
Space throughout. 

• Organization  for  scientific  papers: 

Abstracts— 150  words  or  less,  stat- 
ing the  problem  considered,  meth- 
ods, results  and  conclusions.  Cite  no 
references. 

Methods- Describe  the  selection  of 
observational  or  experimental  sub- 
jects, including  controls.  Identify  the 
methods,  procedures  and  equipment 
well  enough  to  allow  replication. 

Results— Provide  results  in  the  test, 
tables  or  illustrations.  If  tables  or  il- 
lustrations are  used,  emphasize  or 
summarize  only  the  most  important 
observations  in  the  text. 

Discussion— Discuss  the  conclu- 


sions that  follow  from  the  results,  as 
well  as  their  limitations  and  rela- 
tions to  other  studies.  Show  how  the 
conclusions  relate  to  the  purpose  of 
the  study.  Recommendations,  when 
appropriate,  may  be  included. 

References— Limit  to  20.  Authors 
are  responsible  for  the  accuracy  and 
completeness  of  references.  Refer- 
ences must  follow  AMA  style  and 
abbreviations  of  journal  names  must 
follow  those  in  Index  Medicus.  Con- 
sult the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations  and 
tables  taken  from  other  publications, 
and  submit  written  permission  to 
reprint  from  the  original  publishers. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their  use 
in  the  text.  Acceptable  abbreviations 
of  clinical,  technical  and  general 
terms  can  be  found  in  the  AMA 
Manual  for  Authors  and  Editors  and 
AMA  Manual  of  Style. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  particular 
to  conversations  among  medical  per- 
sonnel are  inappropriate  in  scien- 
tific writing.  (Examples:  For  "pre- 
sented with"  use  "had;"  for  "experi- 
enced a weight  loss"  use  "lost 
weight.") 

• Authors  are  responsible  for  sup- 
plying the  full  and  correct  names  of 
drugs.  Use  generic  names  of  drugs, 
unless  the  specific  trade  name  of  a 
drug  is  directly  relevant  to  the  dis- 
cussion. If  the  author  so  desires, 
brand  names  may  be  inserted  in  pa- 
rentheses. 

• Units  of  measure  are  to  be  pro- 
vided in  metric,  followed  by  Inter- 
national System  units  (SI)  in  paren- 
theses. 

• Provide  each  author's  full  name 
and  highest  academic  degree  in  the 
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byline.  If  an  author  holds  two  doc- 
toral degrees  (eg,  MD  and  PhD,  or 
MD  and  DDS),  either  or  both  may  be 
used,  according  to  the  author's  pref- 
erence. Honorary  American  desig- 
nations (eg  FACP  or  FACS)  are  omit- 
ted. If  the  author  holds  a doctorate, 
master's  and  bachelor's  degrees  are 
omitted.  Courtesy  titles  (eg,  Mr, 
Mrs,  Ms)  are  omitted  from  bylines 
and  text. 

Illustrations 

Authors  are  encouraged  to  submit 
black  and  white  photos,  graphs  and 
charts  when  such  illustrations  will 
aid  in  the  readers'  understanding  of 
the  article.  If  color  illustrations,  suit- 
able for  use  on  the  WMJ  cover  are 
available,  the  author  should  notify 
the  WMJ  office  when  the  paper  is 
submitted.  Use  of  art  submitted  as 
cover  illustrations  is  not  guaranteed. 

Review  process 

Each  scientific  manuscript  is  re- 
viewed by  the  medical  editor  and 


the  members  of  the  editorial  board. 
The  opinions  of  outside  consultants 
may  be  sought  at  the  medical  edi- 
tor's discretion.  The  medical  editor 
has  the  final  decision  as  to  whether 
a scientific  paper  will  be  published. 

Socioeconomic  manuscripts  are 
reviewed  by  the  SMS  senior  staff 
and  legal  counsel.  As  publisher,  the 
SMS  secretary-general  manager  has 
the  final  decision  as  to  whether  a 
socioeconomic  paper  is  published. 

Editorials,  letters,  and  soundings 
are  reviewed  by  the  medical  editor, 
SMS  senior  staff,  and  legal  counsel. 
Authorship  of  editorials  is  reserved 
for  members  of  the  WMJ  editorial 
board,  editorial  associates,  and  SMS 
elected  officials.  Editorials  are  signed 
by  the  authors,  are  the  authors'  opin- 
ions, and  do  not  necessarily  reflect 
the  policies  of  the  SMS.  Letters  are 
signed  by  the  authors,  are  the  au- 
thors' opinions,  and  do  not  neces- 
sarily reflect  the  policies  of  the  SMS. 
Authorship  of  letters  is  open  to  the 
public,  but  letters  are  limited  to  500 


words  and  subject  to  editing  for 
length,  clarity  and  style. 

Publication  support 

Authors  of  articles  that  are  longer 
than  2 typeset  pages  (including 
tables  or  illustrations),  or  roughly  5 
typewritten  pages,  may  be  asked  by 
the  editorial  board  to  provide  publi- 
cation support  in  the  amount  of  $100 
per  typeset  page  beyond  the  second. 
Such  support  is  not  mandatory  and 
is  not  asked  for  until  after  a paper  is 
accepted  for  publication.  Provision 
of  support  helps  defray  the  cost  of 
publishing  the  Journal  and  is  left  to 
the  conscience  of  each  author. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or  in 
whole,  without  permission  from  the 
Journal.  Abstracts  may  be  repro- 
duced without  specific  permission, 
provided  that  acknowledgement  of 
the  source  is  made.<* 


The  voice  of  freedom  never 
faltered,  even  though  it  stuttered. 

Winston  Churchill  was  perhaps  the  most 
stirring,  eloquent  speaker  of  this  century. 
He  also  stuttered. 

If  you  stutter,  you  should  know  about 
Churchill.  Because  his  life  is  proof  that,  with  the 
will  to  achieve,  a speech  impediment  is  no 
impediment. 

Learn  about  the  many  ways  you  can  help 
yourself  or  your  child.  Because  your  finest 
hour  lies  ahead. 

P.O.  Box  11749  • 
1-8C 

Stuttering 
Foundation 
of  America 

FORMERLY  SPEECH  FOUNDATION  OF  AMERICA 

A Non-Profit  Organization 
Since  1947 — 

Helping  Those  Who  Stutter 

Memphis,  TN  38 1 1 1-0749 
)0-992-9392 
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INTERNAL  MEDICINE  AND  GAS- 
TROENTEROLOGY PRACTICE 
OPPORTUNITIES.  Four  person  Inter- 
nal Medicine  and  two  person  Gastroen- 
terology group  is  looking  for  motivated 
persons  to  join  their  practice.  Excellent 
earning  opportunities  and  benefit  pack- 
age. The  clinic  is  located  within  two 
blocks  of  an  acute-care  210  bed  modern 
hospital  with  state  of  the  art  diagnostics. 
Great  recreational  opportunities.  If  you 
are  interested  in  a community  that  can 
offer  you  a quality  life-style  and  out- 
standing practice  potential,  please  send 
your  CV  and  cover  letter  to:  Rita  S.  Woller, 
Clinic  Administrator,  Westhill  Medical 
Specialists,  2800  Westhill  Dr.,  Suite  200, 
Wausau,  WI  54401 . 5-6/94 

NATIONWIDE  - Opportunities  for  the 
following:  IM,  FP,  OB/GYN,  PED,  ONC, 
CD,  and  more.  Send  CV  to  Stan  Kent, 
Stan  Kent  & Associates,  P.O.  Box  904, 
Tremont,  IL  61568,  or  call  800-831-5679, 
FAX  309-925-5842.  5-12/94 

GENERAL  SURGEON  BE/BC  The 
Department  of  Surgery  at  the  Mayo  Clinic 
in  conjunction  with  the  Decorah  Clinic  is 
seeking  a broad-based  general  surgeon 
to  join  the  Mayo  Regional  Facility  in 
Decorah,  Iowa,  70  miles  south  of  Roch- 
ester, Minnesota.  This  position  offers  an 
excellent  opportunity  to  establish  a sur- 
gical practice  in  an  established  9-person, 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


Mayo-affiliated  medical  clinic  in  this 
town  of  about  8,100  with  a 60-bed  hospi- 
tal and  a county  population  of  26,000. 
This  opportunity  allows  practice  auton- 
omy, a wide  spectrum  of  general  sur- 
gery, including  some  gynecological  and 
orthopedic  expertise,  and  excellent  sal- 
ary and  benefits.  Inquiries:  Michael  G. 
Sarr,  MD,  Department  of  Surgery,  Mayo 
Clinic,  Rochester,  MN  55905.  Mayo 
Foundation  is  an  affirmative  action  and 
equal  opportunity  educator  and  em- 
ployer. 5-7/94 

BC/BE  INTERNIST  for  84-physician 
multispecialty  group  on  the  scenic  bluffs 
overlooking  the  Mississippi  River  where 
Iowa,  Illinois,  and  Wisconsin  meet.  Ex- 
cellent call  schedule  in  this  17  member 
department  of  physician  owned  clinic 
with  its  own  HMO.  Professional  admini- 
stration enables  physicians  to  concen- 
trate on  the  practice  of  medicine.  Out- 
standing lifestyle,  excellent  income 
guarantee,  complete  benefits  and  own- 
ership eligibility.  Call  or  send  C.V.  to 
Denis  Albright,  Medical  Associates 
Clinic,  1000  Langworthy,  Dubuque,  I A 
52001 . 800-648-6868.  5-7 / 94 


"The  Best  Care  - Keeping  the 
Promise  to 
Those  Who  Served" 

The  VA  Medical  Center  at  Tomah, 
Wisconsin  is  recruiting  for  a board 
certified 

CHIEF  OF 

PSYCHIATRY  SERVICE 

for  a 600  bed  medical  center  that 
offers  a full  range  of  primary  and 
extended  psychiatric  services  to 
the  West  Central  Wisconsin  Area. 
Salary  range  up  to  $148,400  and 
an  excellent  benefit  package  of  30 
days  paid  vacation,  annuity  plan, 
malpractice  insurance,  relocation 
expenses  and  recruitment  bonus. 
Tomah  is  located  in  the  heart  of 
Wisconsin's  Vacationland;  con- 
veniently located  on  1-90/94  mid- 
way between  Minneapolis  and 
Milwaukee.  Write  or  call:  E.K. 
McCellan,  MD,  Chief  of  Staff,  VA 
Medical  Center,  Tomah,  WI  54660 
(608-372-1778).  EO/AAE 
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— Classified  ads 

FAMILY  PRACTICE  - MINNEAPOLIS. 

BC/BE  Family  Practice  Physicians 
needed  to  join  the  Family  Practice  De- 
partment of  a 376-physician  multi-spe- 
cialty clinic  in  desirable  Twin  Cities  area. 
Currently,  we  have  positions  available 
at  our  Brooklyn  Center,  Burnsville,  and 
Shakopee  offices.  Salary  and  benefits  are 
highly  competitive.  For  additional  in- 
formation contact  Patrick  Moylan  at 
(612)927-3286  or  send  CV  and  letters  of 
inquiry  to  Physician  Recruitment,  Park 
Nicollet  Medical  Center,  5000  West  39th 
Street,  Minneapolis,  MN  55416,  or  Fax 
(612)924-2819.  4-5/94 

EMERGENCY  ROOM  COVERAGE 
NEEDED.  Would  you  like  to  spend 
your  summer  in  the  resort  area  of  the 
beautiful  north  woods?  The  Rhinelan- 
der Medical  Center  is  looking  for  a 
physician  to  cover  the  emergency  room, 


Child/General  Psychiatrist 

A full-time  general  or  child/ gen- 
eral psychiatrist  is  needed  in  beau- 
tiful northern  Wisconsin! 

This  area  affords  the  best  in  rural 
living  with  many  beautiful  lakes, 
streams  and  rivers.  We  are  a 20 
bed  acute,  JCAHO  accredited, 
psychiatric  unit  located  at  Saint 
Mary's  Hospital  in  Rhinelander, 
WI.  We  service  both  inpatients 
and  outpatients  within  a 75  mile 
radius.  Our  goal  is  to  make  this 
the  mental  health  center  of  the 
northwoods.  We  have  an  excel- 
lent salary  and  benefit  package 
available.  Weekend  coverage  is 
provided. 

A challenging  but  rewarding  po- 
sition for  a mature  competent 
psychiatrist. 

Contact  or  send  CV  to: 

N.  Wilson,  MD 
1044  Kabel  Avenue 
Rhinelander,  WI  54501 
(715)  369-6433 


Equal  opportunity  employer. 

2-5/94 
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evening  hours  Monday  through  Thurs- 
day for  the  up-coming  summer  months. 
If  you  are  interested  in  hearing  more 
about  the  opportunity,  please  contact: 
Lee  Schneider,  Director  of  Physician  Staff 
Development,  Rhinelander  Medical 
Center,  1020  Kabel  Avenue,  Rhinelan- 
der, WI  54501,  Telephone  715-369-7810. 

5/94 

GENERAL  SURGEON/OB-GYN/IN- 
TERNAL  MEDICINE  to  join  progres- 
sive 13-physician  group  practice.  Rural 
college  town  30  miles  from  St.  Paul,  MN. 
New  clinic  and  new  hospital.  Contact 
Robert  B.  Johnson,  MD,  River  Falls,  WI 
54022-715/425-6701.  4-6/94 

EMERGENCY  MEDICINE:  Great  loca- 
tion, great  opportunity!  Medical  direc- 
torship and  two  staff  positions  for  a newly 


DISSATISFIED  WITH 
YOUR  PRACTICE? 

OB/GYN,  FP,  IM,  GS,  PEDS,  etc. 


2700  Midwest  opportunities 
7500  throughout  the  U.S. 

We're  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic.  You 
don't  need  to  contact  numerous 
recruiters  we  can  place  you  any- 
where. Whether  you  want  better 
hospital  support,  facilities,  time 
off,  remuneration  or  lifestyle  we 
have  the  opportunity  for  you  in  a 
solo,  group,  or  employee  practice. 

WISCONSIN  NATIONAL 

Milwaukee  Indianapolis 

Sheboygan  Chicago 

Beloit  Pittsburgh 

Madison  Cincinnati 

Kenosha  Jacksonville 

Confidential  * References 
(No  cost  to  you  - our  clients  pay  all 
costs) 

The  Curare  Group,  Inc. 

(800)  880-2028,  FAX:  (812)  331-0659 
P.O.  Box  5642 

Bloomington,  IN  47407-5642 
(M-F  9:00-8:00,  Sat  12:00-5:00) 
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formed  democratic  ED  group  to  begin 
staffing  July  1,  1994.  Family-oriented 
community  in  beautiful  area  30  minutes 
northwest  of  Milwaukee.  Friendly  and 
progressive  hospital.  7,500  ED  visits/yr. 
Excellent  compensation  with  an  attrac- 
tive schedule  and  lots  of  free  time.  Call 
414-332-6228  or  send  CV  to  the  Emer- 
gency Resources  Group,  509  W. 
Montclaire  Ave.,  Milwaukee,  WI  53217. 

4-5/94 

EMERGENCY  MEDICINE:  Moonlight- 
ing opportunities  in  low  volume  ED 
beginning  July  1, 1994.  30  minutes  north- 
west of  Milwaukee.  Friendly  and  pro- 
gressive hospital.  Excellent  compensa- 
tion relative  to  volume,  malpractice 
negotiable.  Call  414-332-6228  or  send 
CV  to  the  Emergency  Resources  Group, 
509  W.  Montclaire  Ave.,  Milwaukee,  WI 
53217.  4-5/94 

FAMILY  PRACTICE  PHYSICIAN 

needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwestern 
Wisconsin  community  of  8,000  with  serv- 


FAMILY PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyle  of  call  every 
21-23  days  and  an  average  4 day 
workweek.  Just  20  minutes  north 
of  downtown  Minneapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  unlimited  array 
of  family,  cultural,  educational  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  and  partnership  po- 
tential after  one  year.  Please  re- 
spond with  CV  to: 

John  Pastorius,  MD 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

5/94 


ice  area  of  40,000,  located  on  the  door- 
step of  Wisconsin's  fabulous  lake  coun- 
try. Practice  medicine  in  a small  family- 
oriented  community  within  two  hours 
of  Minneapolis/ St.  Paul.  Competitive 
salary  and  excellent  fringe  package.  Send 
CV  to  James  A.  Volk,  M.D.,  Medical 
Director,  PO  Box  3217,  Eau  Claire,  WI 
54702-3217;  ph  715-836-8552. 

4-6/94 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapolis/ 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FFS.  Flighly  competi- 
tive salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  James  A.  Volk, 
MD,  Medical  Director,  PO  Box  3217, 
Eau  Claire,  WI  54702-3217;  ph  715-836- 
8552.  4-6/94 

MILWAUKEE  AREA.  A rapidly  expand- 
ing 70  physician  multi-specialty  clinic 
seeks  BC/BE  physicians  in  the  follow- 
ing specialties:  family  practice,  internal 
medicine,  urology,  oncology,  psychia- 
try, and  OB/Gyn.  Competitive  salary, 
excellent  fringe  benefits.  Address  inquir- 
ies and  CV  to:  Medical  Associates 
Administrator,  PO  Box  427,  Menomonee 
Falls,  WI  53052-0427.  3-7/94 


Family  Practice,  General  Surgeon, 
Emergency  Medicine,  Internal 
Medicine,  Locums,  Ob/Gyn,  Oc- 
cupational Medicine,  Pediatrics, 
Urgent  Care  opportunities  avail- 
able in  Minneapolis/St.  Paul  and 
leading  communities  within  a 150 
mile  radius  of  the  Twin  Cities. 
Contact:  HealthSpan,  Physicians 
Services,  2810  57th  Avenue  North, 
Minneapolis,  MN  55430,  1-800- 
248-4921  or  61 2-574-7627.  5/94 


PPS  for  PSP2' 
Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  ami  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791*  Brookfield,  WI  5.10084)791 

1-800-747-0606  (414)784-9524 
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OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Family  Practice, 
OB/GYN,  Internal  Medicine,  Emergency 
Medicine,  Pulmonology,  and  Orthope- 
dic Surgery.  Mercy  Medical  Center  has 
an  active  medical  staff  of  150  physicians 
in  all  medical  specialties.  Oshkosh  is  an 
attractive  community  of  55,000  people, 
located  on  the  shores  of  Lake  Winne- 
bago and  in  the  heart  of  Wisconsin's 
beautiful  Fox  River  Valley  (metro  area  of 
350,000  people).  University  of  12,000 
students.  Good  local  schools.  Low  crime 
area.  Contact:  Christopher  Kashnig, 
Mercy  Medical  Center,  631  Hazel  Street, 
Oshkosh,  WI  54902.  Call  414-236-2430. 
Fax  414-236-1312.  5-7/94 

BEAUTIFUL  NORTHWESTERN  ILLI- 
NOIS: Seeking  primary  care  physicians- 
family  practice  or  internal  medicine-to 
staff  quiet,  low-volume  emergency  de- 
partment in  50-bed  hospital  in  growing 
community.  Near  to  Chicago  amenities. 
Excellent  pay  and  benefits.  Supportive 
medical  staff  and  administration  and 
well-trained,  pleasant  nursing  staff. 
Contact  Michael  Parker,  MD,  (815)395- 


PHYSICIAN 

Are  you  ready  for  a change  from 
Clinical  Medicine?  We  have  a full 
time  position,  located  in  Plymouth, 
MN,  in  Insurance  Medicine.  Pri- 
mary duties  involve  providing 
medical  consultation  to  life  un- 
derwriters and  claims  reviewers, 
interpreting  ECGs  and  chest  x-rays 
and  occasional  physical  examina- 
tions. Excellent  benefits,  regular 
hours,  weekends  free.  Internal 
medicine  or  board  certified  family 
practitioners  preferred.  If  you're 
interested  in  employment  with  the 
insurance  leader,  send  a resume 
and  salary  history  to: 

K. Owens,  HRAD 
THE  PRUDENTIAL 
PO  Box  1143 
Minneapolis,  MN  55440 

Smoke  Free  Environment 
Affirmative  Action  Employer 

5/94 
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5261,  Saint  Anthony  Medical  Center,  5666 
East  State  St.,  Rockford,  IL  61108-2742. 

5-6/94 

EXPLORE  MINNESOTA  AND  PRI- 
MARY CARE  with  North  Memorial 
Medical  Center  primary  care  network. 
Openings  are  available  for:  Family  Prac- 
tice, Internal  Medicine,  and  OB/GYN 
physicians,  and  Physician  Assistants. 
These  opportunities  offer  stability  with- 
out sacrificing  autonomy.  Single  and 
multi-specialty  groups  in  urban,  subur- 
ban, and  semi-rural  settings.  Teaching 
opportunities  with  North/University  of 
Minnesota  residency  program.  Competi- 
tive compensation  structures  and  flex- 
ible schedules  with  independent  or  hos- 
pital owned  group  practices.  Immediate 
access  to  Minneapolis/ St.  Paul  attrac- 
tions. Central  to  Minnesota's  abundant 
lakes  country.  If  you  are  BC/BE  send 
your  CV  or  call  in  confidence:  North 
Medical  Programs,  North  Memorial 
Medical  Center,  3300  Oakdale  Ave., 
North,  Robbinsdale,  MN  55422-2900. 


Family  Practice  Madison  Area 

* several  opportunities 

* large  call  groups 

* full  lab  & xray 

* 210  physician  multi-specialty  group 

* guaranteed  salary  with  incentives 

* full  benefit  package 

* Immediate  Care  also  available 
Send  CV  to: 

Laurie  Glowac 

Physicians  Plus  Medical  Group 
345  W.  Washington  Avenue 
Madison,  Wl  53703 
or  call  collect:  (608)  252-8580 

1-12/94 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

5-7/94 


Nationwide  and  Canada  1-800-275^1790. 

2-5/94 

THE  WAUSAU  MEDICAL  CENTER  is 

seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  In- 
ternal Medicine,  Family  Medicine,  Gas- 
troenterology, Obstetrics  / Gynecology, 
Occupational  Medicine  and  Urology. 
Large  multi-specialty  group  located  in 
central  Wisconsin.  Competitive  salary 
(incentive  after  first  year).  Comprehen- 
sive benefit  package  including  malprac- 
tice insurance,  flexible  benefit  plan  and 
profit  sharing.  Modern  facility  located 
directly  across  the  street  from  250-bed 
acute  care  facility.  The  area  is  ideal  for 
outdoor  enthusiasts  (including  large 
downhill  ski  area)  with  outstanding 
cultural  activities  year  round.  Write  or 
call  collect  David  K.  Aughenbaugh,  MD, 
Medical  Director,  Wausau  Medical  Cen- 
ter, 2727  Plaza  Drive,  Wausau,  Wiscon- 
sin 54401,  telephone  (715)  847-3235. 

2/93;TFN 


Medical  Meetings-Continuing 
Medical  Education 


THIRD  ANNUAL  CLINICAL  NEU- 
ROLOGY AND  BEHAVIORAL  SCI- 
ENCES SYMPOSIUM:  Acute  Neuro- 
logical and  Psychiatric  Illness,  Friday, 
May  20  - Sunday,  May  22,  1994.  Land- 
mark Resort  and  Conference  Center,  Egg 
Harbor,  Wisconsin.  Contact:  Marshfield 
Clinic,  Office  of  Medical  Education,  1000 
North  Oak  Avenue,  Marshfield,  WI 
54449.  1-800-541-2895.  4-5/94 

AMA 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 

Miscellaneous 

VACATION  IN  OUK 
JAMAICA  VILLA. 
MAID,  COOK,  POOL, 
BCACH,  TRANQUILITY.  / 
SL66PS  8.  608-231-1003. 

— — -nTmmnniniMii 

4-6/94 
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ST.  JUDE  CHILDRENS 
RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 

Searching  for  the  Cure. 

1-800-877-5833  for  information 


State  Medical  Society  of  Wisconsin 

Date  and  location  of 
1995  ANNUAL  MEETING 

April  5-8 

Grand  Geneva  Resort  & Spa 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local 
Telephone:  257-6781;  toll-free:  1-800- 
362-9080. 


There  are  no  small 
victories  in  the  fight 
against  heart  disease. 


American  Heart 
Association 


© 1992,  American  Heart  Association 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in  coop- 
eration with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling  pro- 
grams in  conflict  with  others.  Hospitals, 
clinics,  specialty  societies,  and  medical 
schools  are  particularly  invited  to  utilize 
this  listing  service.  There  is  a nominal 
charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates: 
55  cents  per  word,  with  a minimum 
charge  of  $25.00  per  listing.  All  liftings 
must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific  meetings 
will  be  included  at  the  discretion  of  the 
editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  is- 
sue is  due  by  July  1 . Address  communi- 
cations to:  Wisconsin  Medical  Journal, 
Box  1109,  Madison,  WI  53701;  or  phone 
608-257-6781;  or  toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United  States 
are  published  in  the  first  issue  of  each 
month  of  the  Journal  of  the  American 
Medical  Association. 
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EASTER  SEALS  '94 


Thanks 
for  sticking 
with  us. 


For  75  years  Easter  Seals  has 
been  helping  people  wl  th 
disabilities  live  with  dignity, 
equality  and  independence. 
Because  wonderful  things 
happen  when  you  give  ability 
a chance.  Support  Easter  Seals. 


Give  Abi lity  A Chance. 


242 


Wisconsin  Medical  Journal  • Mayl994 


Physician 

FOLLOW  THROUGH 


It’s  the  professional  edge 
in  patient  satisfaction  and 
medicine  compliance. 


>/  j 


* 


Name 


Address 


Prescribing  the  right  medicine 
isn't  enough.  It’s  important  to 
follow  through  and  explain 
how  and  when  to  take  it, 
precautions  and  side  effects. 


Yes!  Please  send  me  free  information  on  patient 
medicine  counseling.  (Please  Print) 


4* 


Mail  to: 

NCPIE 

666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 


The  National  Council  on 
Patient  Information  and 
Education  (NCPIE)  has  free 
materials  to  help  you  talk 
about  prescriptions. 


□ 


Different  Wind,  Same  Direction 


\po(r)-'f«r-mon(t)s\  : accomplishment;  efficiency;  the  fulfillment  of  a promise  or  request.  (Webster's  dictionary) 


PIC-Wisconsin  remains  committed  to  helping  solo  practition- 
ers weather  turbulent  times  by  offering  the  best  programs  and 
services  available: 

• Experienced  Claims  Handling  and  Strong  Defense. 

We  strive  to  protect  your  professional  reputation  and 
financial  future.  We  have  closed  more  than  83%  of 
claims  against  solo  practitioners  without  an  indemnity 
payment. 

• Superior  Services.  We  have  saved  non-group  physicians 
nearly  $3  million  through  our  loss-free  credit  program. 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


• Comprehensive  Risk  Management.  We  have  kept 
hundreds  of  solo  practitioners  up-to-date  on  loss 
awareness  issues  through  specialized  educational 
seminars,  personal  consultations  and  on-site  office 
practice  assessments. 

In  chaos  or  calm,  solo  practitioners  can  look  to  PIC- 
Wisconsin  for  direction  in  solving  their  liability  insurance 
problems. 

It  all  amounts  to  performance.  At  PIC-Wisconsin, 
we  define  it  with  a capital 


8401  Greenway  Blvd.,  Suite  1101 
P.O.  Box  620407 

Middleton,  Wisconsin  53562-0407 


(608)  831-8331  • (800)  279-8331  • FAX  (608)  831-0084 


Should  mothers’  milk 
be  screened  for  lead? 


If  You  Think  The  Cost  Of  Living 

Is  High  Today. . . 

What  About  Tomorrow? 


We  can't  precisely  predict  the  future.  But,  one  thing  is  certain. 
It’ll  be  expensive.  Retirement  is  expensive.  So  is  death. 
They’re  expensive  because  your  financial  needs  continue, 
while  your  earned  income  ends. 

Either  way,  you  need  to  prepare  for  the  future.  Providing 
dollars  to  cover  family  living  expenses.  Your  children's 
education.  Your  mortgage,  business,  and  other  commitments. 
Estate  taxes  and  expenses.  And  you  want  to  assure  your  own 
financial  security  after  you  stop  practicing  medicine. 


You  can  do  all  this  with  the  help  of  SMS  Insurance  Services. 
We’re  the  only  Wisconsin  based,  physician  owned  insurance 
agency  exclusively  serving  the  medical  community.  So  we 
understand  your  needs  better  than  anyone  else.  We  provide 
strategic  insurance  planning.  A comprehensive  approach  to 
your  insurance  needs  based  on  your  current  obligations  and 
future  objectives. 

You  can’t  predict  the  future,  but  you  can  certainly  prepare 
for  it.  Review  your  life  insurance  now  with  an  SMS 
Insurance  Services  representative. 


Wisconsin  based  - physician  owned  - committed  to  serving  you. 


P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  257-6781  • (800)  545-0631  • FAX  (608)  283-5402 
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Opinions 


President's  page 

Answering  the  call 


Are  politicians  leaders?  Are 
physicians?  Certainly,  we 
recognize  leaders  have  sprung  from 
both  professions,  but  what  is  the 
quality— if,  indeed,  there  is  just  one- 
-that  separates  the  leaders  from  the 
led? 

Leadership  exhibits  itself  in  sev- 
eral styles.  The  president  of  the 
United  States— regardless  of  his 
politics— is  viewed  as  a "status 
leader,"  someone  permitted  to  di- 
rect by  virtue  of  his  or  her  position 
or  office  held.  Martin  Luther  King, 
Jr.,  is  a strong  example  of  a "charis- 
matic leader,"  one  who  prevails 
through  force  of  personality  or  ide- 
als, while  Mother  Teresa  has  walked 
the  path  of  a " servant  leader,"  some- 


one who  derives  his  or  her  influence 
from  meeting  followers'  needs. 
"Transformational  leaders"  draw 
out  leadership  and  other  abilities 
from  followers  ("Give  people  fish 
and  they  eat  for  a day;  teach  them  to 
fish  and  they  eat  for  a lifetime.").  An 
ideal  leader  uses  the  style  best  suited 
to  his  or  her  skills  and  the  demands 
of  a situation. 

Each  of  us  is  a leader  at  times  and 
a follower  at  times.  Most  often,  we 
content  ourselves  with  the  relative 
anonymity  and  safety  of  follower- 
ship.  The  energy  and  commitment 
required  to  lead  can  give  way  (and 
sometimes  should)  to  the  pressures 
and  pleasures  of  family  and  prac- 
tice. We  may  shy  from  the  leader- 


Richard  G.  Roberts,  MD,  JD 


ship  spotlight  or  feel  ourselves  not 
up  to  the  challenge.  What,  me  lead?  I 
can’t  even  lead  in  silent  prayer. 

Physicians  do  lead,  overtly  and 
covertly.  We  hold  status  leadership 
positions  on  school  boards  and  in 
the  Legislature.  We  provide  charis- 
matic leadership  as  we  speak  out 
with  conviction  on  issues  of  con- 
cern. We  exemplify  servant  leader- 
ship as  we  reach  out  to  the  dispos- 
sessed through  homeless  clinics  and 
missionary  hospitals.  We  strive  for 
transformational  leadership  when 
we  enable  patients  or  communities 
to  take  control  of  their  health  fu- 
Continued  on  next  page 


Special  issue  on  violence 
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Continued  from  preceding  page 
tures. 

Conversely,  our  silence  also  pro- 
vides leadership  whether  we  wish 
to  acknowledge  it.  When  we  choose 
not  to  speak  out  on  the  issues  of  our 
times,  we  risk  being  wrongly  per- 
ceived as  apathetic,  uncaring  or  si- 
lent advocates  of  a future  we  would 
rather  not  see  (eg,  another  genera- 
tion of  Americans  addicted  to  nico- 
tine). 

The  health  problems  we  face 
today  can  seem  impossibly  complex, 
rooted  as  so  many  of  them  are  in 
personal  habits  and  lifestyle,  pov- 
erty, racism,  social  disruption,  and 
unemployment.  It  can  be  tempting 
to  turn  inward  and  focus  solely  on 
the  individual  patient  before  us  and 


ignore  the  community  that  sur- 
rounds us. 

Yet  our  very  essence  as  profes- 
sionals depends  on  our  willingness 
to  speak  out  to  a larger  community: 
in  Hippocrates'  time  being  a profes- 
sional meant  that  you  "professed"— 
that  you  declared  publicly  that  you 
were  a healer  and  helper  of  the  sick. 
Our  ability  to  lead  as  physicians 
arises  out  of  our  credibility  and  visi- 
bility in  the  community,  our  techni- 
cal expertise,  our  professional  com- 
mitment to  put  service  to  others 
above  self,  and  our  willingness  to 
speak  out,  to  profess  our  concerns. 

The  need  for  physician  leader- 
ship is  unprecedented.  As  we  min- 
ister daily  to  the  suffering,  we  take 
in  a wide  array  of  failings  and  foibles 


that  we  call  humankind.  We  have  a 
duty  to  profess  the  problems  that 
we  encounter  and  the  solutions  we 
envision.  Our  patients  and  the  pub- 
lic look  to  us  for  guidance  on  issues 
of  the  day  as  exemplified  by  recent 
polls  showing  that  two  out  of  three 
Americans  believe  that  physicians 
are  the  best  architects  of  a reformed 
health  system. 

We  are,  like  most  leaders,  dealers 
in  hope.  We  are  opinion  shapers  and 
influence  leaders.  We  must  not  limit 
our  domain  to  the  examination  room 
or  hospital  ward;  our  responsibility 
stretches  from  our  patients  to  our 
community.  We  must  answer  the 
call  to  community  to  fulfill  our  call- 
ing. ❖ 


EVP  report:  The  view  from  here 

Addressing  some  issues  raised  by  our  recent  survey 


Our  recent  all-member  survey 
is  producing  a wealth  of 
useful  information  that  will  be  in- 
valuable when  the  SMS  leadership 
begins  the  next  phase  of  updating 
the  SMS  strategic  plan. 

A future  WMJ  will  provide  a full 
report  on  the  survey  data,  which  is 
still  being  compiled,  but  the  open- 
ended  comments  section  produced 
some  remarks  and  questions  that 
were  either  illustrative  or  in  need  of 
reply.  I'd  like  to  address  some  of 
them  here. 

• (I'd  prefer)  a less  doctrinaire  po- 
litically conservative  stance. 

• Do  not  be  so  liberal  in  the  politi- 
cal sense,  many  of  your  members 
are  not  socialists,  but  somewhat 
conservative. 

• Stop  being  so  ultra  conservative.... 
• Quit  listening  to  the  liberals  in 
government. 

• Society  is  governed  by  conserva- 


tives and  does  not  address  either 

my  political  views  or  my  needs. 

I found  this  amusing,  enlighten- 
ing and  gratifying.  Our  liberal  phy- 
sicians think  the  SMS  too  conserva- 
tive; our  conservative  physicians 
think  it  too  liberal.  Further  evidence 
to  back  Dr  JD  Kabler's  adage  that 
"How  you  stand  depends  on  where 
you  sit." 

At  first  blush,  this  may  appear  as 
a bad  omen  indicating  that  the  SMS, 
in  pleasing  neither  end  of  the  politi- 
cal spectrum,  is  pleasing  no  one.  I 
think  this  is  the  wrong  interpreta- 
tion. Instead,  I think  this  says  that 
the  SMS— being  to  the  right  of  the 
left  and  to  the  left  of  the  right— is 
achieving  the  political  moderation 
that  best  suits  a broad-based,  non- 
partisan organization.  I think  it  tells 
me  that  our  positions  on  candidates 
and  legislation  have  been  based  on 
what  is  best  for  medicine  and  your 
patients,  and  not  on  political  ideol- 


Thomas  L.  Adams,  CAE 


ogy.  And  that  is  as  it  should  be. 

These  responses  also  tell  me  that 
there  is  room  for  everyone  in  the 
Continued  on  page  248 
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...a  promise  to 
defend ... 

HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1 899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 


FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1 -800-344-1 899. 


Continued  from  page  246 
SMS,  that  it  is  a genuinely  demo- 
cratic organization,  and  that  makes 
me  even  prouder  to  be  part  of  it. 

• The  SMS  is  tailored  for  solo  MDs, 
not  for  group  physicians  like  me. 

• It  seems  the  SMS  now  represents 
corporate  medicine  to  a greater 
degree  than  individual  solo  phy- 
sician.... 

This  is  very  similar  to  the  com- 
ments about  the  SMS  being  too  lib- 
eral or  two  conservative.  If  the  group 
physicians  think  the  SMS  favors  the 
solo  practitioner,  and  the  solo  doc- 
tors think  it  favors  the  groups,  then 
the  organization  must  be  doing  sig- 
nificant work  on  behalf  of  both  types 
of  physician.  Again,  this  is  as  it 
should  be;  again,  there  is  room 
enough  for  all  in  the  SMS. 

• I feel  medical  society  only  repre- 
sents, and  is  controlled  by,  highly 
paid  super-specialists— doing 
nothing  about  representing  low- 
paid,  hard-working  primary  care. 

• There  is  not  enough  being  done 
to  promote  primary  care  MDs. 

• Stop  presenting  primary  care 
prejudices  as  the  opinion  of  all 
physicians. 

• Pay  more  attention  to  specialists.... 

Here  is  a third  example  of  how 
well  the  SMS  is  doing  at  serving  its 
diverse  membership.  Some  primary 


care  physicians  think  the  organiza- 
tion is  geared  toward  specialists,  and 
some  specialists  think  the  SMS  does 
too  much  for  primary  care  doctors- 
-similar  to  the  group  v solo  com- 
ments and  the  liberal  v conservative 
remarks. 

The  disturbing  part  of  such  com- 
ments is  that  they  indicate  there  are 
those  among  us  who  see  medicine's 
issues  in  black-and-white  terms  of 
"us  against  them."  From  my  experi- 
ence, however,  I am  confident  that 
the  vast  majority  of  SMS  members 
perceive  the  gray  shades  of  most 
issues  and  can  clearly  see  the  com- 
mon ground  where  physicians  of  all 
sorts  can— and  do— meet  and  work 
together.  It  may  be  useful  to  remind 
ourselves  that  our  political  oppo- 
nents would  enjoy  nothing  more 
than  seeing  the  house  of  medicine 
divided  against  itself.  United,  phy- 
sicians are  formidable;  divided,  they 
are  easy  prey. 

• Break  ties  with  AMA! 

As  a matter  of  fact,  the  SMS  is  not 
a unified  society  with  the  AMA.  Wis- 
consin physicians  can  join  the  SMS 
without  joining  the  AMA. 

The  SMS  does  send  a delegation 
to  the  AMA  and  does  have  physi- 
cians represent  it  and  you  in  the 
AMA  House  of  Delegates  and  in 
leadership  positions  on  AMA  com- 
missions (and  this  month,  Dr  Tim 
Flaherty  is  running  for  the  AMA 


What's  on  your 
mind? 

Where  have  our  creative  writ- 
ers gone?  Share  your  per- 
sonal experiences  of  special  signifi- 
cance, your  poetry,  and  your  short 
stories  with  your  colleagues  through 
the  WM/'s  "Soundings"  feature.  Of 
course,  your  "Soundings"  should 
be  related,  in  some  way,  to  your 
being  a physician. 

For  consideration  and  possible 
publication,  send  your  creative  writ- 
ing to:  Wisconsin  Medical  Journal,  PO 
box  1109,  Madison,  WI  53701. ❖ 


Board  of  Trustees).  Right  or  wrong, 
when  the  AMA  speaks  the  nation 
hears  it  as  the  voice  of  medicine,  so 
it  is  important  that  Wisconsin  have 
some  part  in  determining  what  that 
voice  is  saying. 

• I have  come  to  the  SMS  twice 
with  problems.  You  were  of  no 
help  the  first  time  and  did  not 
even  respond  to  the  second  prob- 
lem. You've  got  to  do  better  than 
that  to  keep  my  membership 
much  longer. 

You  are  absolutely  right.  I 
wouldn't  belong  to  any  organiza- 
tion that  was  never  able  or  willing  to 
help  me.  As  executive  vice  presi- 
dent, if  you  ask  for  help  from  the 
SMS  staff  and  get  no  response,  I 
want  to  hear  about  it  personally. 
Write  to  me,  call  me,  send  me  a FAX, 
but  let  me  see  what  I can  do  for  you. 
There  will  be  times  when  the  SMS 
will  be  able  unable  to  assist  you,  and 
there  will  be  times  when  you  may 
not  like  the  honest  answer  to  ques- 
tions you  pose,  but  one  way  or  an- 
other the  SMS  has  to  respond.  It  is 
Continued  on  page  250 
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Opinion  policy 

Opinions  expressed  in  the  Voice  of  the  SMS  section  reflect  the  official  policy  of 
the  State  Medical  Society  of  Wisconsin. 

Editorials  are  signed  by  the  authors.  These  opinions  are  the  authors'  and 
do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  editorials  is 
reserved  for  members  of  the  WMJ editorial  board,  editorial  associates  and  SMS 
elected  officials. 

Letters  are  signed  by  the  authors.  These  opinions  are  the  authors'  and  do 
not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  letters  is  open  to 
the  public,  but  letters  are  limited  to  500  words  and  subject  to  review  by  the  WMJ 
editorial  board.  Write  to:  Wisconsin  Medical  Journal,  PO  Box  1109,  Madison,  WI 
53701.4- 
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Remember  jump  rope?  Kickball?  Tag? 

They’re  still  great  ways  for  kids  to  have  fun 
and  establish  life-long  exercise  habits  that 
help  lower  their  risk  of  heart  disease  as 
adults.  Good  reasons  to  push  the  “off”  button  Association 
and  send  them  out  to  play.  You  can  help  prevent 
heart  disease  and  stroke.  We  can  tell  you  how.  Call  1-800-AHA-USA 1. 
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Continued  from  page  248 
our  sole  reason  for  existence. 

• It  seems  to  me  that  Dr  Todd  spoke 

out  for  the  big  Marshfield  clinic 

and  ignored  the  solo  practitioner 

interest. 

First,  it  wasn' t Dr  T odd,  the  AM  A 
executive,  who  spoke  out  against 
the  lawsuit  filed  by  Blue  Cross  and 
Blue  Shield  against  the  Marshfield 
Clinic,  it  was  me— acting  on  the  di- 
rection of  the  SMS  Executive  Com- 
mittee. That  action  was  later  en- 
dorsed by  the  Board  of  Directors 
and  the  House  of  Delegates. 

The  Executive  Committee  de- 
termined that  the  decision  to  file  the 
lawsuit  was  an  extremely  poor  one, 
in  that  it  will  prove  costly,  pose  a 
threat  to  the  health  of  northern 
Wisconsin  residents,  and  very  proba- 
bly have  a chilling  effect  on  the  abil- 
ity of  small  groups  and  solo  practi- 
tioners to  negotiate  with  the  " Blues" 
in  the  future.  The  SMS  urged  the 
insurance  company  to  withdraw  its 
suit. 

Second,  the  SMS  action  did  not 
"ignore  the  solo  practitioner  inter- 
est," it  tried  to  advance  it.  The  SMS 
hopes  to  protect  the  negotiating 
power  of  all  Wisconsin  physicians. 
This  suit  will  likely  have  anti-trust 
implications,  because  tying  up  the 
state's  largest  clinic  in  court  sends 
the  clear  message  to  smaller  clinics 
and  solo  physicians  that  when  Blue 
Cross  and  Blue  Shield  presents  a 
proposal,  there  is  no  negotiating: 
You  play  by  the  Blue  rules  or  you 
pay  the  price.  And  how  many  solo 
and  small  group  practices  have  the 
resources  to  fight  the  "Blues"  in 
court? 

The  SMS  has  not  commented  on 
the  merits  of  either  side  of  the  case, 
but  it  is  saying  that  the  courts  are  not 
the  best  way  to  solve  these  disputes. 
Blue  Cross  and  Blue  Shield  should 
withdraw  its  legal  action  against  the 
Marshfield  Clinic,  then  sit  down  and 
talk  through  their  differences  so  that 
access  to  high  quality  care  can  con- 


tinue to  be  assured  to  all  Wisconsin 
residents. 

If  the  state  and  national  medical 
associations  do  not  stand  up  for 
physicians,  who  will?  We  simply 
cannot  sit  idly  by  and  allow  insur- 
ance companies  to  dictate  to  physi- 
cians their  prices  and  terms  of  con- 
tracts, nor  let  them  bully  physicians 
with  the  threat  of  lawsuits. 

• Get  rid  of  the  totally  unnecessary 
travel  information.  I can't  believe 
you  use  our  dues  to  produce  those 
glossy  ads  to  fly  to  the  uttermost 
end  of  the  world. 

Actually,  we  don't.  Not  a single 
SMS  dime  is  spent  on  producing 
travel  ads,  glossy  or  otherwise.  In 
fact,  the  travel  companies  pay  the 
SMS  for  the  privilege  of  presenting 
their  ads  to  the  SMS  members.  It  is 
one  more  way  to  produce  non-dues 
revenue,  all  of  which  lets  your  SMS 
do  more  for  you. 

Several  hundred  SMS  members 
take  the  trips  each  year.  The  travel 
programs  are  simply  another  bene- 
fit that  you  may  elect  to  use,  but 
which  costs  you  nothing  as  a mem- 
ber. 

• I find  it  annoying  that  my  dues 
are  used  to  support  candidates  I 
do  not  agree  with. 

This  one  is  particularly  impor- 
tant for  all  SMS  members  to 
understand:  No  SMS  dues  dollar  is 
used  to  support  any  candidate  for 
public  office.  It  would  be  neither 
ethical  nor  legal.  The  only  money 
used  to  support  political  candidates 
is  money  donated  to  WISPAC  and 
Physicians  for  Better  Government. 

• All  MDs  should  be  polled  to 
develop  a stand  on  an  issue  in- 
stead of  a handful  of  non-work- 
ing socialist  MDs  dictating  a 
"stand"  for  everyone  that  is  just 
the  opposite  of  the  majority. 

• I feel  the  SMS  is  run  by  an  "in" 
group. 


• As  a young  physician,  I tend  to 
view  the  hierarchy  of  organiza- 
tions such  as  this  as  "entrenched" 
and  the  "old  boys"  network. 

The  SMS  has  firm  term  limits  to 
guarantee  a scheduled  turnover 
among  leadership  positions,  ensure 
a steady  supply  of  fresh  blood  in  the 
leadership,  and  avoid  the  creation 
of  an  "in  group"  or  an  "old  boys 
network." 

I encourage  you  to  attend  a meet- 
ing of  the  SMS  Board  of  Directors. 
The  multitude  of  opinions,  perspec- 
tives and  values  expressed— and  the 
level  of  spirited  debate— will  quickly 
dispell  any  notion  that  the  SMS  is 
controlled  by  some  comfortably 
homogeneous  clique. 

• I don't  agree  with  all  of  SMS 
views. 

• Stay  neutral  in  issues  where 
physicians  will  collide.... 

• Try  to  reflect  the  views  of  the 
membership  rather  than  personal 
views.  Stay  away  form  issues 
where  the  membership  is  divided. 

With  8,000  members,  liberal  and 
conservative,  rural  and  urban,  in 
primary  care  and  specialties,  in  solo 
and  group  practices  (as  well  as 
administration,  research  and  aca- 
demics), and  of  a variety  of  relig- 
ions, ethnicities  and  nationalities,  I 
think  the  SMS  would  be  hard  pressed 
to  identify  an  issue  on  which  physi- 
cians did  not  collide.  Some  colli- 
sions are  more  forceful  than  others, 
but  the  increasing  diversity  of  our 
membership  makes  the  search  for 
nice,  safe,  "neutral"  issues  a less  than 
promising  mission. 

You  don't  agree  with  all  SMS 
views?  Good.  It  would  be  most 
spooky  if  you  did.  Americans  don't 
agree  with  every  view  of  their  presi- 
dent, every  law  passed  by  Congress, 
every  decision  made  by  the  courts 
or  every  regulation  created  by  gov- 
ernment agencies— total  agreement 
is  not  likely  (I  doubt  it  is  even  pos- 
sible) in  a democracy. 
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Fortunately,  the  SMS  members 
are  used  to  the  give  and  take,  the 
win  some  and  lose  some,  nature  of 
democracy.  The  important  thing  is 
for  everyone  to  stay  involved  and 
make  themselves  heard. 

• Our  local  society  is  a social  club 
not  a serious  medical  society. 
Therefore,  I do  not  participate. 

The  only  way  for  a medical  soci- 


ety-county, state  or  national— to 
change  its  nature  is  though  member 
involvement.  Non-participation 
simply  preserves  the  status  quo.  If 
you  don't  like  the  way  your  society 
functions,  do  something  about  it. 
Speak  up.  Talk  to  your  colleagues. 
Encourage  greater  participation  by 
physicians  who  share  your  thoughts. 
Take  on  leadership  responsibilities. 

Every  so  often,  we  receive  letters 


from  physicians  who  wish  to  resign 
in  protest  over  some  SMS  position. 
I've  never  understood  that  reaction. 
By  walking  away,  you  yield  the  field 
to  your  foe.  By  quitting,  by  not  par- 
ticipating, you  weaken  the  voice 
within  the  society  that  speaks  for 
your  position.  By  maintaining  your 
membership  and  enhancing  your 
involvement,  that  voice  is 
strengthened.  ❖ 


Soundings 

Farewell  to  a friend:  Morry  Schroeder,  MD,  1908-1994 


I first  met  Morry  Schroeder  in 
1950,  when  I was  a junior 
medical  student  at  Marquette.  It  was 
in  the  surgery  lab.  As  one  of  the 
instructors,  he  was  wearing  a scrub 
suit,  and  certainly  wasn't  much  to 
look  at,  even  then.  Already  quite 
bald  on  top,  he  had  a bright  red 
fringe  on  the  sides,  and  thick  red 
hair  on  his  chest  and  arms.  If  he 
smiled,  I didn't  see  it. 

To  a junior  student  who  found 
approximating  the  tip  of  a hemostat 
to  the  bleeding  point  a complete 
mystery,  he  was  a daunting  author- 
ity figure,  and  I felt  just  like  those 
Iraqi  generals  must  have  felt  when 
they  sat  across  the  table  from  Gen 
Schwartzkopf.  I quickly  put  any 
thought  of  a career  in  surgery  well 
behind  internal  medicine  or  pediat- 
rics at  that  point,  and  it  wasn't  until 
my  internship  that  I decided  in  fa- 
vor of  surgery  after  all. 

I saw  little  of  Dr  Schroeder  until  I 
began  my  internship  at  Columbia 
Hospital.  He  had  joined  the  Colum- 
bia staff  after  the  war,  and  by  1952 
was  pretty  well  set  in  a routine  that 
he  was  to  follow  throughout  most  of 
his  early  career— running  a service 
at  the  Milwaukee  County  General 


Hospital  and  at  the  VA,  using  what- 
ever time  he  had  left  over  a modest 
private  practice  at  Columbia,  where 
he  also  taught  the  interns  and  resi- 
dents surgery.  His  Sunday  morning 
rounds  at  09:00  at  Columbia  were 
already  a ritual,  about  the  only 
Sunday  ritual  in  which  he  ever  par- 
ticipated. 

(Morry's  aversion  to  church  was 
legendary.  The  only  time  I ever  saw 
him  enter  one  was  at  Ascension 
Thursday  mass  in  the  cathedral  at 
Santiago  de  Compostela,  and  he  was 
there  as  a tourist  to  observe  the 
swinging  of  the  giant  censer  during 
benediction.) 

For  reasons  still  not  clear  to  me,  I 
decided  to  become  a surgeon  and 
began  my  residency  at  the  VA  in 
1953.  All  Schroeder  observers  will 
tell  you  that  he  tends  to  leave  a 
lasting  impression  on  those  with 
whom  he  comes  into  contact.  With 
his  former  residents,  though,  that 
"impression"  is  more  a "brand," 
seared  into  the  skin  in  an  area  simi- 
lar to  that  selected  on  a hereford  or 
Aberdeen  angus.  And  at  the  VA  he 
ran  his  service  year-round,  taking 
time  off  only  for  Badger  football 
games  in  Madison,  the  Central  Sur- 


gical Society,  the  Clinical  Congress 
of  the  American  College  of  Surgeons 
and  a couple  of  weeks  in  late  sum- 
mer to  work  out  "up  north"  with  the 
Country  Day  School  football  team. 
There  was  no  escape,  even  for  some 
of  us  clever  in  the  art  of  schedule 
manipulation. 

To  make  matters  worse  (and  quite 
understandably,  in  my  view),  Morry 
was  still  a bachelor  when  I began  my 
residency.  He  certainly  didn't  drop 
any  hints  about  contemplating  mat- 
rimony—probably  because  he  knew 
we  would  try  to  convince  Lillian  of 
the  error  of  her  ways,  but  one  week- 
end in  1953  or  1954,  he  did  the  un- 
thinkable and  showed  up  on  Mon- 
day a married  man.  Some  say  this 
change  to  a more  domestic  way  of 
life  mellowed  him.  If  so,  I never  saw 
it. 

Morry's  interest  in  athletics,  al- 
though second  to  his  interest  in 
surgery,  kept  him  in  good  condi- 
tion. He  played  a lot  of  handball,  did 
a lot  of  swimming,  and  was  always 
organizing  football  games,  the  par- 
ticipation in  which  was  mandatory, 
and  would  leave  us  pretty  banged 
up.  None  of  us  was  permanently 
Continued  on  next  page 
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Continued  from  preceding  page 
disabled,  but  our  OR  performance 
was  not  enhanced  to  a noticeable 
degree. 

Perhaps  the  most  poignant 
memories  of  that  period  are  best 
expressed  in  this  little  vignette: 
You're  the  senior  resident  on  call, 
and  things  aren't  going  well  on  the 
service.  It's  02:00  and  you  know  you 
have  to  telephone  the  attending 
physician.  The  attending  is  Dr 
Schroeder,  so  you  know  the  junior 
resident  is  not  allowed  to  make  the 
call.  You  review  the  chart  again  to 
make  sure  you  haven't  missed  any- 
thing—and  then  you  dial. 

Two  rings  and  you  hear,  "Dr 
Schoeder."  You  begin  your  well- 


SEE  WHAT  TAKES  SHAPE. 
EXERCISE. 

American  Heart 
Association 

© 1992,  American  Heart  Association 


rehearsed  presentation.  He  clears  his 
throat  and  asks  for  some  informa- 
tion you  didn't  consider  important 
enough  to  commit  to  memory.  He 
clears  his  throat  again  (that  man 
could  clear  his  throat  more  omi- 
nously than  Boris  Karloff)  and  says, 
"Call  the  OR— I'm  on  my  way!" 

Morry  in  the  OR  was  not  easy  for 
a resident  to  endure  across  the  table. 
You  could  feel  the  tension  mount- 
ing, and  although  he  would  try  to 
restrain  himself,  he  would  eventu- 
ally whisper,  "Jesus  Christ!"  But  he 
could  whisper  it  louder  than  any 
inspired  evangelist  could  shout  it, 
and  he  got  his  message  across  quite 
clearly. 

But  residencies  do  end  sooner  or 
later,  and  so  did  mine.  I began  prac- 
tice at  Columbia  where  Morry  was 
then  chair  of  the  department  of  sur- 
gery. He  was  a strong  leader,  a bit 
uncompromising,  but  fair  and  com- 
pletely ethical— and  an  excellent  role 
model  for  Wisconsin  surgeons. 

Ed  Ellison  came  to  town  in  1959, 
and  spotted  those  same  traits  in 
Morry.  Marquette's  department  of 
surgery  had  never  before  had  a full 
time  chair  or  faculty.  Ed  needed 
someone  like  Morry  to  help  build 
his  department,  so  he  talked  Morry 
into  going  full-time— probably  one 
of  the  smartest  moves  he  made  in 
those  formative  years.  For  Morry 
constituted  a link  between  the  old 
and  the  new;  he  had  the  respect  of 
the  alumni,  and  his  obvious  support 
of  the  new  leadership  made  Elli- 
son's task  a lot  easier. 

The  '50s  and  '60s  were  the  dec- 
ades in  which  Dr  Schroeder  was 
most  active  in  the  Wisconsin  Surgi- 
cal Society,  when  such  problems  as 
fee-splitting  and  itinerant  surgery 
were  still  prevalent  in  parts  of  Wis- 
consin, before  there  was  an  effective 
Wisconsin  chapter  of  the  ACS.  His 
guidance  in  the  area  of  ethics  was  a 
major  factor  in  the  near  elimination 
of  those  practices. 

In  1971,  while  trudging  from  the 
parking  lot  to  the  stadium  for  a 
Packer's  game,  Morry  experienced 


Culture  and 
medicine 

The  Wisconsin  Medical  Journal 
is  seeking  articles  from  Wis- 
consin physicians  on  the  subject  of 
cultural  diversity  in  medical  prac- 
tice. If  you  are  serving  a significant 
minority  patient  base,  or  are  study- 
ing the  delivery  of  health  care  to 
minority  populations,  please  con- 
sider submitting  a paper  on  your 
findings  to  the  WMJ  for  possible 
publication  in  a special  issue. 

There  is  room  in  the  WMJ  for 
approaching  the  issue  from  many 
angles:  scientific,  socioeconomic,  and 
organizational  articles,  as  well  as 
letters  of  opinions  and  expression  of 
personal  experiences  and  feelings  in 
"Soundings." 

Guidelines  for  writers  are  avail- 
able from  the  WMJ:  257-6781  (Madi- 
son area)  or  800-362-9080. ❖ 


severe  angina.  Within  a few  days 
Dudley  Johnson  had  performed 
coronary  artery  bypass  grafts,  and 
after  a complicated  course  Morry 
was  back  at  work  much  the  same  as 
before.  This  chain  of  events  was 
repeated  several  times  for  arterio- 
sclerosis-related problems,  and  he 
always  snapped  back.  In  recent 
years,  however,  failing  sight  had 
been  a severe  handicap,  and  he  was 
no  longer  able  to  get  around  well 
because  of  it. 

There  are  Schroeder-trained  sur- 
geons scattered  all  over  the  country, 
all  of  whom  undoubtedly  have  fond 
memories  of  Morry— probably 
fonder  now  than  they  were  at  the 
time  of  creation.  But  we  are  all  better 
because  of  the  time  we  spent  with 
him  and  we  will  all  miss  him. 
—Wayne  J.  Boulanger,  MD 
Milwaukee* 
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Letter 

Lyme  disease  and  Hippocrates 


To  the  editor:  What  end  will  be 
served  by  "universal  health 
care"  if  insurers  refuse  to  cover,  and 
therefore  doctors  spurn  treatment 
of,  the  ill? 

For  example,  currently  the  battle 
over  Lyme  disease  is  artificially  bi- 
furcated. One  fraction  posits  the  ir- 
relevance of  costly  long-term  treat- 
ment; the  other  promotes  its  neces- 
sity. The  former  conveniently  as- 
serts if  the  patient  is  not  cured  with 
short-term  treatment,  the  malady  is 
not  Lyme  disease.  Concurrently,  this 
group  alleges  some  Lyme  disease 
patients  may  never  fully  recover. 
Applied  logic  does  not  allow  the  si- 
multaneous holding  of  these  two 
mutually  exclusive  positions.  One 
opinion  must  be  false;  both  may  be. 


Moreover,  they  are,  indeed,  merely 
opinions. 

Hippocrates  stated,  "(t)here  are 
in  fact  two  things,  science  and  opin- 
ion; the  former  begets  knowledge, 
the  latter  ignorance." 

Lyme  disease  has  presented  a 
quagmire  of  issues,  none  of  which 
are  resolved.  The  current  objective 
is  not  to  arbitrarily  divide,  but  to 
conquer  the  disease  through  lucid 
rumination  and  scientific  study.  To 
this  end,  it  is  again  instructive  to 
look  to  Hippocrates.  He  is  oft  mis- 
quoted as  stating,  "first  do  no  harm." 

The  actual  quote  does  not  pro- 
vide this  comfortable  escape  veiled 
in  pseudo-altruistic  nonfeasance. 
Rather,  he  taught,  "(a)s  to  diseases 


make  a habit  of  two  things — to  help, 
or  at  least,  to  do  no  harm."  Thus,  the 
charge  is  to  be  proactive  and  pro- 
vide assistance.  Alternatively,  as  an 
obvious  minimum  level  of  care, 
avoid  inflicting  collateral  injury  and 
harm.  It  should  be  noted,  however, 
leaving  people  to  suffer,  merely 
based  on  opinion  or  sheer  ignorance, 
is  a great  harm. 

The  clarion  call  derived  from 
medical  ethics  demands  the  elimi- 
nation of  the  capricious  and  con- 
temptuous tactical  division,  as  well 
as  the  treatment  with  available 
measures  and  an  active  pursuit  for  a 
means  to  conquer  Lyme  disease. 

— Steven  D.  Reske,  Esq. 

Minneapolis*:* 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


Diners  Club 


5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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That’s  why  Congress 
must  pass  the  Patient 
Protection  Act. 

There  are  things  insurance  companies  don’t 
want  you  to  know  about  their  health  plans. 
That’s  why  you  need  the  facts.  So  you  can  make 
informed  choices  and  get  quality  care  in  spite 
of  their  efforts  to  keep  you  in  the  dark. 

The  Patient  Protection  Act  will  require 
insurance  companies  to  give  you  all  the  infor- 
mation you  need  before  you  join  a health  plan. 
They'll  have  to  tell  you  what  is  and  isn’t  covered 
in  their  plan.  What  sort  of  incentives  they  give 
to  limit  the  care  you  get.  What  sort  of  approval 
process  you  have  to  go  through  to  get  the  care 
you  need.  And  how  many  people  have  dropped 
out  of  their  plan  because  they  were  dissatisfied 
with  the  care  they  got. 

It  will  also  make  sure  your  doctor  has  a say  in 
your  [ilan’s  medical  policies  and  make  it  illegal 
for  your  plan  to  fire  your  doctor  for  giving  you 
all  the  care  you  need.  What’s  more,  it  will  allow 
you  to  choose  your  own  doctor  - instead  of 
having  one  chosen  for  you. 

In  short,  the  Patient  Protection  Act  requires 
insurance  companies  to  give  you  a full  explana- 
tion of  how  their  plan’s  limitations  affect  you. 
So  you  and  your  family  can  make  an  informed, 
intelligent  decision  about  the  one  thing  that’s 
more  important  t han  any  other.  Your  health. 

This  is  the  moment  of  truth.  Call  your  senators 
and  representat  ive  now.  Demand  that  they  sup- 
port the  Patient  Protection  Act.  Because  when 
you’re  dealing  with  the  insurance  industry, 
what  you  don’t  know  really  can  hurt  you. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


To  some  people 

their  daily  routine  is  a daily  triumph. 

meant  helping  Johnny  perform  a daily  routine  that’s 
given  him  back  his  independence.  His  pride.  And  his 
sense  of  humor.  Helping  people  make  the  most  ot 
their  abilities  is  what  being  an  Easter  Seal  therapist 
is  all  about.  To  Joan  and  the  people  she  helps,  they 
triumph  on  a daily  basis.  Give  Ability  A Chance. 


When  Johnny  Watts  was  able  to  shave  himsell 
again,  it  was  a pretty  exciting  day.  But  tor  Joan 
Dermody,  it  was  equally  rewarding.  As  an  occupational 
therapist  lor  Easter  Seals,  Joan’s  average  day  might 
consist  of  helping  someone  who  has  had  a stroke 
regain  the  use  of  his  or  her  hands.  In  this  case,  that 
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She  didn’t  ask  to  be  hungry. 

War,  drought  and  famine  engulfed  her  country,  until  the  support  of 
Americans  like  you  helped  us  save  her.  But  there  are  still  many 
more  who  desperately  need  your  help.  Please  care.  1-800-521-CARE 


Scientific 


Lead  in  breast  milk: 

Should  mothers  be  routinely  screened? 

Laurie  Tellier,  MS,  RN,  and  Richard  A.  Aronson,  MD,  MPH,  Madison 


The  prevention  of  childhood  lead 
poisoning  has  been  the  focus 
of  numerous  recent  public  health 
initiatives.  As  knowledge  about  the 
effects  of  lead  on  the  health  of  chil- 
dren has  increased,  the  threshold 
for  a safe  blood  lead  level  has  de- 
creased. In  October  1991,  the  Cen- 
ters for  Disease  Control  recom- 
mended lowering  the  childhood 
blood  lead  level  of  concern  from  25 
ug/  dL  (micrograms  per  deciliter)  to 
10  ug/  dL.1 

Lead-based  paint  is  clearly  the 
most  widespread  and  toxic  source 
of  environmental  lead  exposure  for 
infants  and  young  children.  There 
exists,  however,  the  possibility  that 
an  infant  could  be  exposed  to  lead 
through  the  mother's  breast  milk. 
This  paper  reviews  current  infor- 
mation on  lead  in  breast  milk  to 
answer  the  question  of  whether 
breast  feeding  mothers  should  be 
routinely  screened  for  blood  lead. 


Tellier  is  a nurse  consultant  with  the 
Bureau  of  Public  Health,  Wisconsin 
Division  of  Health.  Dr  Aronson  is  the 
chief  medical  officer  for  maternal  and 
child  health  for  the  Wisconsin  Division 
of  Health.  Reprint  requests  to:  Laurie 
Tellier,  Bureau  of  Public  Health,  1414  E 
Washington  Ave,  Rm  112,  Madison,  WI 
53703.  Copyright  1994  by  the  State 
Medical  Society  of  Wisconsin. 
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Toxicology  of  lead 

Lead  is  widespread  as  a result  of 
industrialization.  Lead  has  no 
known  physiologic  value.  Even  low 
levels  of  lead  can  have  harmful  ef- 
fects on  a child's  developing  central 
nervous  system,  kidneys,  and  he- 
matopoietic system.  At  high  levels 
in  children  (greater  than  80  ug/  dL), 
lead  poisoning  can  result  in  convul- 
sions, coma,  and  death.1 

About  2%  of  the  total  adult  body 
burden  of  lead  is  found  in  the  blood, 
in  red  blood  cells.  Another  3%  of  the 
body  burden  of  lead  is  found  in  the 
soft  tissues  of  the  brain,  kidneys, 
and  bone  marrow.  The  majority 
(95%)  of  the  lead  in  the  body  is  stored 
in  bone  and  teeth.  The  half  life  of 
lead  in  blood  and  soft  tissue  is  about 
30  to  40  days;  the  half  life  of  lead  in 
bone  is  20  to  30  years.2  Lead  stored 
in  bone  can  be  mobilized  during 
times  of  physiologic  stress,  includ- 
ing growth,  pregnancy,  and  lacta- 
tion, and  move  into  the  soft  tissues 
and  blood.  Lead  is  similar  in  many 
aspects  to  calcium;  lead  and  calcium 
compete  for  absorption  in  the  gas- 
trointestinal tract  and  deposition  in 
bone.3 

Lead  in  breast  milk 

The  concentration  of  lead  in  breast 
milk  is  dependent  on  maternal  blood 
lead  levels.  The  transfer  of  any  sub- 
stance in  the  maternal  blood  to  breast 


milk  is  related  to  that  substance's 
solubility  and  binding  affinities. 
Transfer  from  blood  to  breast  milk  is 
favored  for  chemical  substances  that 
are  nonionized,  alkaline,  lipid  sol- 
uble, low  molecular  weight  and  that 
are  not  tightly  bound  to  red  blood 
cells  or  other  proteins  in  the  blood.4 

Several  variables  inhibit  the  trans- 
fer of  lead  into  breast  milk:  lead  is  an 
ionized  (electropositive)  metal;  lead 
is  tightly  bound  to  the  red  blood 
cells;  and  plasma  levels  of  lead  are 
normally  only  5%  of  the  total  mater- 
nal blood  lead.5 

The  milk-to-plasma  ratio  gives  a 
relative  indication  of  the  amount  of 
a chemical  in  breast  milk  compared 
to  the  amount  of  that  chemical  in  the 
mother's  blood.  Any  substance  with 


Table  1. -Milk-to-plasma  ratios. 


Substance 

Ratio 

lead 

0.2:1 

iodine 

65:1 

nicotine 

2.9:1 

PCBs 

3-10:1 

ethanol 

1:1 

Adapted  from:  Wolff  M.  Lactation.  In: 
Paul  M,  ed.  Occupational  ami  environ- 
mental reproductive  hazards:  A guide  for 
clinicians.  Baltimore,  Md:  Williams  and 
Wilkins;  1993;66. 
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a milk-to-plasma  ratio  equal  to  or 
greater  than  1:1  can  be  assumed  to 
result  in  a significant  dose  to  the 
infant.6  The  milk-to-plasma  ratio  of 
lead  is  0.2:1.  This  means  that  little  of 
the  lead  in  the  mother's  blood  will 
be  transferred  into  the  breast  milk. 
Table  1 compares  the  milk-to-plasma 
ratios  of  some  other  substances. 

The  half  life  of  a chemical  gives  a 
relative  indication  of  the  length  of 
time  a chemical  would  be  present  in 
breast  milk  after  a specific  timed 
exposure  (Table  2).  This  concept  is 
often  used  when  evaluating  the  ef- 
fect of  a dose  of  a specific  medica- 
tion or  a poisoning  incident.  Lead 
has  a long  half  life  in  breast  milk 
because  lead  stored  in  bone  can  be 
mobilized,  move  into  the  blood,  and 
become  available  for  transfer  into 
breast  milk.7  The  very  low  milk-to- 
plasma  ratio  of  lead  means  that  al- 
though lead  could  be  present  in 
breast  milk  for  a relatively  long 
period  of  time,  it  will  be  present  in 
very  small  amounts. 

Studies  measuring  lead  in  breast 
milk  in  the  general  population  have 
shown  a decline  over  time  in  mean 
lead  levels  from  2 ug/  dL  (100  cc)  of 
breast  milk  to  0.1  ug/  dL.  4-8  These 
averages  have  been  influenced  by 
the  mother's  lifetime  environmental 
exposure  to  lead.  This  also  means 
that  the  mother's  current  residence 
(urban  v rural)  is  not  likely  to  be  a 
factor  in  her  current  level  of  lead  in 
breast  milk.  It  is  believed  that  the 
decline  in  mean  lead  levels  in  breast 
milk  corresponds  to  the  decline  in 
general  population  blood  lead  lev- 
els, most  likely  due  to  the  decreased 
use  of  leaded  gasoline.1 

There  is  no  laboratory  in  Wiscon- 
sin set  up  to  do  routine  analysis  of 
lead  content  in  breast  milk.  For  more 
information,  health  care  providers 
can  call  the  State  Lab  of  Hygiene 
(608)  262-1146  (Toxicology). 

Infant  consumption  of  lead 
The  amount  of  lead  in  breast  milk 
will  be  relatively  stable  over  the 
period  of  nursing.9  For  example,  a 5 


kg  (11  lbs)  infant  would  consume  an 
average  of  700  cc  (24  oz)  of  breast 
milk  per  day.  Using  the  more  recent, 
lower  mean  amount  of  0.1  ug  per 
100  cc  of  breast  milk,  this  results  in  a 
daily  dose  of  0.7  ug  of  lead.  This 
would  be  considered  a low  level  of 
dietary  lead  intake  as  compared  to 
the  continuing  FDA  Total  Diet  Study, 
winch  estimated  in  1988  that  infants' 
total  lead  intake  from  food,  water 
and  beverages  was  approximately  5 
ug  per  day.5 

In  general,  commercially  pre- 
pared "ready-to-feed"  formula  has 
been  found  to  contain  similar 
amounts  of  lead  as  in  breast  milk. 
Concentrated  or  powdered  formu- 
las that  require  dilution  would  re- 
flect the  lead  content  of  the  water 
used.  If  the  tap  water  had  a high 
lead  content,  the  infant  could  re- 
ceive a substantially  higher  dose  of 
dietary  lead  from  formula  than  from 
hreast  milk.  Because  lead  present  in 
tap  water  is  usually  a result  of  lead 
in  the  plumbing  system,  it  is  recom- 
mended that  the  water  run  for  2 to  3 
minutes  before  being  used  for  food 
or  formula  preparation.10 

Conclusion 

Lead  is  widespread  and  will  always 
be  present  in  breast  milk  to  some 
extent.  The  total  amount  of  lead  in 
breast  milk  is  stable  over  time  and  is 
determined  by  the  mother's  lifetime 
exposure  and  body  burden  of  lead. 
The  contribution  of  lead  in  breast 
milk  to  infant  body  burden  is  small 
and  is  less  important  than  prenatal 
and  other  postnatal  exposures. 

Thus,  we  conclude  that  routine 
blood  lead  screening  of  breast  feed- 
ing mothers  to  determine  infant  risk 
is  not  necessary.  The  benefits  of 
breast  feeding  outweigh  concerns 
about  infant  exposure  to  lead  from 
breast  milk. 
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FIND  AJOB  TODAY? 

Julius  Caesar  was  one  of  the  greatest  political  and  military  figures  in 
history.  Yet  despite  his  genius  for  leadership,  Caesar  might  have  trouble 
getting  a job  today  because  of  his  epilepsy.  The  next  time  you  see  the  word 
epilepsy  on  a job  application,  find  out  what  it  really  means.  Thanks  to 
medical  progress,  most  people  with  epilepsy  can  do  just  about  anything. 
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brochures  on  prevention  and  treatment  of 
stuttering. 
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of  America 

FORMERLY  SPEECH  FOUNDATION  OF  AMERICA 

A Non-Profit  Organization 
Since  1947 — 

Helping  Those  Who  Stutter 


P.O.  Box  11749 
Memphis,  TN  38111-0749 

1'800'992'9392 


Takayasu's  arteritis:  a report  of  three  cases 


Sharmishtha  Raikar,  MD,  and  Shereif  Rezkalla,  MD,  Marshfield 


and  upper  extremity  pulses.  A harsh 
systolic  murmur  was  present  over 
the  precordium,  which  radiated  to 
the  neck  and  back.  Sedimentation 
rate,  C-reactive  protein  and  immu- 
noglobulins were  moderately  ele- 
vated. Two-dimensional  echocardi- 
ography showed  left  ventricular  hy- 
pertrophy. Doppler  echocardiogra- 
phy showed  a 110  mm  Hg  pressure 
gradient  across  the  aortic  arch.  Ar- 
teriogram and  electromagnetic  reso- 
nance imaging  showed  progressive 
narrowing  of  the  aortic  arch,  thick- 
ened wall,  severe  stenosis  of  the 


From  the  department  of  cardiology, 
Marshfield  Clinic,  Marshfield,  WI 54449 
Reprint  requests  to:  Shereif  Rezkalla,  MD, 
Marshfield  Clinic,  1000  N Oak  Ave, 
Marshfield,  WI  54449.  Copyright  1994 
by  the  State  Medical  Society  of  Wiscon- 
sin. 


Fig  1. —Electromagnetic  resonance  imaging  of  the  chest  showing  narrowing  of  the  aortic  arch 
and  thickening  of  the  aortic  wall  (arrow),  courtesy  of  Dr  T.  Gallant,  Marshfield  Clinic. 


Takayasu's  arteritis  is  a rare  disease  seen  mainly  in  young  Oriental 
women.  We  report  three  cases  of  Takayasu's  arteritis  seen  in  our  clinic. 
All  three  involved  white  women,  and  the  ages  at  diagnosis  were  18,  24, 
and  46  years.  The  diagnosis  was  confirmed  by  arteriography.  Prednisone 
therapy  produced  marked  improvement  in  signs  and  symptoms. 
Takayasu's  arteritis  is  an  important  diagnosis  to  consider  in  young 
women  with  postural  dizziness  and  with  absent  or  diminished  pulses. 
Wis  Med  J.1994;93(6):261-263. 


Takayasu's  arteritis  is  known  by 
various  eponyms  like  pulse- 
less disease,  aortic  arch  syndrome, 
idiopathic  aortitis,  reversed  coarcta- 
tion and  Martorell's  syndrome.  It 
was  first  described  by  Savory  and 
Kussmaul  in  1856. 1 In  1908, 
Takayasu2  described  the  ocular 
manifestation  of  the  disease,  con- 
sisting of  a wreath  like  arteriovenous 
anastomosis  around  the  papillae  and 
cataracts. 

Initially  thought  to  be  limited  to 
the  aortic  arch  and  its  branches, 
Takayasu's  arteritis  is  a chronic  in- 
flammatory arteriopathy  of  un- 
known etiology  affecting  large  ves- 
sels. Recent  streptococcal  infection, 
antiaortic  antibodies,  and  genetic 
predisposition  have  been  implicated, 
but  the  etiology  remains  obscure. 
Ueno  et  al3  have  subdivided  the 
disease  into  three  types.  Type  I in- 
volves primarily  the  aortic  arch  and 
its  branches;  Type  II  spares  the  aor- 
tic arch,  involving  the  thoracicoab- 
dominal  aorta  and  its  branches;  Type 
III  combines  features  of  both.  Lupi- 
Herrera  et  al4  have  suggested  a fourth 
category,  Type  IV,  in  which  there  is 
pulmonary  arterial  involvement.  We 
are  reporting  three  cases  of 
Takayasu'  arteritis. 


Case  1 

An  18-year-old  woman  had  postural 
dizziness  on  getting  up  from  the 
sitting  or  supine  position.  She  also 
had  dyspnea  on  exertion.  Physical 
examination  revealed  absent  carotid 
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brachiocephalic  artery  and  complete 
obliteration  of  the  left  common  ca- 
rotid and  the  left  subclavian  (Figs  1 
and  2).  While  electromagnetic  reso- 
nance is  not  essential  in  establishing 
the  diagnosis,  it  helps  in  operative 
planning  if  surgical  correction  is 
considered. 

The  patient  was  started  on  Predni- 
sone and  the  symptoms  improved, 
including  a 60  mm  Hg  reduction  in 
transaortic  gradient.  Despite  im- 
provement in  transaortic  gradient, 
the  patient  still  was  left  with  a sig- 
nificant gradient  that  will  cause  an 
extra  burden  on  her  left  ventricle. 
The  pathophysiology  will  be  simi- 
lar to  significant  aortic  stenosis,  and 
surgical  correction  is  being  consid- 
ered. 
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Case  2 

A 46-year-old  woman  had  tingling 
in  her  arms,  headaches,  and  visual 
aura.  Arteriogram  and  a CT  scan  of 
her  chest  confirmed  Takayasu's  ar- 
teritis. 

The  patient  was  started  on  Predni- 
sone, the  dosage  of  which  was  ta- 
pered over  the  next  8 months,  with 
complete  resolution  of  her  symp- 
toms. 

Case  3 

A 24-year-old  woman  had  fever, 
right  sided  pain,  dizzy  spells,  and 
left  scapular  pain  on  exertion.  She 
had  bilateral  absent  radial  pulses 
and  aortic  regurgitation.  The  sedi- 
mentation rate  was  elevated  at  128. 
Arteriography  showed  occlusion  of 
both  subclavian  arteries  in  the  axil- 


lary region  and  enlargement  of  the 
ascending  aorta,  suggestive  of  an 
aortic  aneurysm.  A biopsy  of  the  oc- 
cluded axillary  artery  was  diagnos- 
tic of  Takayasu's  arteritis. 

The  patient  was  prescribed 
Prednisone  for  2 months.  The  dos- 
age was  gradually  tapered  over  the 
next  several  months,  and  both  ra- 
dial pulses  returned.  The  patient 
underwent  aortic  valve  replacement 
for  aortic  regurgitation. 

Discussion 

On  review  of  literature,  Takayasu's 
arteritis  has  been  extensively  re- 
ported from  the  Orient  and  Mexico. 
Systemic  systems  like  malaise,  fe- 
ver, palpitations,  weight  loss,  and 
dyspnea  are  common  in  Takayasu's 
arteritis.  They  were  reported  by 
Nakao  et  aP  in  their  series.  Asthenia 
and  dyspnea  were  present  in  70%  of 
the  patients  reported  by  Lupi-Her- 
rera  et  al.4  Arthralgias,  numbness 
and  fever  predominated  in  the  se- 
ries reported  by  Hall  et  al.6  All  or 
most  of  these  symptoms  were  pres- 
ent in  our  patients.  Increased  sedi- 
mentation rate  and  gamma  globu- 
lins were  universally  present  in  most 
series.4-6  A synopsis  of  the  salient 
clinical  features  and  laboratory  find- 
ings is  depicted  in  Table  1. 

Few  clinical  syndromes  may 
mimic  Takayasu's  disease.  Granulo- 
matous arteritis  may  have  similar 
changes,  usually  in  the  subclavian, 
axillary,  brachial,  and  femoral  arter- 
ies; yet  it  is  usually  seen  in  the  eld- 
erly. Congenital  coarctation  of  the 
aorta  will  show  gradient  across  the 
descending  limb  of  the  aortic  arch; 
yet  the  narrowing  is  localized.  Also 
in  coarctation  of  the  aorta,  because 
the  narrowing  occurs  just  after  the 
origin  of  the  left  subclavian  artery, 
pulses  are  normally  felt  in  the  upper 
extremity,  but  diminished  in  the 
lower  extremity. 

Pulse  deficits  or  absent  pulses 
seen  in  two  of  our  patients  are  the 
most  significant  physical  findings 
reported  in  patients  with  Takayasu's 
arteritis.  Numbness  and  headaches 
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Salient  features  of  Takayasu's  arteritis. 


Article 

No. 

of  cases 

Symptoms 

Signs 

Laboratory 

findings 

Nakao,  et  al5 

84 

Malaise 

fever 

palpitations 

SoBt 

Hypertension 

Leukocytosis 

ESR* 

globulins 

CRPtt 

Lupi-Herrera, 
et  al4 

107 

Asthenia 
weight  loss 
SoB 

Pulse  deficit 
vascular  bruits 
hypertension 
headaches 
abnormal  fundi 
arthralgias 

ESR 

globulins 
positive  Mantoux 
(2  TU) 

Hall,  et  al6 

32 

Arthralgias 

numbness 

fever 

postural  dizziness 
weight  loss 
headache 

Vascular  bruits 
absent  pulse 
hypertension 

ESR 

globulins 

EKG  abnormalities 

* ESR  = Erythrocyte  sedimentation  rate, 
t SOB  = Shortness  of  breath, 
ft  CRP  = C-reactive  protein. 


have  also  been  reported.  The  arteri- 
ographic  findings  in  our  patients 
were  characteristic  of  Takayasu's 
and  all  three  had  a good  response  to 
steroid  therapy. 

Steroid  therapy  usually  contin- 
ues until  symptomatic  improvement 
occurs  and  sedimentation  rate  nor- 
malizes. Patients  having  disease 
progression  while  on  steroid  ther- 
apy may  be  controlled  with  cyclo- 
phosphamide. 

The  prognosis  is  variable,  depend- 
ing on  response  to  therapy  and  the 
presence  and  severity  of  complica- 
tions. Patients  with  a stable,  con- 
trolled course  have  a reported  6- 
year  survival  rate  of  98%,  while  those 
with  a complicated  course  have  a 
survival  rate  of  55%. 7 

Postural  dizziness,  seen  in  cases  I 
and  III,  is  an  important  symptom 
and  only  one  study6  has  reported 
this  before.  Takayasu's  arteritis  must 
always  be  excluded  in  young  women 
with  postural  dizziness  and  absent 
or  diminished  pulses.  Awareness  of 
the  disease  leading  to  early  diagno- 
sis and  treatment  may  prevent  com- 
plications and  decrease  morbidity. 
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Survival  13  years  after  pancreatectomy  for  ductal 
adenocarcinoma  of  the  head  of  the  pancreas 


Eugene  E.  Eckstam,  MD,  Monroe 

The  literature  contains  reports 
of  eleven  10-year  survivors110 
and  this  report  adds  a 12th.  A report 
must  differentiate  between  true 
ductal  adenocarcinoma  of  the  head 
of  the  pancreas  and  other  malignan- 
cies, such  as  ampullary,  endocrine 
or  common  bile  duct  malignancies, 
to  be  included.  There  are  good  gen- 
eral reviews  on  adenocarcinoma  of 
the  pancreas4-11-12  and  management 
of  the  diabetic  state.13 

Literature  review 

Most  pancreatic  cancers  arise  in  the 
head.  Sener,14  in  a report  by  88  Illi- 
nois hospitals  on  2,401  patients, 
found  69%  in  the  head,  21%  in  the 
body  and  10%  in  the  tail  of  the  pan- 
creas. I found  no  separate  3-  and  5- 
year  survival  rates  for  cancers  of  the 
body  and  tail.  The  few  survivors  are 
individually  identified,  as  are  all  10- 
year  survivors. 

The  survival  rates  fall  rapidly  the 
first  year  after  diagnosis,  then  taper 
off.  There  are  no  5-year  survivors  of 
patients  with  ductal 

adenocarcinoma  without  resection. 
The  average  5-year  survival  rate 
found  in  collected  series  is  about 
6%,  with  a range  from  0 to  30% . The 
latter  are  patients  that  were  oper- 
ated on  recently  and  had  radical  and 
extended  radical  resections. 

The  extent  of  pancreatic  resection 
is  not  standardized.  Pancreatic  re- 
section appears  to  mean  a traditional 
resection,  removing  nodes  that  are 
easily  available.  Radical  resection 


Dr  Eckstam  is  a recently  retired  surgeon, 
formerly  with  the  Monroe  Clinic.  Re- 
print requests  to:  Eugene  E.  Eckstam, 
MD,  2118  20th  Ave,  Monroe,  WI  53566. 
Copyright  1994  by  the  State  Medical 
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appears  to  mean  extensive  removal 
of  lymph  node  bearing  tissue  over  a 
wide  area  and  extended  radical  re- 
section appears  to  mean  additional 
removal  of  involved  portions  of 
adjacent  organs  and  major  vessels. 

Early  symptoms  are  abdominal 
pain,  anorexia,  jaundice,  and  diar- 
rhea. Early  diagnosis  is  aided  by  a 
high  index  of  suspicion  and  the  early 
use  of  ultrasound,  computerized 
tomography,  magnetic  resonance 
imaging,  endoscopic  retrograde 
cholangiopancreatography,  percuta- 
neous transhepatic  cholangiogra- 
phy, and  fine  needle  aspiration. 

The  11  cases  found  in  the  litera- 
ture are  summarized  in  Table  1. 
Some  of  these  patients  are  reported 
in  other  articles  published  by  the 
same  institution  but  by  different 
authors. 

Materials  and  methods 

From  1973  through  1988,  125  pa- 
tients were  explored  in  St  Clare 
Hospital  because  of  jaundice  or  a 
suspected  pancreatic  lesion.  Forty- 
six  had  some  type  of  procedure  other 


than  a simple  biopsy.  Of  these,  38 
had  some  form  of  bypass  and  8 had 
a Whipple  resection.  One  patient 
had  a total  pancreatic  resection  and 
he  is  the  only  patient  that  lived  longer 
than  3 years. 

In  1980,  St  Clare  Hospital  had 
about  200  beds.  Monroe  is  a town  of 
about  10,000  people  located  40  miles 
south  of  Madison  Wis.  The  Monroe 
Clinic  is  a 50-physician  multispe- 
cialty group  that  makes  up  most  of 
the  staff  of  the  hospital.  The  Monroe 
Clinic  serves  as  a referral  center  for 
southern  Wisconsin  and  northern 
Illinois.  All  surgeons  are  board-cer- 
tified or  eligible  and  all  types  of 
surgery  are  done  except  cardiac 
surgery  and  neurosurgery. 

Illustrative  report 

A 52-year-old  man  had  three  days 
of  jaundice  and  itching.  He  smoked 
two  packages  of  cigarettes  a day 
and  had  increasing  dyspnea  and 
coughing.  He  developed  insomnia, 
fatigue,  craving  for  cold  nonalco- 
holic liquids,  food  and  acid  regurgi- 
tation, and  low  back  pains  accom- 


Table  1. -Pancreatic  resection: 

10-year  survivors. 

Case 

Year 

Author 

Surgery 

Survival 

years 

Living 

1 

1984 

VanHeerden 

Total? 

19 

Y 

2 

1987 

Christ 

Whipple 

11 

Y 

3 

1987 

Connolly 

Whipple 

12 

Y 

4 

1990 

Trede 

Total? 

10 

Y 

5 

" 

Radical  Total 

11 

Y 

6 

1990 

Manabe 

Whipple 

12 

? 

7 

1991 

Botello  Romero 

Total 

12 

Y 

8 

1991 

Nakagawa 

Extended  Radical 

10 

Y 

9 

" 

//  // 

10 

Y 

10 

" 

//  // 

15 

Y 

11 

1991 

Allison 

Whipple? 

10 

Y 

12 

1994 

Eckstam 

Radical  Total 

13 

Y 
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panied  by  foul  smelling,  watery, 
yellowish-white  stools.  His  liver  was 
3 cm  below  the  right  costal  margin. 

Laboratory  results  were:  total 
bilirubin,  4.6  mg  percent;  direct 
bilirubin,  2.1  mg  percent;  alkaline 
phosphatase,  610  mg  percent;  se- 
rum glutamic  oxaloacetic  transami- 
nase, 129  mg  percent;  cholesterol 
378  mg  percent;  and  a positive  anti- 
body response  to  hepatitis  A virus. 

Ultrasound  showed  a dilated 
gallbladder.  Endoscopic  retrograde 
choleangiopancreatography  identi- 
fied a concentric  narrowing  of  the 
distal  common  bile  duct.  From  the 
ampulla  of  Vater  distally  for  3 cm, 
there  was  absence  of  filling  of  the 
ascending  main  duct  except  for  side 
branches.  The  body  and  tail  filled 
normally.  The  pancreatic  ductal 
system  emptied  rapidly  through  the 
accessory  duct  of  Santorini,  whereas 
the  biliary  system  remained  filled. 
Carcinoma  of  the  head  of  the  pan- 
creas seemed  the  most  likely  cause. 

Preoperative  preparation  con- 
sisted of  central  vein  hyperalimen- 
tation, intensive  respiratory  and 
ambulatory  therapy  for  5 days.  On 
Oct  20, 1980,  at  exploration,  a 3-cm 
movable  mass  with  no  sign  of  spread 
was  found  in  the  head  of  the  pan- 
creas. The  results  of  a trans-duode- 
nal  deep  wedge  biopsy  proved  a 
diagnosis  of  carcinoma  of  the  pan- 
creas and  a radical  total  pancreatec- 
tomy was  done. 

An  en  bloc  resection  consisted  of 
the  distal  third  of  the  stomach,  en- 
tire duodenum  and  upper  6 inches 
of  jejunum,  gallbladder,  common 
duct,  pancreas,  and  spleen.  A por- 
tion of  lateral  spleen  remained  to 
keep  partial  immunity.  The  dissec- 
tion removed  all  fat  and  lymphnode 
bearing  tissue  from  the  retroperi- 
toneal fascia  and  vessels.  A com- 
plete vagotomy  was  done  and  the 
esophageal  hiatus  was  repaired 
anatomically  to  prevent  an  iatro- 
genic hiatal  hernia. 

Intestinal  reconstruction  con- 
sisted of  a retrocolic  vertical  poste- 
rior gastro-jejunostomy,  which  al- 
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lowed  for  straight  passage  of  food 
and  gastroscope.  Staplers  were  used 
for  anastomoses  and  these  were 
oversewn  with  catgut  to  prevent 
bleeding.  To  avoid  bile  reflux  gastri- 
tis, an  end  to  side  hepatic  duct-je- 
junostomy  was  made  60  cm  distally. 
Beyond  this,  a Witzel  jejunostomy 
was  placed  for  tube  feedings.  Triple 
lumen  sump  drains  were  placed  in 


each  upper  quadrant  and  a small 
catheter  was  placed  in  the  pelvis. 
Permanent  buried  retention  sutures 
of  polypropylene,  placed  only  in  the 
musculo-fascial  layers,  and  a secon- 
dary type  of  wound  closure  were 
used  to  prevent  wound  dehiscence 
and  infection.  Six  units  of  packed 
red  blood  cells  were  used  during  the 
operation,  which  lasted  4.75  hours. 


Table  2.— Enzyme  content  at  various  pancrease  capsules. 


Enzyme 

Pancrease 

MT-10 

MT-16 

1 2/dny 

8/dny 

6/dny 

Lipase 

48,000  U 

80,000  U 

96,000  U 

Amylase 

240,000  U 

240,000  U 

288,000  U 

Protease 

300,000  U 

240,000  U 

288,000  U 

- 
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The  next  day  the  hematocrit  was 

0.55,  and  it  stabilized  at  0.37. 

Immediately  postoperatively, 
central  vein  hyper-alimentation, 
antibiotics,  aggressive  respiratory 
care,  and  ambulation  were  contin- 
ued. A solution  of  0.5  g of  neomycin 
sulfate  and  10,000  units  of  bacitracin 
in  100  mL  of  saline  was  instilled  into 
the  pelvic  catheter  every  4 hours  for 
3 days.  Intermittent  low  suction  was 
applied  to  the  upper  abdominal 
triple  lumen  drains. 

Diabetes  was  controlled  with  diet 
and  using  regular  and  long-acting 
insulin,  as  needed.  One  or  two  cap- 
sules of  Pancrease  (Pancrelipase, 
McNeil  Pharmaceutical)  were  given 
with  each  enteric  feeding  and  sub- 
sequently with  each  of  his  six  daily 
meals.  More  than  10  capsules  per 
day  caused  cramps  and  diarrhea. 

In  1989,  because  of  decreasing 
weight,  he  was  placed  on  the  new 
Pancrease  MT -10  (pancrelipase  MT  - 
10,  McNeil  Pharmaceutical)  cap- 
sules, one  at  each  of  the  six  daily 
meals  and  an  extra  capsule  with 
larger  meals.  They  contain  propor- 
tionally more  lipase  as  seen  in  Table 
2.  These  capsules  are  more  expen- 
sive but  are  easier  to  take  and  have 
fewer  side  effects.  He  gained  weight 
and  his  insulin  requirements  in- 
creased due  to  better  use  of  food. 

He  returned  to  part  time  work 
in  6 weeks  and  full-time  work  in  12 
weeks.  Because  of  work-related 
stress,  he  had  trouble  controlling  his 
diabetes.  He  retired  after  3 years,  re- 
versing this  trend.  The  only  diabetic 
complication  has  been  a gradual 
decrease  of  touch  sensation  in  his 
toes.  Currently,  he  is  active  in  vol- 
unteer community  affairs  and  re- 
ports that  he  is  happy  to  be  alive.  He 
willingly  accepts  his  diabetic  status. 

The  final  pathology  report  was  a 
well-differentiated  adenocarcinoma, 
locally  invasive,  with  a small  focus 
near  the  ampulla.  Because  of  the 
rarity  of  a patient  surviving  5 years 
after  resection  for  cancer  of  the 
pancreas,  the  tissue  was  re-exam- 
ined and  sent  to  another  widely 


known  institution  for  re-evaluation. 
The  original  diagnosis  was  con- 
firmed as  an  infiltrative  pancreatic 
ductal  adeno-carc  inoma,  grade  two 
or  three  on  the  basis  of  four  grades. 
There  were  microscopic  peripan- 
creatic  extensions  into  fat  and  there 
was  also  extension  into  the  ampulla 
of  Vater. 

Discussion 

In  1978,  Remine’5  was  the  first  sur- 
geon to  report  three  patients  living 
more  than  5 years  following  pancre- 
atic  resection  for  ductal 
adenocarcinoma  of  the  head  of  the 
pancreas.  Because  he  was  not  satis- 
fied with  the  results  of  a Whipple  re- 
section of  the  pancreas,  he  changed 
to  total  pancreatectomy.  It  was  his 
report  that  influenced  my  decision 
to  use  a total  pancreatectomy.  It  is 
likely  that  one  of  his  patients  is  the 
first  10-year  survivor  reported  in 
1984  by  van  Heerden,’  also  of  the 
Mayo  Clinic. 

Several  factors  influence  long 
term  survival.  The  biological  ma- 
keup of  the  cancer  and  the  stage  of 
the  disease  at  the  time  of  surgery  are 
the  primary  determinants  of  a pa- 
tient's longevity,  therefore,  early  rec- 
ognition and  diagnosis  are  impor- 
tant. We  do  have  some  control  on 
patient  survival  by  devoting  proper 
attention  to  the  nutritional  status, 
mobility,  extent  and  preciseness  of 
the  operation,  as  well  as  the  care 
with  which  complications  are  pre- 
vented and  treated. 

Preoperative  preparation  with 
intravenous  and  oral  hyperalimen- 
tation is  stressed  in  some  reports.3-”16 
If  given  for  7 to  10  days,  it  will  help 
slow  nitrogen  loss  and  allow  for 
correction  of  electrolyte  and  fluid 
imbalances.  Continuation  of  hyper- 
alimentation immediately  after  sur- 
gery may  stop  nitrogen  loss  and 
possibly  reverse  the  trend. 

Careful  attention  to  operative 
technique6-’7-18  and  regional  lymph 
node  dissection9-19-20  appear  to  aid 
long  term  survival  rates.  Nagakawa9 
has  three  10-year  survivors  and  he 


recommends  an  extended  radical  re- 
section with  complete  stripping  of 
the  retroperitoneal  areas  and  ves- 
sels. If  necessary,  he  resects  the  ves- 
sels. If  the  lesion  is  confined  to  the 
head  and  the  margins  are  free,  he 
will  leave  the  distal  quarter  of  the 
pancreas. 

Trede5  has  two  survivors,  and  he 
"skeletonizes"  the  retroperitoneal 
structures. 

Manabe's  results6  suggest  "that 
radical  surgery  with  a sufficiently 
wide  free  margin  around  the  cancer 
is  indispensable." 

These  three  authors  have  six  of 
the  11  10-year  survivors  and  they 
stress  radical,  regional  resections 
with  total  pancreatectomy,  if  needed. 

Avoidance  of  complications  is  im- 
portant.2-9 The  most  common  com- 
plications are  wound  infections,  gas- 
trointestinal blood  loss,  intraperi- 
toneal  abscess,  wound  dehiscence, 
pulmonary  embolus,  and  fistulas. 
Usually,  these  complications  can  be 
minimized  or  avoided  following  the 
technical  details  outlined  in  the  il- 
lustrative report. 

Summary 

In  dealing  with  a lethal  disease  such 
as  cancer  of  the  pancreas,  an  all  out 
attack  is  necessary  for  an  early  le- 
sion. The  general  trend  seems  to  be 
toward  radical  en  bloc  resections, 
usually,  but  not  always,  with  a total 
pancreatectomy.  A digestive  sup- 
plement with  a higher  proportion  of 
lipase  provides  better  nutrition. 
Diabetes  can  be  controlled  in  pa- 
tients with  no  pancreas.  Reports  of 
long-term  survivors  should  be  bet- 
ter documented  as  to  details  of  pre- 
vious reporting,  care,  procedure  and 
pathology. 
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People  with  chronic  lung  disease 
have  a special  cross  to  bear  With  every 
breath  they  take. 

Just  imagine  having  to  stop  and  rest 
frequently  during  a walk  around  the 
block.  Or  having  to  bring  an  oxygen  tank 
with  you  on  a trip  to  the  grocery  store. 

That’s  what  it's  like  for  many  victims  of 
lung  disease. 


And  the  shocking  truth  is.  more  people 
die  from  lung  disease  each  year  than 
from  traffic  accidents,  drug  abuse,  suicides, 
homicides  and  alcohol  use  combined 
The  American  Lung  Association  helps 
people  with  lung  disease  live  more 
comfortable  lives.  It’s  a cross  we  promise  to 
bear  until  we  win.  Please  join  us.  Call 
toll-free  1-800-242-5160. 


AMERICAN 


LUNG  ASSOCIATION  of  Wisconsin 

The  Christmas  Seal  People® 


It’s  a Matter  of  Life  and  Breath" 


Socioeconomic 


Clarifying  goals,  improving  communication,  and  finding 
joy  in  the  doctor-patient  relationship 

Randy  Maigaard,  MD,  and  David  Schiedermayer,  MD,  Milwaukee 


The  doctor-patient  relationship  in  the  United 
States  is  complex,  as  illustrated  by  the  follow- 
ing anecdote.  When  you  tell  a French  person  that 
death  is  imminent,  he  or  she  says,  "Oh,  if  only  I could 
speak  the  language  for  a while  longer!  If  only  I could 
see  the  Champs  Elysees  again."  When  you  tell  a 
British  person  that  he  or  she  is  going  to  die,  the 
person  says,  "Oh,  if  I could  just  see  the  coast  again, 
the  white  cliffs  of  Dover!"  When  you  tell  an  Ameri- 
can that  he  or  she  is  going  to  die,  the  person  is  likely 
to  say,  "I  want  a second  opinion!  I want  a transplant! 
I want  the  spelling  of  your  last  name!" 

On  his  late-night  TV  show,  comedian  David  Letter- 
man  might  list  the  top  10  frustrating  things  about  the 
current  doctor-patient  relationship  as  follows: 

10.  The  words  "policy  wonks"  being  used  favorably. 
9. 1 would  like  to  request  my  client's  chart. 

8.  Does  this  medicine  really  work? 

7.  My  other  doctor  gave  me  penicillin  for  a cold. 

6.  Please  sign  this  order  for  home  oxygen. 

5.  Please  draw  another  HDL,  my  last  one  was  nor- 
mal. 

4.  You  need  to  get  pre-authorization  approval. 

3.  This  is  the  new  assistant  associate  hospital  ad- 
ministrator. 

2.  My  teeth  itch. 


Dr  Maigaard  and  Dr  Schiedermayer  are  assistant  profes- 
sors of  medicine  at  the  Medical  College  of  Wisconsin  in  Mil- 
waukee. This  paper  is  a revised  version  of  a draft  presented 
at  the  Update  in  Primary  Care,  in  Door  County,  Wis,  Oct  9, 
1993.  Reprint  requests  to:  Dr  Schiedermayer,  Division  of 
General  Internal  Medicine,  Box  135,  John  L.  Doyne  Hospi- 
tal, 8700  W Wisconsin  Ave,  Milwaukee  WI  53226.  Copy- 
right 1994  by  the  State  Medical  Society  of  Wisconsin. 


1.  Here  is  a complete  list  of  symptoms  I've  had  for 
the  last  5 years. 

In  this  article,  we  would  like  to  focus  on  clarifying 
the  goals  of  the  clinical  encounter,  improving  doctor- 

Continued  on  next  page 
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patient  communication,  and  finding  and  keeping  the 
joy  in  medical  practice.  We  will  use  a patient  case 
from  one  of  our  practices  to  help  illustrate  these 
points. 

The  case 

Patient  X is  a 45  year-old  woman  with  a history  of 
rheumatoid  arthritis  who  has  been  under  the  care  of 
a rheumatologist.  The  arthritis  has  been  in  remission. 
She  is  given  to  somatization,  and  has  developed  a 
benzodiazepine  addiction. 

In  the  last  5 years,  she  has  developed  a "pressure" 
in  her  head,  which  she  says  is  bothersome  when  she 
stands  up  or  walks  around.  Before  she  saw  me,  (RM) 
she  saw  perhaps  10  to  15  physicians,  including  an 
neurologist  and  an  ENT  specialist. 

Patient  X gives  her  history  in  a rambling,  non- 
focused  fashion,  and  she  has  "maladie  du  papier," 
bringing  in  a 20-page  list  of  her  problems  and  en- 
counters with  physicians.  She  also  documents  every 
physician  encounter,  notes  the  exact  date,  and  de- 
scribes her  feelings  about  the  encounter.  She  writes 
her  doctors  were  "withholding  information," 
"abrupt,"  "did  not  look  me  in  the  eye,"  and  "mean." 

By  her  report,  the  pain  is  all  over  her  head,  occurs 
daily,  begins  soon  after  waking  in  the  morning,  is 
mostly  posterior  and  around  the  vertex  of  her  head, 
and  is  present  throughout  the  day.  She  denies  nau- 
sea, vomiting,  photophobia,  phonophobia,  or  drowsi- 
ness. Her  headaches  are  relieved  by  valium  and 
codeine  and  have  been  evaluated  extensively  since 
1991. 

Patient  X is  an  anxious,  teary-eyed,  woman  ac- 
companied by  her  husband.  The  patient  dominates 
her  husband  despite  her  health  problems.  A physical 
examination  found  nothing  remarkable. 

The  following  tests  had  been  done  and  the  results 
were  normal:  MRI  and  CT  of  the  head,  carotid  dop- 
pler,  and  temporal  artery  biopsy. 

In  1991,  a lower  extremity  EMG  was  obtained  for 
subjective  paresthesia,  which  revealed  a mild  pe- 
ripheral neuropathy;  the  patient  is  convinced  that 
her  other  physicians  have  been  withholding  infor- 
mation from  her  and  that  she  actually  has  some 
severe  disease,  such  as  ALS.  A neurologist  confirmed 
that  these  findings  were  consistent  with  rheumatoid 
arthritis  rather  than  a new  severe  disease.  I repeated 
an  EMG,  and  it  showed  minimal  diagnostic  evidence 
of  neuropathy. 

I have  been  seeing  her  at  least  once  a month,  and 
have  provided  multiple  sessions  of  counseling  and 
reassurance.  Exasperated,  I finally  sent  her  to  an- 
other neurologist.  Patient  X said  the  visit  was  a com- 
plete disaster  and  that  the  doctor  brushed  her  off 
(although  he  spent  more  than  an  hour  with  her.) 


The  patient  is  adamant  about  not  returning  to  a 
psychiatrist.  She  has  a home  health  remedy  book  and 
has  read  extensively  on  neuropathies  and  knows 
every  cause  and  wants  to  talk  about  these  causes 
each  time  she  comes  in.  Despite  extensive  discussion 
of  the  causes  of  her  neuropathy,  she  is  still  not 
convinced  that  I am  telling  the  truth. 

She  was  hospitalized  for  a major  depressive  disor- 
der, placed  on  Buspar,  Zoloft,  and  Trazadone,  all  of 
which  she  discontinued  after  her  release  from  the 
hospital. 

On  every  visit,  I feel  like  saying,  "Look,  it's  time  to 
shake  it  off  and  move  on  with  your  life." 

I see  her  on  schedule,  but  she  always  chooses 
Friday  afternoon,  and  I cringe  when  I see  her  name 
on  the  list. 

In  this  case,  it  is  important  to  clarify  the  goals  of 
the  clinical  encounter:  What  should  we  aim  for  with 
Patient  X?  How  can  we  improve  the  doctor-patient 
communication?  And  how  can  we  keep  the  joy  in 
medical  practice  when  we  see  someone  like  this  on 
our  schedules  for  Friday  afternoon? 

Clarifying  the  goals 

The  central  responsibility  of  clinicians  is  to  use 
technical  expertise  to  respond  to  a patient's  request 
for  help  by: 

• accurately  diagnosing  the  patient's  condition; 

• informing  and  educating  the  patient  about  the 
condition— including  its  prognosis  if  treated  or 
untreated— and  about  the  various  possible  treat- 
ment alternatives; 

• recommending  the  course  of  action  that  the  clini- 
cian considers  the  best  technical  approach  for  that 
individual's  problem;  and 

• carrying  out  with  technical  skill  those  procedures 
(for  example,  further  diagnostic  studies  or  treat- 
ment) that  are  required  by  the  approach  chosen  by 
the  patient  or,  if  the  patient  cannot  choose  due  to 
incompetence,  those  procedures  that  are  in  the  pa- 
tient's best  interest  (and  are  consented  to  by  an  ap- 
propriate surrogate).1 

In  Patient  X's  case,  we  have  done  sufficient  tests  to 
know  that  the  neuropathy  is  not  progressive  or  clini- 
cally significant,  but  it  has  been  difficult  to  recom- 
mend any  successful  treatment,  even  including  psy- 
chiatric treatment.  That  is  one  of  the  reasons  the 
clinical  encounter  has  not  been  satisfactory. 

In  making  a recommendation  about  clinical  care, 
physicians  evaluate  the  individual  patient  in  terms 
of: 

• the  seriousness  of  the  condition  in  an  organic 
sense; 

• the  seriousness  of  the  condition  in  the  patient's 
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eyes; 

• the  need  for  urgent  action; 

• the  possible  therapeutic  benefits; 

• the  potential  risks  of  the  intervention; 

• alternative  courses  of  action  and  inaction; 

• the  physical,  psychological,  and  social  effects  on 
the  patient  of  all  options; 

• the  ability  of  the  patient  to  participate  in  his  or  her 
own  care;  and 

• the  patient's  values,  beliefs,  self-understanding, 
fears,  and  hopes.2 

In  Patient  X's  case,  the  condition  is  not  serious  in 
an  organic  sense,  but  it  is  serious  in  her  eyes.  No 
intervention  is  planned,  but  the  patient's  values 
include  directing  her  medical  care  and  obtaining  a 
lot  of  medical  attention  for  any  given  problem. 

Finally,  clinicians  are  called  on  to  reach  a clinically 
and  morally  appropriate  decision— one  that  is  suit- 
able for  the  particular  person  they  are  treating  and  is 
based  on  clinical  judgment.3-6 

There  is  no  single  goal  of  medicine:  In  the  encoun- 
ter between  patient  and  clinician,  many  appropriate 
goals  are  pursued  simultaneously.  But  it  is  impor- 
tant that  the  doctor  clarify  which  goal(s)  he  or  she  is 
pursuing  at  any  given  time.  These  goals  include:7 

• restoration  of  health; 

• prevention  of  disease; 

• the  relief  of  symptoms  (including  physical  dis- 
tress and  psychological  suffering); 

• the  restoration  of  function  or  the  maintenance  of 
compromised  function; 

• the  education  and  counseling  of  patients  regard- 
ing their  condition  and  its  prognosis; 

• the  saving  or  prolonging  of  life;  and 

• avoiding  harm  to  the  patient  in  the  course  of  care. 
In  Patient  X's  case,  we  can  pursue  prevention, 

symptom  relief,  and  avoiding  harm.  We  can  screen 
her  for  preventable  disease  with  mammograms, 
Papanicolaou  smear  tests,  and  give  her  flu  shots.  We 
can  use  benzodiazepines  judiciously,  and  continue 
to  try  to  counsel  her,  although  she  does  not  agree 
with  education  and  counseling.  And  we  can  avoid 
harming  her  with  unwarranted  procedures. 

In  general,  patients  and  clinicians  both  regard  the 
ideal  of  a clinical  encounter  to  be  the  identification 
and  successful  treatment  of  an  entirely  curable  con- 
dition. This  is  not  possible  in  Patient  X,  and  for  many 
of  our  patients  like  her.  This  explains  the  frustration 
we  feel  in  treating  her.  She  is  a complex  patient,  the 
kind  of  patient  who  seems  to  sap  our  energy  and  any 
benevolence  which  we  have  left  at  the  end  of  the  day. 

Improving  communication 

Primary  care  physicians  can  improve  the  care  of 
patients  like  Patient  X through  more  careful  use  of 


language.  Dr  Eric  Cassell  notes  that  he  can  help 
patients  with  their  diseases  by  giving  them  power.8 

Take,  for  example,  a patient  with  cancer  in  the 
liver.  We  can  take  the  patient's  diseased  liver  and 
"put  it  over  there,"  apart  from  her:  words  like  "that 
liver,"  "it,"  "the,"  while  we  say  to  the  patient,  we  can 
"keep  you  in  control,"  "you're  getting  better,"  keep 
you  on  top  of  things." 

"Given  an  ominous  reality,"  he  says,  "we  can  still 
work  in  the  world  of  language,  in  the  world  of  sub- 
jectivity, and  we  can  be  remarkably  effective  even 
after  our  technical  intervention  fails." 

So  we  can  take  Patient  X's  EMG  findings  or  her 
weakness  and  somehow  give  her  control  over  it  by 
speaking  of  it  as  being  under  her  control. 

Lipp  defines  respect  for  patients  as  " an  expression 
of  understanding  of  other  people,  a recognition  of 
their  significance,  an  affirmation  that  what  they  say 
and  do  and  think  and  experience  matters  to  you  and 
that  you  care  about  what  happens  to  them  and  how 
they  feel  about  it."9 

Lipp  writes: 

"So  much  of  improved  function  depends  upon 
treasured  trifles  which  cannot  all  be  anticipated  or 
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placed  on  a protocol,  eg,  the  extra  quarter  inch  on  a 
stump  prosthesis  that  eliminates  pelvic  tilt,  reduces 
low  back  pain  and  makes  ambulation  tolerable,  or 
the  smuggled  aspirin  at  the  hospitalized  patient's 
bedside  for  self-medication  when  the  overworked 
nurses  can' t bring  analgesics  punctually.  Some  of  the 
details  patients  can  learn  from  us,  some  from  other 
patients,  some  they  can  only  discover  by  themselves. 
What  is  important  is  that  we  help  establish  an  atmos- 
phere in  which  such  exchange  of  information  and 
such  discoveries  are  facilitated.  How  do  we  accom- 
plish that?  No  one  can  do  it  alone,  but  an  empathetic 
understanding  of  what  it  is  really  like  for  one  human 
being  to  suffer  from  a certain  type  of  affliction  is  a 
reasonable  point  from  which  to  proceed." 

The  joy  of  medicine 

We  have  tried  to  clarify  the  goals  of  the  encounter 
with  Patient  X,  and  we  have  tried  to  work  on  listen- 
ing to  what  she  is  really  saying  and  respecting  her  as 
a person.  How  do  we  stay  sane  while  we  are  doing  all 
this? 

Dr  Robert  Rowntree  described  his  encounter  with 
a patient  like  Patient  X.  The  patient  said  to  him  that 
he  wouldn't  be  able  to  help  her,  that  no  doctor  in  10 
years  had  done  anything  but  take  her  money,  and 
she  lifted  up  her  shirt  to  display  a number  of  scars, 
each  a failed  abdominal  surgery  according  to  her. 
Rountree  reports  that  he  said,  "You  know,  I think 
you're  right.  I honestly  don't  think  I'm  going  to  be 
able  to  help  you.  And  I certainly  don't  want  to  join 
the  list  of  doctors  who  have  taken  your  money  and 
failed  to  do  you  any  good.  There  will  be  no  charge  for 
coming  in  today.  Goodbye."10 

He  went  outside  the  room  and  wondered  what 
had  happened  to  him.  How  had  he  gotten  this  far 
from  his  idealistic  view  of  practice? 

Rowntree  went  to  a seminar  on  doctor-patient 
communication  and  learned  some  practical  helps.  A 
good  seminar  is  that  given  by  the  American  Acad- 
emy on  Physician  and  Patient,  founded  by  Mack 
Lipkin,  Jr.  (Information  on  upcoming  seminars  can 
be  obtained  from  Penny  Williamson,  4611  Keswiek 
Rd,  Baltimore,  MD  21210;  410-889-1550.) 

Rowntree  also  attended  a physician  support  group. 
He  lists  the  following  principles: 

• Set  your  priorities  in  life  (what  are  core  values). 

• Take  care  of  yourself  first  (get  enough  sleep,  eat 
right). 

• Get  in  touch  with  yourself  (psychotherapy,  medi- 

cation, faith). 

• Learn  to  say  no  (many  doctors  have  superhuman 
self-expectations;  patients  like  Patient  X take  time; 
limit  weekend  work;  take  vacations). 

• Share  your  feelings  (start  support  groups). 


• Lighten  your  load  (share  professional  chores). 

• Learn  to  listen  (ask  open-ended  questions— prac- 
tice with  a videotape). 

Rowntree's  angry  patient  with  all  the  abdominal 
scars  never  came  back,  but  he  is  now  hoping  that  she 
will.  He  feels  better  and  is  more  ready  to  treat  chal- 
lenging patients  than  he  was  before.  Similarly,  we 
can  be  ready  when  the  Patient  Xs  of  our  own  prac- 
tices return.  We  will  clarify  the  goals  of  treating  her, 
understand  the  communication  we  have  with  her, 
and  above  all,  keep  our  sense  of  joy  in  medicine  as  we 
treat  her. 

Patient  X is  a test  case,  in  a sense,  of  how  we  are 
each  doing  in  practice,  precisely  because  she  is  the 
patient  with  a long  list  of  problems  who  comes  in  on 
Friday  afternoons. 
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Public  health 

Self-reporting  of  Papanicolaou  smear  tests  among 
women  after  hysterectomy 

Katherine  M.  Kvale,  PhD;  Patrick  L.  Remington,  MD,  MPH;  and  Paula  M.  Lantz,  PhD,  Madison 


In  Wisconsin,  the  death  rate  from 
cervical  cancer  declined  from 
8.5/100,000  in  1960  to  2.2/100,000  in 
1992, 1 a change  primarily  attribut- 
able to  the  emergence  of  widespread 
Papanicolaou  smear  testing.  Current 
guidelines,  recommend  annual 
Papanicolaou  smear  tests  for  all 
women  who  are  sexually  active  or 
over  the  age  of  17.  After  three  or 
more  consecutive,  satisfactory,  nor- 
mal examinations,  Papanicolaou 
smear  tests  may  be  administered 
less  frequently  at  the  discretion  of 
the  woman's  health  care  practitio- 
ner. The  US  Preventive  Task  Force 
recommends  discontinuing  Papani- 
colaou smear  testing  at  age  65  if 
previous  tests  have  been  consistently 
normal.2 

Guidelines  for  Papanicolaou 
smear  testing,  however,  do  not 
address  whether  women  who  have 
had  a hysterectomy  should  continue 
having  Papanicolaou  smear  tests. 


The  public  health  column  is  not  reviewed 
by  the  WMJ  editorial  board.  Kvale  is  an 
epidemiologist  in  the  Chronic  Disease 
and  Health  Promotion  Section,  Bureau 
of  Public  Health,  Wisconsin  Division  of 
Health.  Dr  Remington  is  chief  medical 
officer  of  the  Chronic  Disease  and  Health 
Promotion  Section,  Bureau  of  Public 
Health,  Division  of  Health.  Lantz  is  a 
senior  researcher  at  Marshfield  Medical 
Research  and  Education  Foundation, 
Marshfield  Medical  Center.  This  study 
was  supported  in  part  by  grant  number 
CA57014-02  from  the  National  Cancer 
Institute.  Reprint  requests  to:  Katherine 
Kvale,  Wisconsin  Division  of  Health,  1414 
E Washington  Ave,  Rm.  167,  Madison, 
WI  53703.  Copyright  1994  by  the  State 
Medical  Society  of  Wisconsin 


The  purpose  of  this  report  is  to  as- 
sess self-reported  Papanicolaou 
smear  testing  by  hysterectomy  status 
among  women  in  Wisconsin. 

Methods 

The  data  presented  are  from  a tele- 
phone survey  of  Wisconsin  women 
conducted  in  1993  to  assess  the  rates 
of  and  barriers  to  breast  and  cervical 
cancer  screening. 

Random  digit  dial  sampling  tech- 
niques were  used  to  select  women 
40  years  and  older  residing  in  eight 
rural  counties  (Crawford,  Iowa, 
Jackson,  LaFayette,  Price,  Richland, 
Rusk,  and  Taylor). 

A total  of  2,393  women  were 
surveyed  by  the  Wisconsin  Survey 
Research  Laboratory  (the  response 
rate  was  76%).  Data  on  the  2,379 
women  with  known  age  were  used 
in  this  analysis.  The  data  were  ana- 
lyzed using  Statistical  Packages  for 
the  Social  Sciences  (SPSS)  and  Epi- 
Info  software. 

Results 

Generally,  women  were  highly 
aware  of  the  Papanicolaou  smear 
test.  Most  women  in  the  survey  (99%) 
had  heard  of  the  Papanicolaou  smear 
test;  95%  reported  having  had  a Pa- 
panicolaou smear  test,  and  61%  had 
had  a Papanicolaou  smear  test  within 
the  past  3 years. 

The  table  displays  rate  of  hyster- 
ectomy by  age.  Overall,  29%  of 
women  reported  having  had  a hys- 
terectomy with  the  highest  hyster- 
ectomy rates  in  women  older  than 
60.  Time  elapsed  since  surgery  var- 
ied by  age.  Women  over  the  age  of 
50  (29%)  generally  reported  that  their 
hysterectomies  were  more  than  10 
years  ago,  and  96%  of  the  women  in 


Self-reported  hysterectomy  status 
for  women  in  eight  rural  counties 
in  Wisconsin,  1993. 


Age 

No. 

% Reporting 
hysterectomy 

40-49 

694 

18% 

50-59 

527 

29% 

60-60 

535 

35% 

70-79 

442 

38% 

+80 

181 

36% 

Total 

2,379 

29% 

all  age  groups  reported  that  their 
hysterectomies  occurred  more  than 
3 years  ago. 

The  figure  presents  the  percent  of 
women  who  had  a Papanicolaou 
smear  test  in  the  past  3 years  by  hys- 
terectomy status.  It  shows  that  the 
proportion  of  all  women  who  re- 
ported having  a Papanicolaou  smear 
test  in  the  past  3 years  decreased 
with  age.  It  also  shows  that  for  all 
age  groups  over  40,  women  with 
hysterectomies  were  about  one 
fourth  less  likely  to  report  having 
had  a Papanicolaou  smear  test  than 
women  who  have  not  had  a hyster- 
ectomy (relative  risk  = 0.76,  95% 
confidence  limits  0.71,  0.82).  About 
55%  of  women  with  a hysterectomy 
more  than  3 years  ago  reported 
having  had  a recent  Papanicolaou 
smear  test,  compared  with  75%  of 
women  without  a hysterectomy. 

Comment 

We  assessed  self-reported  screen- 
ing practices  among  women  resid- 
ing in  rural  Wisconsin  counties  to 
detect  current  practices  among 
health  care  practitioners.  The  results 
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Continued  from  preceding  page 
suggest  that  Papanicolaou  smear 
tests  are  likely  to  be  administered 
even  if  a woman  has  had  a hysterec- 
tomy. Healthcare  practitioners  may 
be  doing  Papanicolaou  smear  tests 
on  women  with  hysterectomies  for 
the  following  reasons:  the  woman 
had  a sub-total  hysterectomy  and 
still  has  a cervix;  the  hysterectomy 
was  done  for  a malignant  condition; 
or  as  a screening  test  for  vaginal 
cancer. 

No  information  was  available  on 
the  reasons  that  women  had  a hys- 
terectomy in  our  study.  Neverthe- 
less, it  is  likely  that  a minority  of 
these  women  have  an  intact  cervix 
or  had  surgery  for  cancer.  Since  the 
1960s,  the  "total"  hysterectomy, 
which  includes  removal  of  the  cer- 
vix, has  been  commonly  practiced; 
before  the  1960s,  many  women  had 
"sub-total"  hysterectomies  and  the 
cervix  was  left  intact.3  In  one  study 
of  elderly  women  with  hysterecto- 
mies in  New  York  City  in  1985,  one 
third  of  the  women  had  an  intact 
cervix.4  In  addition,  previous  stud- 
ies have  shown  that  11  percent  of 


hysterectomies  are  for  cancer.5 

Practitioners  do  not  have  guide- 
lines and  there  is  no  clear  consensus 
on  screening  for  vaginal  cancer 
among  women  who  have  had  a total 
hysterectomy  for  a benign  condi- 
tion. The  most  recent  technical  bul- 
letin of  the  American  College  of  Ob- 
stetricians and  Gynecologists  states 
that:  "The  cost-effectiveness  of  cy- 
tologic screening  for  vaginal  neo- 
plasia after  removal  of  the  cervix  for 
benign  disease  has  not  been  demon- 
strated. In  consideration  of  the  low 
risk  of  preinvasive  vaginal  lesions 
or  invasive  cancer,  however,  peri- 
odic cytologic  evaluation  of  the 
vagina,  based  on  the  patient's  risk 
factors,  is  suggested."6 

In  contrast,  a Canadian  task  force 
advises:  "Women  do  not  need  to  be 
screened  if  they  have  never  had 
sexual  intercourse  or  have  had  a 
hysterectomy  for  benign  conditions 
with  adequate  pathological  docu- 
mentation that  the  cervical  epithe- 
lium has  been  totally  removed  and 
previous  normal  smears  have  been 
normal."7 

The  lack  of  consensus  guidelines 


and  disagreement  among  practitio- 
ners leaves  a gray  area  for  women 
and  practitioners  regarding  whether 
a woman  with  hysterectomy  should 
be  screened  for  cervical  cancer. 

The  US  Preventive  Services  Task 
Force  may  address  this  issue  in  its 
upcoming  review.  In  the  meantime, 
health  care  practitioners  should 
examine  a woman  to  see  if  she  has  a 
cervix  and  know  the  reason  for  the 
hysterectomy.  If  a woman  has  had  a 
sub-total  hysterectomy,  or  a hyster- 
ectomy for  cancer,  Papanicolaou 
smear  testing  is  currently  recom- 
mended. In  contrast,  cancer  screen- 
ing among  women  who  have  had 
had  a total  hysterectomy  for  a be- 
nign condition,  has  not  been  shown 
to  be  cost-effective. 
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Fig— Percent  of  women  who  have  had  a Papanincolaou  smear  test  in  the  past  3 years, 
Wisconsin,  1993. 
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AMA  unveils  legislative  initiative  to 
protect  patients 


The  AMA  has  unveiled  a new 
legislative  proposal,  the  Pa- 
tient Protection  Act,  to  guarantee 
that  patients  and  their  physicians— 
rather  than  insurance  companies— 
make  decisions  about  patient  care. 

"Patients  should  no  longer  be 
subject  to  the  'health  insurance  lot- 
tery," said  Lonnie  Bristow,  MD,  chair 
of  the  AMA  Board  of  Trustees.  "They 
should  never  be  surprised  to  dis- 
cover that  their  insurance  doesn't 
cover  their  health  care  needs,  their 
regular  doctors  can  no  longer  treat 
them  or  they  won't  be  allowed  ac- 
cess to  the  specialty  care  they  need. 

The  proposed  Patient  Protection 
Act  would  provide  patients  with 
the  following: 


• a list  of  covered  services  describ- 
ing exactly  what  the  plan  pays 
for; 

• a list  of  exclusions  telling  patients 
what  they  need  to  pay  for  them- 
selves; 

• clear  instructions  on  whom  to  call 
before  medical  treatment  is  ren- 
dered; 

• survey  information  on  how  other 
patients  feel  about  the  health  plan; 

• a choice  of  three  plan  options: 
HMO  or  PPO,  traditional  insur- 
ance plan,  or  a benefit  payment 
schedule  (plans  pay  exact  dollar 
amount  for  any  service;  patient 
and  physician  then  decide  on 
payment  between  themselves); 
and 


• access  to  a point-of-service  plan 
to  have  the  opportunity  to  pay 
extra  to  see  a physician  outside 
the  regular  plan. 

In  addition,  the  AMA  says  all 

health  plans  should  be  required  to: 

• give  physicians  a voice  in  medi- 
cal policy-making; 

• continue  relationships  with  all 
physicians  who  give  patients  the 
care  they  need; 

• provide  physicians  with  an  es- 
sential role  in  developing  criteria 
to  ensure  quality  patient  care; 
and 

• disclose  to  physicians  informa- 
tion about  those  reviewing  their 
work.* 


FORT 

CRAWFORD 
MEDICAL  MUSEUM 


M 


This  reconstructed  military  hospital  at 
Fort  Crawford  is  a national  historic  landmark 
set  in  the  Mississippi  River  Valley. 

Open  Wed.  - Sun.,  May  1 through  October  31 
10  a.m.  to  5 p.m. 

Family  Rate  $6.00  - Adults  $2.50 
Tour  Groups  $2.00  - Children  $1.00 
Novelty  Gift  Items 

717  South  Beaumont  Road 
Prairie  du  Chien,  WI  53821 
1-800-545-0634 


& 


RUN  A SPECIAL 
PRACTICE. 


Today’s  Air  Force 
has  special  opportuni- 
ties for  qualified  physicians 
and  physician  specialists.  Includ- 
ing the  ability  to  pursue  medical 
excellence  without  the  overhead  of 
a private  practice.  Talk  to  an  Air 
Force  medical  program  manager 
about  the  quality  lifestyle,  quality 
benefits  and  30  days  of  vacation 
with  pay  per  year  that  are  part  of  a 
medical  career  with  the  Air  Force. 
Discover  how  special  an  Air  Force 
practice  can  be.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1 -800-423-USAF 
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Everyone  Out  Of  The  Pool! 

Worker’s  Compensation  Coverage 


That’s  what  some  Worker’s  Compensation  insurers  are  telling 
clinics  and  physicians  throughout  Wisconsin.  These  companies 
want  to  reduce  their  risk  by  eliminating  certain  classes  of 
employees  and  sizes  of  risk  from  their  Worker’s  Compensation 
pool.  In  your  case,  this  includes  physicians,  clinic  employees, 
and  related  medical  service  personnel. 

This  is  not  the  case  with  SMS  Insurance  Services  and  the 
Dodson  Group.  We  want  you  in  our  pool.  That’s  because 
SMS  Insurance  Services  and  the  Dodson  Group  specialize 


in  Worker’s  Compensation  coverage  for  the  medical 
community.  SMS  Insurance  Services  also  offers  Medical 
Professional  Liability,  a Professional  Office  Policy,  and 
umbrella  coverage.  Our  Worker’s  Compensation  program 
is  endorsed  by  the  State  Medical  Society. 

You  can  swim  with  the  sharks  or  come  where  your 
coverage  is  safe.  For  more  information  about  our  Worker’s 
Compensation  and  other  SMS  Insurance  Services  medical 
liability  programs,  contact: 


INSURANCE  SERVICES,  INC. 

Wisconsin  based  - physician  owned  - committed  to  serving  you. 


P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 


Organizational 


A glimpse  into  our  past 


Richard  D.  Sautter,  MD,  medical  editor 

A couple  of  years  ago,  during 
the  SMS  150th  anniversary,  I 
provided  a monthly  column  of  tid- 
bits drawn  from  the  history  of 
medicine  and  the  SMS  in  W isconsin. 

It  was  met  with  some  interest  and 
amusement,  so  I hinted— as  the  an- 
niversary drew  to  a close— that  I 
would  revive  it  at  some  future  date. 
Well,  here  it  is.  I hope  you  have  as 
much  fun  reading  it  as  I did  writing 
it. 

25  years  ago 

It's  now  a matter  of  life  and  death: 
"Only  licensed  physicians  and  reg- 
istered pharmacists  may  sell  contra- 
ceptives.... In  no  event  may  such 
article,  drug  or  preparation  be  sold 
to  any  unmarried  person.  Prohib- 
ited also  is  the  advertising  or  public 
display  of  such  articles  for  sale,  or 
the  manufacture,  purchase  or  pos- 
session of  a machine  or  device  ap- 
propriate for  vending  contracep- 
tives...." A violation  could  cost  $500 
and  6 months  in  jail. 

Another  legal  notice:  "The  Wisconsin 
Legislature  has  added  LSD  ...  to  the 
list  of  dangerous  drugs ...  which  may 
be  used  by  or  distributed  to  the 
general  public  only  when  prescribed 
by  a licensed  physician  or  other 
person  authorized  by  law."  Illegal 
use  of  possession  could  cost  $500  or 
1 year  in  jail. 


A persistent  shortage:  The  SMS  held  a 
conference  to  address  Wisconsin's 
"doctor  drain"  and  resulting  physi- 
cian shortage.  A medical  student 
asserted  that  "young  people  are 
turned  off  by  medicine  today;"  a 
physician  said  that  health  quackery 
in  Wisconsin  was  "a  block  to  physi- 
cians coming  here"  and  proposed 
legislation  to  "outlaw  chiropractic;" 
and  a hospital  administrator  urged 
doctors  to  be  more  productive,  say- 
ing that  a 5%  increase  by  all  doctors 
would  have  the  effect  of  producing 
14,000  new  doctors. 

Help  wanted:  "General  practitioner 
for  4-man  mixed  group;  central 
Wisconsin  city  of  20,000;  salary 
$20,000,  future  partnership,  no  in- 
vestment." 

50  years  ago 

War  time  ad  in  the  WMJ.  "Coura- 
geous as  he  is  versatile,  the  war 
doctor  fulfills  long,  tough  missions 
without  thought  of  rest.  When  it's 
time  to  relax,  he  keenly  appreciates 
the  pleasure  of  a good  smoke— 
Camel,  most  likely,  the  favorite  of 
the  armed  forces— for  sheer  mild- 
ness, friendly  taste.  Make  it  your 
pleasure  to  remember  those  you 
know  of  in  the  services.  Send  them 
cartons  of  Camels  often!  Camel- 
costlier  tobaccos." 


Loss  of  inrility?  An  editorial  by  a 
former  SMS  president  graded  or- 
ganized medicine's  performance 
harshly.  "Where  organized  medi- 
cine has  failed  so  consistently  dur- 
ing its  recent  years  of  conflict  has 
not  been  through  any  important  lack 
of  clear  thinking  among  its  mem- 
bers nor  in  any  want  for  capable  and 
progressive  leaders.  Rather,  we  have 
been  shoved  around  badly  of  late 
simply  because  we  have  lacked  the 
hardiness  of  effort  that  is  so  much 
required  of  any  interest  or  group  in 
these  rough  and  tumble  times  if  it  is 
to  prevail.  Even  now,  in  the  very 
face  of  attack  by  most  powerful  and 
revolutionary  forces,  medical  socie- 
ties everywhere  may  be  seen  com- 
placently relegating  their  military 
men  to  a limbo  of  honored  absen- 
tees who,  paying  neither  tribute  nor 
service,  no  longer  interest  them- 
selves in  organizational  affairs.  What 
labor  union  would  let  a full  fourth- 
-the  youngest,  most  virile  fourth— of 
its  membership  sift  through  its  fin- 
gers in  that  fashion?" 

Compulsory  sickness  insurance.  A push 
for  national  health  insurance  in  the 
1940s  led  the  WMJ  to  compare  Wis- 
consin health  statistics  with  those 
from  nations  having  national  health 
insurance:  infant  deaths  per  1,000 
live  births  stood  at  31.9  in  Wiscon- 
Continued  on  next  page 
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Continued  from  preceding  page 
sin,  52.0  in  England,  and  60.0  in 
Germany;  maternal  deaths  per  1,000 
live  births  were  17.0  in  Wisconsin, 

39.0  in  England,  and  48.0  in  Ger- 
many; deaths  from  diphtheria  per 

100.000  population  was  0.16  in  Wis- 
consin, 7.2  in  England,  and  10.9  in 
Germany;  deaths  from  pneumonia 
per  100,000  population  was  39.1  in 
Wisconsin,  72.0  in  England,  and  88.1 
in  Germany;  and  male  workers  in 
Wisconsin  lost  only  4 days  of  work 
per  year  due  to  illness,  compared 
with  12  days  for  male  workers  in 
England,  and  18  days  in  Germany. 

Medical  progress  extmds  life.  The  WMJ 
published  a chart  showing  that  the 
average  age  at  death  in  Wisconsin 
had  reached  60.5  years— up  from  40.0 
years  in  1910.  The  average  age  at 
death  had  increased  every  year, 
except  during  the  influenza  epi- 
demic of  1918-1920,  when  the  aver- 
age dropped  from  44.8  in  1917  to 
39.3  in  1918.  Modern  life  expectancy 
in  Wisconsin  is  now  over  75  years. 

75  years  ago 

Gun  down  a meal.  The  makers  of 
Puffed  Wheat,  Puffed  Rice,  and  Com 
Puffs  explained  that  "in  our  puffing 
process  the  grains  are  seeded  in  guns. 
The  guns  are  revolved  for  60  min- 
utes in  a heat  of  550  degrees....  Then 
the  guns  are  shot,  and  a hundred 
million  steam  explosions  occur  in- 
side each  kernel.  Every  food  cell  is 
thus  blasted  and  the  grains  are 
puffed  to  bubbles  eight  times  nor- 
mal size....  You  will  agree,  we  be- 
lieve, that  these  are  the  ideal  forms 
of  grain  food  where  ease  of  diges- 
tion is  in  question.  And  never  were 
grain  foods  made  so  enjoyable." 
They  sold  for  15  cents  each,  "except 
in  Far  West." 

Besides,  it's  the  right  thing  to  do. 
The  maker  of  Quaker  Oats  coun- 
tered with  the  claim  that  its  product 
"comes  close  to  a perfectly  balanced 
food.  It  is  one  sixth  protein  and  very 
rich  in  minerals....  Quaker  Oats 


yields  1,810  calories  per  pound.  It  is 
over  twice  as  nutritious  in  calorific 
value  as  round  steak.  It  costs  5 cents 
per  1,000  calories.  Meats,  eggs,  fish 
and  fowl  costs  from  40  to  50  cents 
per  1,000  calories.  Each  large  pack- 
age of  Quaker  Oats  used  to  displace 
meat  on  a calory  basis  saves  about 
$2." 

Amen  to  that.  A 1919  WMJ  reminded 
its  readers  that  "This  journal  is  yours. 
You  make  it.  If  it  is  to  be  better,  you 
must  make  it  better.  The  scientific 
articles  are  yours.  They  cannot  be 
better  than  you  write.  The  news  is 
news  of  your  activities.  The  editori- 
als are  comments  on  your  interests. 
Every  one  of  is  concerned  in  a better 
journal.  Let  us  all  help  by  writing 
better  papers,  by  reading  our  ads, 
patronizing  our  advertisers,  by  keep- 
ing up  better  local  societies,  by  being 
better  secretaries,  more  active  health 
officers,  and  the  most  conscientious 
doctors  and  patriotic  citizens  of 
which  we  are  capable." 

Sign  of  the  tunes.  The  WMJ  ran  the 
following  poem  without  naming  the 
poet: 

My  Tuesdays  are  meatless. 

My  Wednesdays  are  wheatless, 

I'm  getting  more  eatless  each  day; 
My  house  it  is  heatless. 

My  bed  it  is  sheetless— 

They've  gone  to  the  Y.M.C.A. 

The  barrooms  are  treatless, 

My  coffee  is  sweetless. 

Each  day  I grow  poorer  and  wiser; 
My  stockings  are  feetless. 

My  trousers  are  seatless— 

My  gosh!  but  I do  hate  the  Kaiser. 

100  years  ago 

Memoranda  for  the  annual  meeting. 
The  SMS  advised  its  members  that 
"The  experience  of  the  last  meeting 
more  than  ever  shows  the  necessity 
for  short,  pithy,  practical  papers,  so 
that  there  shall  be  time  to  listen  to  a 
large  number  (and)  that  an  opportu- 
nity shall  be  given  for  thorough 
discussion,  usually  the  most  inter- 
esting and  profitable  part  of  the  meet- 


ing.... All  papers  should  be  type- 
written, properly  punctuated  and 
paragraphed." 

The  scientific  papers  offered  in 
1894  were  on  "Chronic  Interstitial 
Nephritis— five  papers....  Pus  in  the 
Pelvis— four  papers....  Traumatic 
Lesions  of  the  Brain— five  papers.... 
Sympathetic  Ophthalmitis--six 
papers...  Tuberculosis  in  Early  Life- 
-three  papers...."  and  "Mucous  Nasal 
Hypertrophies— five  papers." 

Imported  epidemics.  The  SMS  "me- 
morialized Congress  to  effect  speedy 
changers  in  the  methods  of  disin- 
fecting . . . rags  which  are  exported  to 
our  shores."  The  SMS  noted  that  "In 
three  of  more  instances,  within  the 
last  four  months,  has  small  pox  oc- 
curred at  papermills  in  the  interior 
of  the  state  among  operatives  whose 
business  it  was  to  handle  imported 
rages....  In  the  United  States  alone, 
there  have  been  74  epidemics  of 
small  pox  caused  by  the  importa- 
tion of  undisinfected  rags,  and  (stud- 
ies show)  that  their  disinfection  in 
foreign  ports  is  now,  and  always  has 
been,  only  a shameful  pretence." 

Disease  prevention  has  always  been  a 
hard  sell.  The  SMS  president  wrote 
that  "Judging  from  newspaper  ar- 
ticles that  have  recently  appeared  in 
its  denunciation,  we  are  led  to  be- 
lieve that  the  popular  mind  is  be- 
coming prejudiced  against  vaccina- 
tion to  an  extent,  which,  in  view  of  a 
possible  epidemic  of  small  pox,  is 
somewhat  alarming....  I see  no  rea- 
son what  a vaccine  establishment 
should  not  be  a state  institution  and 
under  the  supervision  of  a physi- 
cian selected  by  the  state  Board  of 
Health,  by  reason  of  his  fitness  for 
the  work,  and  not  because  of  his 
political  opinions.  Such  a recommen- 
dation from  this  Society  would  be 
likely  to  receive  favorable  consid- 
eration at  the  hands  of  our  next  leg- 
islature." 

Bullets  don't  kill  people,  headaches  kill 
people.  A physician  delivered  a pa- 
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New  members  appointed  to 
restructured  SMS  commission 


per  on  brain  injuries,  in  which  he 
enumerated  four  categories  of  "sui- 
cidal shots":  "1.  Ball  lodged  in  the 
substance  of  one  brain  hemisphere. 
2.  Ball  traversing  both  hemispheres 
and  landing  in  opposite  wall  of  the 
skull.  3.  Same  conditions,  but  ball 
turning  back  and  lodging  after  re- 
curring course  in  brain  substance.  4. 
Ball  passing  clear  through."  And,  in 
what  must  still  reign  as  the  cham- 
pion medical  understatement  of  the 
past  century,  he  noted  that  "All  in- 
juries are  followed  by  headache, 
which  if  severe  and  unchecked, 
develops  into  encephalitis,  coma  and 
death." 

125  years  ago 

An  early  attempt  at  cost  contaimnent? 
In  addressing  the  annual  meeting, 
the  SMS  president  remarked  "I  tell 
you,  gentlemen,  this  all  absorbing 
one  idea  of  money,  this  morbid  han- 
kering after  the  almighty  dollar,  the 
auri  sacrafames  has  had  a masterly 
influence  and  a telling  effect  in  the 
procurement  and  spread  of  empiri- 


The  SMS  House  of  Delegates 
earlier  this  year  approved  the 
restructuring  of  the  Commission  on 
Safe  Transportation  as  the  Commis- 
sion on  Injury  Prevention  and  Con- 
trol. The  commission  will  consider 
issues  and  recommend  public  safety 
measurers  for  reducing  the  incidence 
of  injury  or  untimely  death  result- 
ing from  gun  violence,  domestic 
abuse,  transportation  accidents,  fires, 
drowning  and  falls. 

The  SMS  board  has  appointed 


cal  practice,  and  in  fixing  on  the  fair 
fame  of  medicine,  the  mildew  of 
ultraism  and  speculative  assurance. 
Indeed,  from  this  sickening  weak- 
ness and  this  excessive  desire  "to 
have  and  to  hold"  may  be  traced 
quackery  in  all  its  vulgar  and  nude 
deformity,  and  all  its  odious  and 
contemplative  dissimulations." 

The  Phoenix  rises.  On  June  16,  1869, 
the  Wisconsin  State  Medical  Society 
convened  after  a lapse  of  more  than 
6 years.  The  Society  had  been  sus- 
pended during  the  Civil  War.  Its 
revival  was  planned  at  a 1867  meet- 
ing in  Janesville  and  brought  to  frui- 
tion 2 years  later  in  Madison.  Or,  as 
it  was  stated  at  the  time:  "The  fires 
that  were  well  nigh  extinguished  by 
the  leaden  respiration  of  Mars,  and 
the  demoralizing  influence  of  bel- 
ligerent strife,  are  again  sending 
forth,  from  altars  dedicated  to 
medical  science,  the  light  of  truth, 
the  warmth  of  regeneration,  and  the 
incense  of  a professional  covenant." 

An  early  MEB.  The  Society  tabled  a 
committee  report  that  recommended 
the  creation  of  an  SMS  board  of 


Thomas  Luetzow,  MD,  an  emer- 
gency physician  in  Waukesha,  to 
chair  the  commission.  In  addition 
several  new  commission  members 
have  been  named.  Among  them  are: 
Frederick  Blanke,  MD,  of  Madison; 
Richard  Ellis,  MD,  of  Middleton; 
Kevin  Fullin,  MD,  of  Kenosha; 
Robert  Jones,  MD,  of  Racine;  Larry 
La  Crosse,  MD,  of  Mequon;  Bernard 
Micke,  MD,  of  Madison,  and  Joanne 
Selkurt,  MD,  of  Whitehall.  ❖ 


examiners  to  license  ("issue  a di- 
ploma") "all  persons,  hereafter  lo- 
cating in  the  state,  for  the  purpose  of 
practicing  medicine  and  surgery." 
The  committee  insisted  that  "no 
candidate  under  21  years  of  age  shall 
be  admissible  for  examination"  and 
that  "the  recipient  of  the  diploma 
shall  pay  $20"  to  defray  the  examin- 
ers' travel  expenses. 

A light  turns  on.  Dr  Charles  Stod- 
dard, of  East  Troy,  delivered  a pa- 
per at  the  SMS  annual  meeting  and 
proclaimed:  "Among  the  many  dis- 
coveries which  are  now  lighting  our 
paths  and  shedding  such  blessing 
on  humanity,  none  can  claim,  in  my 
estimation,  as  high  a rank  as  the 
discovery  of  the  vaso  motor  nerv- 
ous system,  which  must  henceforth 
become  the  great  beacon  of  the  ther- 
apeutist. For  it  is  evident  from  some 
arrangement  of  the  great  apparatus 
which  it  controls,  directly  or  indi- 
rectly, must  necessarily  come  all  the 
evils  that  flesh  is  heir  to;  congestion 
stasis,  inflammation,  and  spasm  of 
blood  vessels,  all  being  governed  by 
its  various  states  of  pathological  or 
functional  derangement. 


Precious  Life 

Call  1-800-877-5833  for  information 


ST.  JUDE  CHILDREN’S 
RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 
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Physician  briefs 

The  * indicates  a member  of  the  SMS. 

J.  Evan  Blanchard,  MD,*  has  joined 
the  internal  medicine  staff  of  Physi- 
cians Plus-Jackson  Clinic  in  Madi- 
son. 

Thomas  P.  Driscoll,  MD,  has  been 
named  senior  vice  president  for 
medical  affairs  at  St  Joseph's  Hospi- 
tal. He  has  served  for  20  years  as  an 
active  member  of  the  St  Joseph's 
Hospital  medical  staff  as  an  inter- 
nist specializing  in  endocrinology. 

Louis  J.  Iorio,  MD,*  has  joined  the 
orthopaedics  department  of  Physi- 
cians Plus,  specializing  in  surgery  of 
the  foot  and  ankle.  He  is  located  in 
the  Quisling  Clinic  in  Madison. 

Rex  Kolste,  MD,*  a board-certified 
family  medicine  physician,  has 
joined  the  staff  of  Mercy  Clinic  South- 
Center  for  Family  Medicine  in 
Janesville.  Dr  Kolste  earned  his 
medical  degree  from  the  University 
of  Nebraska  Medical  Center  in 
Omaha,  Neb,  and  completed  his 
family  practice  residency  at  Wesley 
Medical  Center  in  Wichita,  Kansas. 

Daniel  McCarty,  MD,*  professor  of 
medicine  at  the  Medical  College  of 
Wisconsin,  has  been  honored  by  the 
Wisconsin  State  Assembly  on  his 
long  and  eminent  career  as  a leading 
national  and  internal  rheumatolo- 
gist. 

Susan  Mickel,  MD,*  has  been  se- 
lected to  receive  the  Wisconsin  Alz- 
heimer's Information  and  Training 
Center's  1994  professional  award, 
honoring  her  for  making  a signifi- 
cant contribution  in  Alzheimer' s care 
and  issues.  Dr  Mickel  is  a Marshfield 
Clinic  neurologist. 

Myron  Mikaellan,  MD,  an  orthopae- 
dic surgeon,  has  joined  the  medical 


division  of  All  Saints  Healthcare 
System,  Inc.,  in  Racine.  He  is  a gradu- 
ate of  the  Medical  College  of  Wis- 
consin. 

Thomas  R.  Perry,  MD,*  a neurolo- 
gist with  the  Monroe  Clinic,  has 
accepted  a clinical  affiliation  with 
the  department  of  neurology  at  the 
University  of  Wisconsin  Medical 
School.  Dr  Perry  has  been  with  the 
Monroe  Clinic  since  1992.  He  earned 
his  medical  degree  at  UW. 

Ann  C.  Smith,  MD,  a dermatolo- 
gist, has  joined  the  staff  of  Marshfield 
Clinic.  She  earned  her  medical  de- 
gree from  the  University  of  Colo- 
rado School  of  Medicine  in  Denver. 
She  served  her  residency  in  derma- 
tology at  the  University  of  Iowa 
College  of  Medicine  in  Iowa  City. 

Govindaraju  Subramani,  MD,*  has 
joined  the  Ripon  Medical  Center.  Dr 
Subramani  was  certified  by  the 
American  Board  of  Internal  Medi- 
cine in  1987  and  has  completed  a 
cardiology  fellowship,  serving  at 
both  Wright  State  University  and 
the  University  of  Wisconsin  Hospi- 
tals in  Madison.  He  also  completed 
a residency  in  internal  medicine  at 
Mt.  Sinai  Hospital  in  Chicago. 


Fredy  Toiber,  MD,  will  join  the  staff 
of  Internal  Medicine  and  Family 
Practice  Clinic  in  Sturgeon  Bay  Aug 
1.  Dr  Toiber  is  completing  his  resi- 
dency at  the  University  of  Wiscon- 
sin in  critical  care  and  pulmonary 
medicine,  and  has  already  com- 
pleted a residency  in  internal  medi- 
cine. 

Sridhar  V.  Vasudevan,  MD,*  has 
been  appointed  medical  director  for 
the  Center  for  Pain  Medicine  at 
Community  Memorial  Hospital  in 
Menomonee  Falls.  This  center  will 
provide  consultation  services  to 
patients  with  pain  after  acute  inju- 
ries and  post-operative  pain  as  well 
as  cancer-related  pain.  In  addition, 
it  will  provide  a multi-disciplinary 
functional  rehabilitation  manage- 
ment for  patients  with  chronic  pain. 
Dr  Vasudevan  in  clinical  professor 
of  physical  medicine  and  rehabilita- 
tion at  the  Medical  College  of  Wis- 
consin. He  is  a past  president  of  the 
Midwest  Pain  Society,  the  Ameri- 
can Academy  of  Pain  Medicine,  the 
American  College  of  Pain  Medicine 
and  the  Wisconsin  Society  of  Physi- 
cal Medicine  and  Rehabilitation. 

B.K.  Wasiljew,  MD,*  of  Mercy  Clinic 
East  in  Janesville,  has  been  inducted 
into  the  Society  of  Surgical  Oncol- 
ogy. ❖ 


Promise  Fulfilled. 


A child  brings  promise  of  joy 
and  achievement  into  the  world. 

Since  1962,  St.  Jude  Hospital 
has  worked  to  save  children  for 
whom  that  promise  is  threat- 
ened by  catastrophic  disease. 
You  can  help  — call  800-877- 

5833  to  find  out  how. 

’w  j|  st. /i  m:  childrexs 
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County  society  news 


Brown.  The  Brown  County  Medical 
Society  held  a meeting  May  12, 1994, 
at  the  Holiday  Inn  City  Center.  Neva 
Kaye,  chief  of  the  DHSS  managed 
care  section,  was  the  speaker.  New 
members  accepted  into  the  society 
were:  Dennis  J.  Bielke,  MD;  Linda  S. 
Gemer,  MD;  Carol  E.  Parker,  MD, 
Robert  K.  Patrick,  MD;  and  Mary  M. 
Rajala,  MD. 

Dane.  The  Dane  County  Medical 
Society  approved  membership  for 
John  Blachard,  MD;  Calvin  Bruce, 
MD;  Anne  Champeaux,  MD;  Carl 
U Amato,  MD;  Louis  Iorio,  MD;  Julie 
Nielsen,  MD;  David  Queoff,  MD; 
and  Nitzet  Velez,  MD. 

Kenosha.  The  Kenosha  County 
Medical  Society  approved  member- 
ship for  Efraim  Gelbard,  MD;  John 
C.  Noonan,  MD;  and  Goro  Tsuchiya, 
MD. 

Marathon.  The  Marathon  County 
Medical  Society  approved  member- 
ship for  Leo  K.L.  Young. 

Milwaukee.  Emmett  J.  Doerr,  MD; 
and  Daniel  M.  Begel,  MD,  have  been 
accepted  for  membership  in  the 
Medical  Society  of  Milwaukee 
County. 

Monroe.  The  Monroe  County  Medi- 
cal Society  approved  membership 
for  Rodney  A.  Erickson,  MD;  Laurie 
A.  Logan,  MD;  Emile  W.  Salvo,  MD; 
and  John  J.  Smalley,  MD. 

Outagamie.  New  members  accepted 
into  the  Outagamie  County  Medical 
Society  include:  Robert  E.  Garrett, 
MD;  Mark  B.  Hallett,  MD;  Joseph  R. 
Lamb,MD;  Caroline  J.  Lundell,  MD; 
Elizabeth  M.  Mitchell,  MD;  Lars  G. 
Ostman,  MD;  Maurice  J.  Pare',  Jr., 
DO;  Robin  T.  Price,  MD;  and  Man- 
uel A.  Rivera,  MD. 


Richland.  Allen  Schawe,  MD,  has 
been  approved  for  membership  in 
the  Richland  County  Medical  Soci- 
ety. 

Waukesha.  The  Waukesha  County 
Medical  Society  approved  member- 
ship for  Roger  W.  Beaumont,  MD; 
and  David  Avino,  MD. 

Winnebago.  The  Winnebago 
County  Medical  Society  met  May  5, 
1994,  at  the  Robbins  Restaurant  in 
Oshkosh.  Dr  John  Hein  gave  a lec- 
ture on  lake  flies.  New  members 
accepted  into  the  society  are:  Felipe 
Patino  Ambas,  MD;  Milhgros  Ro- 
que Cuaresma-Ambas,  MD;  and 
Robert  Bruce  Devermann,  MD.-J- 
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and  fight  heart  disease. 
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Survival  Tool 

A sewing  machine  is  an  ap- 
pliance, a convenience.  But  for 
many  people  in  the  world's 
poorest  countries,  it  means 
much  more.  A sewing  machine 
means  clothing.  Clothing  means 
money.  Money  means  food  for  a 
hungry  family  overseas. 

Whether  it’s  a sewing  machine, 
a well  for  clean  water,  partner- 
ing with  a community  to  build  a 
school,  or  teaching  new  ways  to 
harvest  the  land.  Childreach  is 
helping  people  in  the  poorest 
countries  in  the  world  help 
themselves. 

To  find  out  how  you  can  become 
a Childreach  sponsor  and  give  a 
child,  a family,  an  entire  com- 
munity, a hand  up  instead  of  a 
handout,  call  1-800-240-9090 
or  mail  the  coupon  below  to 
Childreach,  155  Plan  Way, 
Warwick,  RI  02886-1099 
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instructions  to  authors 


Authorship 

Manuscripts  are  considered  with  the 
understanding  that  they  have  not 
been  published  previously  and  are 
not  under  consideration  by  another 
publication. 

Each  scientific  and  socioeconomic 
manuscript  must  be  accompanied 
by  a cover  letter  containing  the  fol- 
lowing sentence:  "In  consideration 
of  the  Wisconsin  Medical  Journal's 
taking  action  in  reviewing  and  edit- 
ing this  submission,  the  author(s) 
hereby  transfer(s),  assign(s),  or  oth- 
erwise convey(s)  all  copyright 
ownership  to  the  WMJ  in  the  event 
that  this  work  is  published  in  the 
WMJ."  All  co-authors  must  sign  the 
letter. 

The  cover  letter  must  also  desig- 
nate one  author  as  correspondent 
and  provide  a complete  address  and 
telephone  number.  All  coauthors 
should  have  contributed  to  the  study 
and  manuscript  preparation.  They 
should  be  thoroughly  familiar  with 
the  substance  of  the  final  manuscript 
and  be  able  to  defend  its  conclu- 
sions. 

The  Journal  expects  authors  to  dis- 
close any  commercial  associations 
that  might  pose  a conflict  of  interest 
in  connection  with  the  submitted 
article.  All  funding  sources  support- 
ing the  work  should  be  routinely  ac- 
knowledged on  the  title  pages,  as 
should  all  institutional  or  corporate 
affiliations  of  the  authors. 

Editing 

All  manuscripts  will  be  edited  by 
the  Jou  rnal  staff  for  clarity,  organiza- 
tion, grammar,  spelling,  and  punc- 
tuation, and  in  accordance  with 
AM  A style  (AM  A Manual  of  Style , 
8th  ed,  and  AMA  Manual  for  Authors 
and  Editors).  Suggestions  for  titles 
are  welcome,  but  are  subject  to  the 
constraints  of  clarity,  space,  gram- 
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mar  and  style. 

The  corresponding  author  will  be 
asked  to  review  a galley  proof  prior 
to  publication  to  verify  statements 
of  fact.  Galley  proofs  are  for  correct- 
ing errors;  revisions  should  be  made 
before  submission,  but  must  be  made 
prior  to  final  acceptance  of  the  pa- 
per. The  authors  are  responsible  for 
all  statements  made  in  their  work, 
including  any  changes  made  by  the 
editors  and  authorized  by  the  corre- 
sponding author. 

Preparation  of  scientific  manu- 
scripts 

• Submit  papers  to:  Wisconsin  Medi- 
cal Journal,  PO  Box  1109,  Madison, 
WI 53701;  Ph:  608-257-6781  or  1-800- 
362-9080;  FAX:  608-283-5401. 

• Authors  are  encouraged,  when- 
ever possible,  to  submit  manuscripts 
on  computer  disks,  using  IBM-com- 
patible software.  Electronic  submis- 
sions are  also  possible.  A printed 
copy  must  accompany  all  disk  and 
electronic  submissions. 

• Typed  manuscripts  must  be  sub- 
mitted in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side  only 
of  standard-sized  white  bond  pa- 
per, using  1-inch  margins.  Double- 
Space throughout. 

• Organization  for  scientific  papers: 

Abstracts— 150  words  or  less,  stat- 
ing the  problem  considered,  meth- 
ods, results  and  conclusions.  Cite  no 
references. 

Methods- Describe  the  selection  of 
observational  or  experimental  sub- 
jects, including  controls.  Identify  the 
methods,  procedures  and  equipment 
well  enough  to  allow  replication. 

Results— Provide  results  in  the  test, 
tables  or  illustrations.  If  tables  or  il- 
lustrations are  used,  emphasize  or 
summarize  only  the  most  important 
observations  in  the  text. 

Discussion— Discuss  the  conclu- 


sions that  follow  from  the  results,  as 
well  as  their  limitations  and  rela- 
tions to  other  studies.  Show  how  the 
conclusions  relate  to  the  purpose  of 
the  study.  Recommendations,  when 
appropriate,  may  be  included. 

References— Limit  to  20.  Authors 
are  responsible  for  the  accuracy  and 
completeness  of  references.  Refer- 
ences must  follow  AMA  style  and 
abbreviations  of  journal  names  must 
follow  those  in  Index  Medicus.  Con- 
sult the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations  and 
tables  taken  from  other  publications, 
and  submit  written  permission  to 
reprint  from  the  original  publishers. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their  use 
in  the  text.  Acceptable  abbreviations 
of  clinical,  technical  and  general 
terms  can  be  found  in  the  AMA 
Manual  for  Authors  and  Editors  and 
AMA  Manual  of  Style. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  particular 
to  conversations  among  medical  per- 
sonnel are  inappropriate  in  scien- 
tific writing.  (Examples:  For  "pre- 
sented with"  use  "had;"  for  "experi- 
enced a weight  loss"  use  "lost 
weight.") 

• Authors  are  responsible  for  sup- 
plying the  full  and  correct  names  of 
drugs.  Use  generic  names  of  drugs, 
unless  the  specific  trade  name  of  a 
drug  is  directly  relevant  to  the  dis- 
cussion. If  the  author  so  desires, 
brand  names  may  be  inserted  in  pa- 
rentheses. 

• Units  of  measure  are  to  be  pro- 
vided in  metric,  followed  by  Inter- 
national System  units  (SI)  in  paren- 
theses. 

• Provide  each  author's  full  name 
and  highest  academic  degree  in  the 
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byline.  If  an  author  holds  two  doc- 
toral degrees  (eg,  MD  and  PhD,  or 
MD  and  DDS),  either  or  both  may  be 
used,  according  to  the  author's  pref- 
erence. Honorary  American  desig- 
nations (eg  FACP  or  FACS)  are  omit- 
ted. If  the  author  holds  a doctorate, 
master's  and  bachelor's  degrees  are 
omitted.  Courtesy  titles  (eg,  Mr, 
Mrs,  Ms)  are  omitted  from  bylines 
and  text. 

Illustrations 

Authors  are  encouraged  to  submit 
black  and  white  photos,  graphs  and 
charts  when  such  illustrations  will 
aid  in  the  readers'  understanding  of 
the  article.  If  color  illustrations,  suit- 
able for  use  on  the  WMJ  cover  are 
available,  the  author  should  notify 
the  WMJ  office  when  the  paper  is 
submitted.  Use  of  art  submitted  as 
cover  illustrations  is  not  guaranteed. 

Review  process 

Each  scientific  manuscript  is  re- 
viewed by  the  medical  editor  and 


the  members  of  the  editorial  board. 
The  opinions  of  outside  consultants 
may  be  sought  at  the  medical  edi- 
tor's discretion.  The  medical  editor 
has  the  final  decision  as  to  whether 
a scientific  paper  will  be  published. 

Socioeconomic  manuscripts  are 
reviewed  by  the  SMS  senior  staff 
and  legal  counsel.  As  publisher,  the 
SMS  secretary-general  manager  has 
the  final  decision  as  to  whether  a 
socioeconomic  paper  is  published. 

Editorials,  letters,  and  soundings 
are  reviewed  by  the  medical  editor, 
SMS  senior  staff,  and  legal  counsel. 
Authorship  of  editorials  is  reserved 
for  members  of  the  WMJ  editorial 
board,  editorial  associates,  and  SMS 
elected  officials.  Editorials  are  signed 
by  the  authors,  are  the  authors'  opin- 
ions, and  do  not  necessarily  reflect 
the  policies  of  the  SMS.  Letters  are 
signed  by  the  authors,  are  the  au- 
thors' opinions,  and  do  not  neces- 
sarily reflect  the  policies  of  the  SMS. 
Authorship  of  letters  is  open  to  the 
public,  but  letters  are  limited  to  500 


words  and  subject  to  editing  for 
length,  clarity  and  style. 

Publication  support 

Authors  of  articles  that  are  longer 
than  2 typeset  pages  (including 
tables  or  illustrations),  or  roughly  5 
typewritten  pages,  may  be  asked  by 
the  editorial  board  to  provide  publi- 
cation support  in  the  amount  of  $100 
per  typeset  page  beyond  the  second . 
Such  support  is  not  mandatory  and 
is  not  asked  for  until  after  a paper  is 
accepted  for  publication.  Provision 
of  support  helps  defray  the  cost  of 
publishing  the  Journal  and  is  left  to 
the  conscience  of  each  author. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or  in 
whole,  without  permission  from  the 
Journal.  Abstracts  may  be  repro- 
duced without  specific  permission, 
provided  that  acknowledgement  of 
the  source  is  made.*:* 
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“I’ve  got/ 
other  things 
to  worry  about!’ 


“It’s  one  of  the 
few  pleasures 
I have  left” 

“The  damagi 
is  done” 


“What  difference  does 
it  make ? I’m  already 
52  years  old” 


“I’ll  quit 

next  year.” 

\ 


“ Nah , 

I’ve  smoked 
for  / 
30  years. 
It’s  too  late” 


“I’ve  tned  a 
million  time, 
but  I just 


ij.11 


can  t. 


They  know  why  they  can’t. 
Now  tell  them  how  they  can. 


Too  many  older  smokers  are  still  making  excuses  instead  of  making  a determination  to 
quit.  And  while  most  ot  them  know  about  the  more  common  long  term  effects  of  smoking, 
far  too  few  of  them  know  the  facts  about  the  immediate  health  benefits  of  quitting. 

As  a doctor,  you  can  play  a unique  role  in  getting  your  older  patients  who  smoke  to  quit  for 

good.  Take  a little  extra  time  and  educate  your  For  a free  copy  of  “Clinical  Opportunitiesfor  Smoking  Intervention: 

patients  about  the  immediate  benefits  of  quitting.  ^^ejorjhe^^hj^c^^i^e^th^t^Mo^ 
Like  a decreased  risk  of  heart  attacks  and  ■ Mail  to: 

i T i i a i r n I The  National  Heart,  Lung,  and  Blood  Institute 

strokes.  Improved  circulation.  And  most  ot  all,  information  center 

the  years  they  can  add  to  their  lives.  \ Bethesda  Avenue,  Suite  530,  Bethesda,  MD  20814 

C ,.  J . . r I (301)951-3260 

So  listen  to  their  reasons  tor  not  quitting, 
then  go  ahead  and  give  them  the  facts.  , Namf_ 


Let  them  know: 
it’s  never  too  late  to  quit 


Specialty. 
Address - 


U.S.  Department  of  Health  &.  Human  Services 


L 


J 


E.R.  PHYSICIAN,  S.E.  WISCONSIN. 
Stable  group  covers  2 ER's,  now  needs 
full  time  physician  with  prior  ER  expe- 
rience. Competitive  salary  & full  benefit 
package.  Contact:  John  Linstroth,  414- 
835-7761.  6-8/94 

WALWORTH,  WISCONSIN  - FAM- 
ILY PRACTICE.  Join  a well-established 
practice  of  three  Family  Practitioners. 
Contemporary  office  suite  and  equip- 
ment, equitable  call  schedule.  An  ex- 
tremely competitive  compensation  pack- 
age. Walworth  offers  scenic  beauty, 
bountiful  lakes,  choice  housing  and 
proximity  to  Milwaukee,  Madison  and 
Chicago,  Call  414-277-9777.  6/94 

NEPHROLOGY  OPPORTUNITY, 
MILWAUKEE  - Group  of  two  physi- 
cians is  seeking  an  Associate  to  meet 
continued  growth  of  their  patient  base. 
The  physicians  practice  at  several  area 
hospitals;  and  own  two  free-standing, 
state-of-the-art  dialysis  facilities.  An  ex- 
cellent compensation  package  includ- 
ing a guaranteed  salary  and  productiv- 
ity bonus  is  offered.  Relocation  expenses 
will  be  paid.  For  information,  contact: 
P.J.  Murphy  & Associates,  Inc.  (414)  277- 
9777.  6/94 

INTERNAL  MEDICINE  OR  FAMILY 
PRACTICE  PHYSICIAN  needed  to  do 
mostly  office  work  and  some  hospital 


RATES;  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


work.  Competitive  salary  and  good 
benefits.  Send  CV  to  Merrill  Medical 
Associates,  S.C.,  716  East  Second  Street, 
Merrill,  WI  54452.  Or  call:  (715)  536- 
2463.  6,8,10/94 

FAMILY  PRACTITIONER.  Multi-dis- 
ciplinary clinic  with  staff  of  74  recruit- 
ing family  practitioner  who  desires  long- 
term residence  in  beautiful  north  central 
Wisconsin.  Board  certification  and  pre- 
vious experience  preferred.  One  hundred 
bed  hospital  twelve  miles  with  conven- 
ient coverage  arrangements.  Excellent 
salary,  benefits  including:  life,  medical, 
dental  insurance  for  family;  generous 
holiday  and  annual  leave  arrangements; 
malpractice  coverage;  education  bene- 
fits; etc.  Tier  1 for  loan  repayment.  Fine 
opportunity  for  physician  who  prefers 
interdisciplinary,  practice  setting  stress- 
ing prevention.  Send  resume  to  Denise 
Chapman,  Administrative  Assistant, 
Peter  Christensen  Health  Center,  450 
Old  Abe  Road,  Lac  du  Flambeau,  WI 
54538,  or  call  (715)  588-3371  or  588-9801 . 
EOE.  6/94 

GENERAL  SURGEON  position  in  ru- 
ral Iowa  community  group  practice.  Sole 
surgeon  needs  partner  to  handle  refer- 
rals from  10  F.P.'s  and  one  general  inter- 


Expand  Your  Horizons 

ARE  YOU  LOOKING  FOR... 

A Change  of  Pace 

__  A Fresh  Start 

A New  Outlook 

A Change  of  Scenery 

Control  of  Your  Future 

We  are  your  source  for  up-to-date  in- 
formation on  practice  opportunities  in 
your  state  and  surrounding  area.  We 
currently  represent  hospitals  and  clin- 
ics throughout  the  midwest  and  north- 
east in  a variety  of  primary  care  and 
surgical  specialties,  and  subspecialties. 
Locations  and  settings  vary  from 
prominent,  multi-site  clinics,  to  tradi- 
tional resort-town  practices.  For  spe- 
cific answers  and  pertinent  informa- 
tion, please  call  1-800-243-4353  or  414- 
241-9500. 

Strelcheck  & Associates,  Inc. 
10624  N Port  Washington  Rd. 

Mequon,  WI  53092 
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— Classified  ads 

nist.  Prefer  C-Section  training,  as  well  as 
endoscopy,  laparoscopy  and  usual  gen- 
eral surgery  cases.  Community  of  12,000 
located  60  miles  from  Des  Moines.  Please 
send  C.V.  to  Office  Manager,  Family 
Medical  Center,  P.C.,  1225  C Avenue 
East,  Oskaloosa,  IA  52577  or  call  515- 
673-6762.  Fax#  515-672-2258.  6-7/94 

INTERNAL  MEDICINE  AND  GAS- 
TROENTEROLOGY PRACTICE 
OPPORTUNITIES.  Four  person  Inter- 
nal Medicine  and  two  person  Gastroen- 
terology group  is  looking  for  motivated 
persons  to  join  their  practice.  Excellent 
earning  opportunities  and  benefit  pack- 
age. The  clinic  is  located  within  two 
blocks  of  an  acute-care  210  bed  modern 
hospital  with  state  of  the  art  diagnostics. 
Great  recreational  opportunities.  If  you 
are  interested  in  a community  that  can 
offer  you  a quality  life-style  and  out- 


Child/General  Psychiatrist 

A full-time  general  or  child/ gen- 
eral psychiatrist  is  needed  in  beau- 
tiful northern  Wisconsin! 

This  area  affords  the  best  in  rural 
living  with  many  beautiful  lakes, 
streams  and  rivers.  We  are  a 20 
bed  acute,  JCAHO  accredited, 
psychiatric  unit  located  at  Saint 
Mary's  Hospital  in  Rhinelander, 
WI.  We  service  both  inpatients 
and  outpatients  within  a 75  mile 
radius.  Our  goal  is  to  make  this 
the  mental  health  center  of  the 
northwoods.  We  have  an  excel- 
lent salary  and  benefit  package 
available.  Weekend  coverage  is 
provided. 

A challenging  but  rewarding  po- 
sition for  a mature  competent 
psychiatrist. 

Contact  or  send  CV  to: 

N.  Wilson,  MD 
1044  Kabel  Avenue 
Rhinelander,  WI  54501 
(715)  369-6433 


Equal  opportunity  employer. 

6-8/94 
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Physicians  Exchange 

Continued 

standing  practice  potential,  please  send 
your  CV  and  cover  letter  to:  Rita  S.  Woller, 
Clinic  Administrator,  Westhill  Medical 
Specialists,  2800  Westhill  Dr.,  Suite  200, 
Wausau,  WI  54401.  5-6/94 

NATIONWIDE  - Opportunities  for  the 
following:  IM,  FP,  OB/GYN,  PED,  ONC, 
CD,  and  more.  Send  CV  to  Stan  Kent, 
Stan  Kent  & Associates,  P.O.  Box  904, 
Tremont,  IL  61568,  or  call  800-831-5679, 
FAX  309-925-5842.  5-12/94 

GENERAL  SURGEON  BtyBC  The 
Department  of  Surgery  at  the  Mayo  Clinic 
in  conjunction  with  the  Decorah  Clinic  is 
seeking  a broad-based  general  surgeon 
to  join  the  Mayo  Regional  Facility  in 
Decorah,  Iowa,  70  miles  south  of  Roch- 
ester, Minnesota.  This  position  offers  an 
excellent  opportunity  to  establish  a sur- 


DISSATISFIED  WITH 
YOUR  PRACTICE? 

OB/GYN,  FP,  IM,  GS,  PEDS,  etc. 


2700  Midwest  opportunities 
7500  throughout  the  U.S. 


We're  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic.  You 
don't  need  to  contact  numerous 
recruiters  we  can  place  you  any- 
where. Whether  you  want  better 
hospital  support,  facilities,  time 
off,  remuneration  or  lifestyle  we 
have  the  opportunity  for  you  in  a 
solo,  group,  or  employee  practice. 


WISCONSIN 

Milwaukee 

Sheboygan 

Beloit 

Madison 

Kenosha 


NATIONAL 

Indianapolis 

Chicago 

Pittsburgh 

Cincinnati 

Jacksonville 


Confidential  * References 
(No  cost  to  you  - our  clients  pay  all 
costs) 


The  Curare  Group,  Inc. 

(800)  880-2028,  FAX:  (812)  331-0659 
P.O.  Box  5642 

Bloomington,  IN  47407-5642 
(M-F  9:00-8:00,  Sat  12:00-5:00) 

10/93-9/94 


gical  practice  in  an  established  9-per- 
son, Mayo-affiliated  medical  clinic  in 
this  town  of  about  8,100  with  a 60-bed 
hospital  and  a county  population  of 
26,000.  This  opportunity  allows  practice 
autonomy,  a wide  spectrum  of  general 
surgery,  including  some  gynecological 
and  orthopedic  expertise,  and  excellent 
salary  and  benefits.  Inquiries:  Michael 
G.  Sarr,  MD,  Department  of  Surgery, 
Mayo  Clinic,  Rochester,  MN  55905.  Mayo 
Foundation  is  an  affirmative  action  and 
equal  opportunity  educator  and  em- 
ployer. 5-7/94 

BC/BE  INTERNIST  for  84-physician 
multispecialty  group  on  the  scenic  bluffs 
overlooking  the  Mississippi  River  where 
Iowa,  Illinois,  and  Wisconsin  meet.  Ex- 
cellent call  schedule  in  this  17  member 
department  of  physician  owned  clinic 
with  its  own  HMO.  Professional  admini- 
stration enables  physicians  to  concen- 
trate on  the  practice  of  medicine.  Out- 
standing lifestyle,  excellent  income 
guarantee,  complete  benefits  and  own- 
ership eligibility.  Call  or  send  C.V.  to 
Denis  Albright,  Medical  Associates 
Clinic,  1000  Langworthy,  Dubuque,  IA 
52001. 800-648-6868.  5-7/94 

GENERAL  SURGEON/OB-GYN/IN- 
TERNAL  MEDICINE  to  join  progres- 


Follow  Your  Instincts... 
...To  The  Fox  River  Valley 

With  the  anticipated  changes  in  health 
care,  a growing  number  of  primary 
care  physicians  are  seeking  the  secu- 
rity and  stability  of  a large  group.  One 
of  Wisconsin's  largest  physician  owned 
groups  is  seeking  a fifth  family  physi- 
cian for  its  newest  clinic  facility.  Enjoy 
the  friendly  atmosphere  of  a commu- 
nity based  practice  coupled  with  the 
support  of  a successful  and  growing 
organization.  Live  and  work  in  a 
medium-sized  college  town  with 
strong  schools,  safe  streets,  and  easy 
access  to  outstanding  water  sports  and 
outdoor  recreation. 

For  more  information  contact: 

Michael  S.  Krier  at  1-800-243-4353  or 
send  your  curriculum  vitae  to: 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 

Mequon,  WI  53092 


sive  13-physician  group  practice.  Rural 
college  town  30  miles  from  St.  Paul,  MN. 
New  clinic  and  new  hospital.  Contact 
Robert  B.  Johnson,  MD,  River  Falls,  WI 
54022  - 715/425-6701.  4-6/94 

FAMILY  PRACTICE  PHYSICIAN 

needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwest- 
ern Wisconsin  community  of  8,000  with 
service  area  of  40,000,  located  on  the 
doorstep  of  Wisconsin's  fabulous  lake 
country.  Practice  medicine  in  a small 
family-oriented  community  within  two 
hours  of  Minneapolis/St.  Paul.  Com- 
petitive salary  and  excellent  fringe  pack- 
age. Send  CV  to  James  A.  Volk,  M.D., 
Medical  Director,  PO  Box  3217,  Eau 
Claire,  WI  54702-3217;  ph  715-836-8552. 

4-6/94 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapolis/ 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FFS.  Highly  competi- 
tive salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  James  A.  Volk, 
MD,  Medical  Director,  PO  Box  3217, 
Eau  Claire,  WI  54702-3217;  ph  715-836- 
8552.  4-6/94 


NEUROLOGIST 

Immediate  position  to  join  a group  of 
three  neurologists  practicing  in  two 
medium-sized  regional  hospitals  in 
east-central  Wisconsin.  This  metro- 
politan area  consists  of  a population  of 
250,000  people.  Neurorehabilitation 
training  or  experience  desirable. 
Competitive  salary,  generous  fringe 
benefits  and  partnership  within  1-2 
years  available. 

Send  C-V  to  Lakeside  Neurocare,  Box 
1100,  Oshkosh,  WI  54902.  Telephone 
(414)  233-5580.  6/94 


>/P\.  PI’S  for  PSP2' 

fas'  \«j  * Practices  Seeking  Physicians 

r N Physicians  Seeking  Practices 

Locunt  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791*  Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 
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Physicians  Exchange 

Continued 

MILWAUKEE  AREA.  A rapidly  ex- 
panding 70  physician  multi-specialty 
clinic  seeks  BC/BE  physicians  in  the  fol- 
lowing specialties:  family  practice,  inter- 
nal medicine,  urology,  oncology,  psy- 
chiatry, and  OB/Gyn.  Competitive  sal- 
ary, excellent  fringe  benefits.  Address 
inquiries  and  CV  to:  Medical  Associates 
Administrator,  PO  Box  427,  Menomonee 
Falls,  WI  53052-0427.  3-7 / 94 

OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Family  Practice, 
OB/GYN,  Internal  Medicine,  Emergency 
Medicine,  Pulmonology,  and  Orthope- 
dic Surgery.  Mercy  Medical  Center  has 
an  active  medical  staff  of  150  physicians 
in  all  medical  specialties.  Oshkosh  is  an 
attractive  community  of  55,000  people, 
located  on  the  shores  of  Lake  Winne- 
bago and  in  the  heart  of  Wisconsin's 
beautiful  Fox  River  Valley  (metro  area 
of  350,000  people).  University  of  12,000 
students.  Good  local  schools.  Low  crime 
area.  Contact:  Christopher  Kashnig, 
Mercy  Medical  Center,  631  Hazel  Street, 
Oshkosh,  WI  54902.  Call  414-236-2430. 
Fax  414-236-1312.  5-7/94 

BEAUTIFUL  NORTHWESTERN  ILLI- 
NOIS: Seeking  primary  care  physicians- 
family  practice  or  internal  medicine-to 
staff  quiet,  low-volume  emergency  de- 


FAMILY PRACTICE  FACULTY 

Michigan  State  University,  Upper 
Peninsula  Campus.  The  Upper  Penin- 
sula Health  Education  Corporation  is 
seeking  a full-time  family  physician  at 
the  Medical  School  Family  Health 
Center  in  Escanaba,  Michigan.  This 
unique  rural  medical  education  center 
provides  experience  in  primary  medi- 
cal care  to  the  students  of  the  Upper 
Peninsula  campus  of  the  Michigan 
State  University  College  of  Human 
Medicine.  Primary  responsibilities  are 
patient  care,  including  obstetrics,  and 
teaching.  Board  eligibility/certifica- 
tion  required.  Base  salary  guaranteed. 
Practice  plan  offered.  Academic  rank 
commensurate  with  experience.  In- 
quire to  Daniel  S.  Mazzuchi,  MD,  Chief 
Executive  Officer  and  Assistant  Dean, 
U.P.  Health  Education  Corporation,  PO 
Box  7039,  Marquette,  MI  49855,  (906) 
228-7970.  6/94 


partment  in  50-bed  hospital  in  growing 
community.  Near  to  Chicago  amenities. 
Excellent  pay  and  benefits.  Supportive 
medical  staff  and  administration  and 
well-trained,  pleasant  nursing  staff. 
Contact  Michael  Parker,  MD,  (815)395- 
5261,  Saint  Anthony  Medical  Center,  5666 
East  State  St.,  Rockford,  IL  61108-2742. 

5-6/94 

THE  WAUSAU  MEDICAL  CENTER  is 
seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  In- 
ternal Medicine,  Family  Medicine,  Gas- 
troenterology, Obstetrics  / Gynecology, 
Occupational  Medicine  and  Urology. 
Large  multi-specialty  group  located  in 
central  Wisconsin.  Competitive  salary 
(incentive  after  first  year).  Comprehen- 
sive benefit  package  including  malprac- 
tice insurance,  flexible  benefit  plan  and 
profit  sharing.  Modern  facility  located 
directly  across  the  street  from  250-bed 
acute  care  facility.  The  area  is  ideal  for 
outdoor  enthusiasts  (including  large 
downhill  ski  area)  with  outstanding 
cultural  activities  year  round.  Write  or 


Family  Practice  Madison  Area 

* several  opportunities 

* large  call  groups 

* full  lab  & xray 

* 210  physician  multi-specialty  group 

* guaranteed  salary  with  incentives 

* full  benefit  package 

* Immediate  Care  also  available 
Send  CV  to: 

Laurie  Glowac 

Physicians  Plus  Medical  Group 
345  W.  Washington  Avenue 
Madison,  WI  53703 
or  call  collect:  (608)  252-8580 
1-12/94 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

5-7/94 


call  collect  David  K.  Aughenbaugh,  MD, 
Medical  Director,  Wausau  Medical  Cen- 
ter, 2727  Plaza  Drive,  Wausau,  Wiscon- 
sin 54401,  telephone  (715)  847-3235. 

2/93;TFN 

Medical  Meetings-Continuing 
Medical  Education 

PRACTICE  STRATEGIES  IN  THE 
EVALUATION  AND  MANAGEMENT 
OF  THE  GERIATRIC  PATIENT,  Sep- 
tember 8-9,  1994,  Holiday  Inn  Home- 
stead, U.S.  Highway  51,  Minocqua,  Wis- 
consin. Contact  Marshfield  Clinic,  Of- 
fice of  Medical  Education,  1000  North 
Oak  Avenue,  Marshfield,  WI  54449.  1- 
800-541-2895.  6-8/94 


INTERNIST 

CHICAGO  NW  SUBURBS 

Extremely  successful  single-specialty 
group  needs  internist.  Attractive 
compensation/benefits.  Situated  in 
prestigous  growing  area.  Patrick 
Schmidt,  414-785-6500  — FAX  414-785- 
0895.  6-7/94 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to 
expand  current  23  member  de- 
partment. Enjoy  a lifestyle  of  call 
every  21  -23  days  and  an  average  4 
day  work  week.  Just  20  minutes 
north  of  downtown  Minneapolis, 
the  area  offers  suburban  living 
with  easy  access  to  an  unlimited 
array  of  family,  cultural,  educa- 
tional and  recreational  opportu- 
nities. 

Members  of  our  group  earn  a 
highly  competitive  income  and 
excellent  benefits  including  paid 
vacation  and  CME;  Pension  Plan; 
all  insurances  paid.  Please  re- 
spond with  CV  to: 

John  Bordwell,  MD 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-7035 

6/94 
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Medical  Meetings-Continuing 
Medical  Education 


AMA 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 


For  Sale 

FOR  SALE:  Leather  doctor's  bag.  New. 
(608)  223-9632. 


For  Rent 

AVAILABLE  TO  RENT.  One  week  of 
timeshare  at  Vistana  Vacation  Resort, 
Orlando,  FI.  Sleeps  six,  swimming  pools, 
spa,  health  club,  24  hour  security,  kids 
program,  beach  option,  close  to  Disney 
and  other.  Several  date  options.  $999 
plus  returnable  damage  deposit.  Call 
Dave  evenings  715-425-8088.  6/94 


Miscellaneous 


t 


VXCXTION  IN  0 UK 
JXMXICX  VILLX. 
MXI  D , COOK,  POOL, 
BEXCH,  TfCXNQUlLliy. 
S L € € P S 8.  608-231-1003. 


4-6/94 


State  Medical  Society  of  Wisconsin 

Date  and  location  of 
1995  ANNUAL  MEETING 

April  5-8 

Grand  Geneva  Resort  & Spa 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local 
Telephone:  257-6781;  toll-free:  1-800- 
362-9080. 
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Self -Therapy  for 
the  Stutterer 

The  192-page  book  explains  how  stutterers 
can  help  themselves.  Ask  for  hook  =12  and 
enclose  $3.00  tor  postage  and  handling. 

Stuttering 

FOUNDATION 

of  America 

IVa  IIT-I'I  • M, nii'lii-  TN  'Sill 

1-800-992-9392 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in  coop- 
eration with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling  pro- 
grams in  conflict  with  others.  Hospitals, 
clinics,  specialty  societies,  and  medical 
schools  are  particularly  invited  to  utilize 
this  listing  service.  There  is  a nominal 
charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates: 
55  cents  per  word,  with  a minimum 
charge  of  $25.00  per  listing.  All  listings 
must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific  meetings 
will  be  included  at  the  discretion  of  the 
editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  is- 
sue is  due  by  July  1.  Address  communi- 
cations to:  Wisconsin  Medical  Journal, 
Box  1109,  Madison,  WI  53701;  or  phone 
608-257-6781;  or  toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United  States 
are  published  in  the  first  issue  of  each 
month  of  the  Journal  of  the  American 
Medical  Association. 


Want  To 
BeA 
Partner 
In  A 
Group 
That  Has 
A Multi- 
Billion 
Dollar 
Surplus 
Each  Year? 

You  Are. 

If  you’re  one  of  the  133 
million  working  Americans  and 
6 million  employers  who  con- 
tribute to  Social  Security  each 
year,  you're  already  a partner  in  a 
group  with  a multi-billion  dollar 
surplus.  Social  Security  was 
designed  to  provide  every  working 
member  of  society  with  a founda- 
tion for  retirement.  In  addition, 
you  get  disability  insurance  and 
survivor  benefits  for  your  family. 
It’s  a partnership  you  can  rely  on. 
Learn  more  about  your  benefits. 
Write:  Dept.  37.  Pueblo,  Colorado 
81009. 
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More  than  anyone  else,  YOU  have  the  power  to  convey 
the  importance  of  mammography  to  your  patients. 

While  regular  mammograms  are  important  for  women 
over  40,  the  risk  of  hreast  cancer  increases  with  age,  so 
it  becomes  critically  important  that  all  women 
over  50  have  a mammogram  every  year. 

Annual  mammography  is  crucial  for  early  detection  and 
intervention — it  is  a woman’s  only  true  protection. 

Yet  too  many  women  are  not  hearing  this  message. 

So  no  matter  what  your  specialty,  the  American  Cancer 
Society  needs  yon  to  recommend  an  annual  mammogram 
for  every  woman  over  50. 

Take  the  first  step. 

Call  1-800-ACS-2345  for  information  and  literature  that 
can  help  you  make  an  impact. 


EXERCISE  YOUR  POWER  10  SAVE  LIVES. 


AMERICAN 
v CANCER 
f SOCIETY* 


A Public  Service  of 
This  Publication 


Some  insurers  offer  little  more  than  a policy.  That 
may  be  par  for  their  course,  but  par  isn't  good  enough 
for  PIC-Wisconsin  — the  pros  of  medical  professional 
liability  insurance. 

With  PIC,  you  get  innovative  new  features  and  flexible 
coverages;  superior,  personal  customer  service;  tough 


claims  def^nle;  and  comprehensive,  hands-on  risk 
management. 

When  it  comes  to  meeting  your  coverage  needs  or 
solving  your  insurance  problems,  we  go  the  distance.  It 
all  amounts  to  performance.  At  PIC-Wisconsin,  we  define 
it  with  a capital  "P." 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


8401  Greenway  Blvd.,  Suite  1101 
P.O.  Box  620407 

Middleton,  Wisconsin  53562-0407 


(608)  831-8331  • (800)  279-8331  • FAX  (608)  831-0084 


library  of  the 
COLLEGE  OF  PHYSICIANS 

OF  PHILADELPHIA 


Your  State  Medical  Society 


1 


With  PIC,  It’s  Smooth  Sailing 

\po(r)-'for-mon(t)s\  : accomplishment;  efficiency;  the  fulfillment  of  a promise  or  request.  (Webster’s  dictionary) 


During  this  turbulent  era  of  health  care  reform,  one  certain- 
ty is  clear:  PIC-Wisconsin's  commitment  to  protecting 
Wisconsin  physicians  by  offering  total,  comprehensive 
liability  coverage— for  solo  practitioners,  medical  groups, 
hospitals  and  other  allied  health  care  providers. 

Despite  the  ebb  and  flow  of  social,  legal  and  economic 
currents,  PIC-Wisconsin  can  help  you  avoid  obstacles  and 

PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


maintain  a steady  course,  while  keeping  a keen  eye  on  the 
health  care  horizon.  When  it  comes  to  professional 
liability,  we  assure  you  smooth  sailing. 

It  all  amounts  to  performance.  At  PIC-Wisconsin,  we 
define  it  with  a capital  "P." 


8401  Greenway  Blvd.,  Suite  1101 
P.O.  Box  620407 

Middleton,  Wisconsin  53562-0407 


(608)  831-8331  • (800)  279-8331  • FAX  (608)  831-0084 
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American  College  of  Surgeons 

FOUNDED  BY  SURGEONS  OF  THE  UNITED  STATES  AND  CANADA,  1913 

55  East  Erie  Street  • Chicago,  IL  60611-2797  • 312/664-4050  • FAX  312/440-7014 


Dear  Surgeon, 


Keeping  abreast  of  the  latest  developments  in  the  field  of  surgery  is  a priority  for  today’s  practicing  surgeon.  Our 
nation’s  health  care  system  is  poised  for  great  change.  Therefore,  increasing  your  understanding  of  the  changes  in  the 
socioeconomic  environment  that  affects  our  profession  is  just  as  significant  as  is  keeping  up  with  current  clinical  devel- 
opments. 

It  is  our  belief  that  as  you  review  the  program  for  the  1 994  Clinical  Congress  of  the  American  College  of  Surgeons, 
you  will  find  the  content  for  this  year’s  program  especially  pertinent  to  the  needs  and  concerns  of  today’s  surgeon.  The 
Clinical  Congress  covers  virtually  the  full  spectrum  of  current  scientific  and  socioeconomic  subjects  that  are  of  broad 
interest  to  all  surgeons.  As  you  review  the  program  you  will  see  that  the  Clinical  Congress  will  address  many  of  the 
most  recent  advances  and  innovations  in  surgical  science,  through  presentations  by  foremost  authorities  in  their  re- 
spective fields.  In  addition,  the  Congress  offers  a five-day  schedule  of  interdisciplinary  and  specialty  postgraduate 
courses  that  may  be  taken  for  CME  credit. 

During  the  past  few  years,  the  American  College  of  Surgeons  has  been  working  through  its  Program  Committee  to 
aggressively  enhance  its  annual  Clinical  Congress  Program  to  ensure  that  the  content  of  the  scientific  and  informational 
sessions  reflect  relevant  and  current  surgical  knowledge  and  issues.  We  especially  call  your  attention  to  our  coverage 
of  the  following  points  of  intense  current  interest  during  the  1994  Clinical  Congress: 

* Video-assisted  surgery  * Emerging  Biotechnology 

* Health  care  reform  * Ethics 

* Cancer  of  the  breast  * Molecular  Biology 

* Surgeons  and  Managed  Care 

Chicago  will  be  the  backdrop  for  this  exciting  program  during  the  week  of  October  9- 1 4.  For  a copy  of  the  advance 
registration  brochure  for  the  Clinical  Congress,  please  send  in  your  request  today.  We  hope  to  see  you  there! 


Best  personal  regards, 


^ 


Seymour  I.  Schwartz,  MD,  FACS 
Chairman,  Program  Committee 


Gerald  O.  Strauch,  MD,  FACS 
Director,  Assembly  Department 


To  request  an  advance  registration  brochure  for  the  American  College  of  Surgeons  1994  Clinical  Congress^"] 
just  clip  the  coupon  and  mail  or  fax  to: 


Ms.  Nancy  Sutton 

NAME 

Registration  Coordinator 
American  College  of  Surgeons 
Convention  and  Meetings  Division 
55  East  Erie  Street 

ADDRESS 

CITY/STATE 

Chicago,  IL  60611-2797 
FAX:  312/440-7143 

ZIP  CODE 

PHONE 


L 


J 


Opinions 


President's  page 

The  rough  riders  of  reform 


Six  US  presidents  since  Teddy 
Roosevelt  have  attempted  to 
place  health  care  at  the  top  of  the 
American  domestic  political  agenda. 
None  before  Bill  Clinton  has  suc- 
ceeded. The  autumnal  expectations 
of  the  1992  presidential  campaign 
grew  into  the  vernal  hype  surround- 
ing the  1993  President's  Task  Force 
on  Health  Reform.  The  president's 
stirring  presentation  of  his  plan  in 
an  address  to  the  Congress  in  Sep- 
tember 1993  riveted  the  attention  of 
an  American  public  apparently  in- 
tent on  change. 

Then  began  Congressional  delib- 
erations over  what  many  believe  to 
be  the  most  complex  legislation  ever 
considered  by  the  federal  govern- 
ment. The  possibility  of  change  gave 
way  to  the  realities  of  politics.  After 
nearly  2 years,  the  American  public 
appears  to  have  grown  weary  and 
anxious  over  the  health  system  re- 
form debate.  And  just  when  it  was 
beginning  to  get  interesting.... 

President  Clinton's  Health  Secu- 
rity Act  has  provided  the  ruler  by 
which  the  other  health  proposals  have 
been  measured.  The  Congressional 
wranglings  over  universal  coverage 
v coverage  targets,  employer  v indi- 
vidual mandates,  comprehensive  v 
basic  benefits  packages,  and  ciga- 
rette taxation  rates  have  smacked  of 
politics  as  usual  and  suggested  par- 
tisan gridlock.  Given  the  action  to 


date  of  several  Senate  and  House 
committees,  it  seems  likely  that  a 
conference  committee  will  be  nego- 
tiating a compromise  proposal  early 
this  fall. 

The  Senate  appears  to  favor  as 
little  tinkering  with  the  current  sys- 
tem as  possible— employer  mandates, 
required  regional  alliances,  and 
comprehensive  benefits  are  not  likely 
to  clear  the  Senate.  The  House  pro- 
posals address  more  of  the  presi- 
dent's concerns,  but  would  build  on 
Medicare,  creating  a new  Part  C for 
the  uninsured.  Incumbents  are  not 
eager  to  return  to  the  home  districts 
during  the  November  campaign  to 
answer  challengers  who  will  throw 
into  their  faces  a failure  to  enact 
health  reform. 

Rustling  outside  the  media  fan- 
fare surrounding  the  Congress  have 
been  the  continued  consolidation  and 
corporatization  of  American  health 
care.  What  has  been  lost  on  the  media 
and  the  public  is  that  health  system 
reform  is  galloping  forward,  and 
faster  than  could  ever  be  accom- 
plished through  governmental  de- 
cree. While  the  doctors  and  public 
are  transfixed  by  the  legislative  shoot- 
out in  Washington,  business  man- 
agers have  corralled  an  increasing 
share  of  the  health  care  capacity. 

Horizontal  and  vertical  integra- 
tions, mergers  and  acquisitions,  pri- 
mary care  networks— physicians  in- 


Richard  G.  Roberts,  MD,  JD 


creasingly  are  employed  by,  and 
patients  increasingly  receive  care 
from,  health  care  systems.  There  are 
advantages  possible  in  these  organ- 
izational changes:  improved  service 
for  patients  through  economies  of 
scale  and  reduced  practice  variabil- 
ity, enhanced  information  and 
management  systems,  and  increased 
competitiveness. 

There  are  also  dangers  inherent 
in  these  changes:  decreased  patient 
satisfaction  when  there  is  a greater 
emphasis  on  corporate  profitability 
than  patient  needs  or  preferences. 
Continued  on  next  page 
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Continued  from  preceding  page 
reduced  commitment  to  a commu- 
nity when  health  professionals  are 
seen  as  interchangeable  parts  of  a 
larger  medical  machine,  and  dimin- 
ished professional  satisfaction. 

This  tension  between  a distaste 
for  government  involvement  and  a 
distrust  for  corporate  medicine  is 
evident  in  the  range  of  physician 
attitudes  about  health  system  reform. 
Most  physicians  groups  have  favored 
the  incrementalist  approach  reflected 
in  the  various  managed  competition 
proposals. 

Some  physician  organizations, 
most  notably  the  American  College 


of  Surgeons,  have  concluded  that 
the  least  intrusion  into  the  doctor- 
patient  relationship  and  the  greatest 
simplicity  are  achieved  through  a 
single  payor  approach. 

Finally,  a few  physicians  yearn 
for  an  era  without  third  party  payors 
and  advocate  for  incentives  for  indi- 
vidual patient  payments  such  as 
"medi-saver"  accounts. 

The  vast  majority  of  physicians 
remain  committed  to  the  essential 
elements  of  reform:  universal  cover- 
age, insurance  reform,  administra- 
tive relief,  and  tort  reform. 

Physicians  must  be  willing  to 
stand  up  and  speak  out  on  our  es- 


sential elements  of  reform.  We  must 
continue  to  put  the  needs  of  our 
patients  first.  As  our  industry  ma- 
tures organizationally,  we  must 
remain  true  to  the  frontier  ethic: 
celebration  of  the  individual  coupled 
with  a sense  of  community  coopera- 
tion. We  must  resist  the  temptation 
to  bet  the  ranch  over  matters  of  turf. 
Disputes  over  fencing  in  the  free 
range  become  moot  after  the  loco- 
motive has  come  to  town.  American 
medicine  may  no  longer  require  the 
same  number  of  gunslingers  and 
lone  rangers  it  once  had— let' s just  be 
certain,  as  we  circle  the  wagons  for 
cover,  that  we  not  shoot  inward. ♦ 


YOU  DON’T  HAVE  TO  STAND  UP 


TO  BE  COUNTED. 


\XTiether  it’s  voting,  volunteering,  or  just  voicing  an  opinion  to  be  heard,  everybody 
has  something  to  contribute.  To  learn  how  you  can  get  involved,  contact  the 
Faster  Seal  Society  in  your  community  All  of  us  have  the  ability  to  make  a difference. 


u® 
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ROCHE  LABORATORIES 

presents  the  winners  of  the  1993  President's  Achievement  Award 


Please  join  us  in  honoring  these  outstanding  Roche  representatives  who  have  distinguished  themselves 
by  a truly  exceptional  level  of  professionalism,  performance  and  dedication  to  quality  health  care. 
Throughout  the  year,  each  of  these  award-winning  individuals  has  consistently  exemplified  the  Roche  Commitment 
to  Excellence  and  we’re  proud  to  invite  you  to  share  in  congratulating  them  on  their  achievement. 


Michael  Maher 
Racine,  Wisconsin 


Lisa  Whaley-Blind 
Milwaukee,  Wisconsin 


EVP  report:  The  view  from  here 
Peeling  onions  under  the  summer  sun 


Property  tax  relief  is  the  hot 
topic  in  Madison  this  sum- 
mer, as  the  governor  and  his  key 
fiscal  advisers,  Jim  Klauser,  Mark 
Bugher,  and  Jerry  Whitburn  try  to 
find  $1  billion  a year  to  fund  the 
public  schools  in  Wisconsin.  The 
governor  says  his  intent  is  to  achieve 
this  goal  through  spending  cuts  and 
without  new  taxes. 

The  problem  confronting  the 
governor,  as  I see  it,  is  that  every 
dollar  currently  in  our  state  budget 
is  accounted  for— and  every  dollar 
has  a constituency  behind  it,  ready 
to  fight  for  it.  Medically  related  ex- 
amples come  to  mind: 

• $2.6  million  a year  for  childhood 
immunizations; 

• $5.8  million  a year  to  UW's  De- 
partment of  Family  Medicine  and 
Practice;  and 

• $8.3  million  a year  to  the  Medical 
College  of  Wisconsin. 

The  SMS  has  fought  tough  legis- 
lative battles  over  many  years  to  get 
those  dollars,  among  others,  and, 
no,  we  don't  want  to  see  them  cut  to 
fund  the  public  schools.  When  you 
consider  that  the  three  top  state 
funded  programs— local  assistance, 
Medicaid,  and  the  UW— receive  78% 


of  the  state  budget,  or  $5.8  billion,  it 
does  not  leave  many  options  when 
deciding  where  to  cut. 

Property  taxes  may  seem  like  an 
odd  topic  of  discussion  for  a medi- 
cal journal  until  you  examine  the 
possible  ramifications  a tax  shift  may 
have  on  health  care  spending  in  this 
state.  It  demonstrates  the  importance 
of  physician  involvement  in  social 
and  political  issues  far  beyond  the 
headline  issue  of  health  system  re- 
form. We  must  not  forsake  the  battles 
while  we're  fighting  the  war. 

The  governor  is  not  the  only 
Wisconsin  citizen  with  tough  deci- 
sions to  make.  We  all  have  to  con- 
sider the  options.  Do  we,  for  instance, 
agree  with  the  governor  that  prop- 
erty tax  relief  must  be  paid  for  by 
cuts  in  spending— for  programs  that 
are  all  important  to  someone— or  do 
we  prefer  increasing  some  other 
tax(es)?  Are  we  willing  to  pay  more 
or  do  with  less?  Perhaps  some  of 
both? 

We  also  have  to  decide  whether 
the  property  tax  is,  in  relative  terms, 
such  a bad  tax.  Property  taxes  are 
currently  deductible  on  your  state 
and  federal  income  taxes.  Assum- 
ing you  pay  a 7%  Wisconsin  state 


Thomas  L.  Adams,  CAE 


tax,  that  means,  depending  on  your 
income  bracket,  that  somewhere  be- 
tween 35%  and  45%  of  what  you  pay 
toward  local  government  and  schools 
is  returned  to  you  by  the  state  and 
federal  governments— not  a bad  re- 
turn on  investment.  (We  must  be 
sensitive,  however,  to  the  burden  of 
property  taxes  on  those  who  have 
fixed  incomes.  If  the  property  tax  is 
the  tool  we  decide  to  use,  we  need  to 
help  this  group  of  citizens  with  tax 
breaks  such  as  the  homestead  tax 
credit.) 

Many  physicians  have  nice  homes 
and  pay  significant  property  taxes. 
But  when  you  think  of  the  kids  who 
will  go  without  health  care,  of  local 
police  and  firefighters  who  won' t be 
hired  without  state  aid,  or  of  tuition 
increases  that  will  put  college  be- 
yond the  reach  of  most  of  our  young 
people,  you  begin  to  wonder  whether 
Continued  on  page  300 
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Opinion  policy 

Opinions  expressed  in  the  Voice  of  the  SMS  section  reflect  the  official 
policy  of  the  State  Medical  Society  of  Wisconsin. 

Editorials  are  signed  by  the  authors.  These  opinions  are  the  authors' 
and  do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of 
editorials  is  reserved  for  members  of  the  WMJ  editorial  board,  editorial 
associates  and  SMS  elected  officials. 

Letters  are  signed  by  the  authors.  These  opinions  are  the  authors' 
and  do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of 
letters  is  open  to  the  public,  but  letters  are  limited  to  500  words  and 
subject  to  review  by  the  WMJ  editorial  board.  Write  to:  Wisconsin 
Medical  Journal,  PO  Box  1109,  Madison,  WI  53701. ❖ 


Stay 

Competitive 
Under  the 
Changing 
Health  Care 
Environment 


Introducing  AM  A Purchase  Link 
The  Breakthrough  Purchasing 
Program  for  Office-Based 
Physicians: 

AM  A Purchase  Link'"'  - the  new  program 
developed  by  AMA  Resources,  Inc.  in 
cooperation  with  Henry  Schein,  Inc.  - 
leverages  the  combined  buying  power  of 
AMA  members  into  one  large, 
purchasing  group  - for  unsurpassed 
savings. 

Only  AMA  Purchase  Link1"  delivers: 

• Guaranteed  low  prices. 

• Broad  product  selection  of  over 
18,000  items  in  stock. 

• Free  shipping  for  AMA  members. 

• Rapid  turnaround  - with  most  orders 
shipped  same  or  next  day. 

• Responsive,  personalized  service. 

Activate  Your  Free 
Membership  Now! 

Joining  AMA  Purchase  Link™  is  free. 

There  are  no  membership  fees.  No 
minimum  purchases.  No  complicated 
rules. 

To  begin  enjoying  your  guaranteed  low 
prices  and  time-saving  benefits,  call  the 
toll-free  number: 

1-800-772-4346  8a.m.-9p.m.  ET 
or  write: 

AMA  Purchase  Link™ 

200  N.  LaSalle  Street 
Suite  500 

Chicago,  IL  60601-9456. 

AMA  Purchase  Link1."1 

It’s  your  link  to  greater  savings. 




AMAPurchaselink 


© 1994  AMA  Resources,  Inc. 

A Subsidiary  of  the  American  Medical  Association 


Continued  from  page  298 
property  tax  relief  is  worth  its  cost. 

Some  may  offer  the  suggestion 
that  the  cuts  to  pay  for  taking  the 
schools  off  the  property  tax  bill 
should  come  from  school  spending. 
That  is  a choice  we  can  make,  but  is 
it  a wise  one?  Strong  arguments  are 
made  about  the  value  of  education 
compared  to  the  cost  of  a lack  of 
education.  With  the  increasing 
demands  and  global  competition 
that  our  children  will  face  as  they 
take  their  places  in  society,  in  indus- 
try and  business,  in  the  arts  and 
human  services,  in  science  and  engi- 


neering—and  as  responsible  citizens- 
-is  cutting  school  funding  a wise 
choice?  As  Thomas  Jefferson  noted, 
"If  a nation  expects  to  be  ignorant 
and  free,  in  a state  of  civilization,  it 
expects  what  never  was  and  never 
will  be." 

Certainly,  there  is  wasteful 
spending  that  can  be  ferreted  out  of 
any  bureaucracy  as  large  as  the 
public  school  system.  Mark  Twain 
noted  that  "First  God  made  idiots. 
This  was  for  practice.  Then  He  made 
school  boards."  Each  of  us  may  be 
able  to  point  to  what  we  consider 
pointless  or  imprudent  spending  in 


our  schools,  but  how  likely  are  we  to 
find  $1  billion? 

The  issue  of  property  taxes  is  like 
an  onion:  Every  time  you  peel  back 
a layer,  you  find  another  layer  (and 
the  urge  to  shed  tears  gets  stronger!). 
The  complexity,  however,  is  the  very 
reason  physicians  need  to  think  about 
the  issue,  decide  where  they  stand, 
and  then  get  involved.  How  we  re- 
solve the  problem  will  affect  doc- 
tors, lawyers,  plumbers,  and  secre- 
taries alike.  We  need  to  participate 
in  this  debate  as  strongly  as  we  do  in 
any  debate  on  health  system  reform.* 


Letters 

AMA  recruiting  effort  draws  more  fire 


To  the  editor:  I am  writing  in 
support  of  Dr  Geoffrey  Klos- 
ter  from  Galesville  and  sent  a letter 
to  you  published  in  the  May  1994 
letters  to  the  editor  section.  I agree 
with  Dr  Kloster  that  the  recent  solici- 
tation of  AMA  for  membership  dues 
through  the  SMS  was  quite  unpro- 
fessional. When  I brought  this  letter 
marked  membership  dues  notice 
enclosed,  return  address  of  State 
Medical  Society  of  Wisconsin,  and 
took  this  to  our  business  manager  in 


Tothe  editor:  Pleaseextend  my 
thanks  to  Dr  Roberts  for  a 
beautiful  portrayal  of  medical  prac- 
tice in  W isconsin.  If  we  can  truly  live 
up  to  his  characterizations,  medi- 
cine in  Wisconsin  truly  has  a bright 
future.  Should  we,  however,  fail  in 


the  clinic,  she  said  I was  the  third 
physician  that  morning  who  had 
brought  it  in  and  that  they  had  al- 
ready determined  that  this  was  not 
dues  for  the  State  Medical  Society 
but  rather  for  the  AMA.  It  is  quite 
clear  to  all  of  us  that  a letter  from  the 
State  Medical  Society  of  Wisconsin 
with  large  letters,  membership  dues 
notice  enclosed  printed  on  the  out- 
side is  quite  suggestive  that  these 
dues  are  meant  for  the  SMS  and  not 
totally  separate  organization  such 


our  compassion,  our  common  goals, 
challenges  and  dreams,  we  will  be 
no  different  than  others  out  there 
grubbing  for  survival. 

— R.M.  Hammer,  MD 
River  Falls* 


as  the  AMA.  Future  collaboration  of 
the  SMS  with  the  AMA  in  such  a 
way  will  not  be  appreciated. 
—Glenn  A.  Smith,  MD 
Two  Rivers 


And  still  more 

To  the  editor:  I approached  the 
first  10  physician  colleagues  I 
met  today  with  the  "Membership 
Dues  Notice  Enclosed"  issue  raised 
by  Geoffrey  Kloster,  MD  (WMJ,  May 
1994).  All  10  felt  this  wording  was 
intended,  if  only  slightly,  to  deceive 
the  receiver  of  the  notice.  Most 
thought  it  was  innocuous,  two  were 
frankly  upset  about  it.  None  thought 
it  was  proper. 

This  certainly  is  not  a scientific 
study,  but  probably  has  more  valid- 
Continued  on  page  302 
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A LOW-RISK  APPROACH 
TO  MX-FREE  INCOME 


YIELDS 

7.25% 

Tax-equivalent 
36%  tax  rate 

4.64% 

Current  yield  as 
of  5/22/94 


T.  ROWE  PRICE  TAX-FREE  INSURED 
INTERMEDIATE  ROND  FUND.  This  is  the  only  no -load 
intermediate-term  fund  that  offers  high  tax-free  income, 
extra  credit  protection,  and  moderate  market  risk  from  a 
portfolio  of  insured  municipal  securities. 

Extra  credit  protection  with  high  tax-free  income. 
As  a tax-free  investment,  this  Fund  offers  the  highly  taxed 
investor  one  of  the  few  remaining  ways  to  shelter  income  and  earn 
high  yields.  In  today's  uncertain  economic  environment,  this  Fund  can 
provide  added  security  in  two  ways: 

• The  medium-term,  5-10  year  average  weighted  maturity  of  the 
Fund  lets  you  earn  higher  yields  than  short-term  bonds  with  lower 
volatility  than  long-term  bonds. 

• Insured  AAA-rated  bonds  have  minimal  credit  risk  and  carry  the 
highest  bond  rating,  insuring  timely  payment  of  principal  and  interest.* 

Put  our  tax-free  expertise  to  work  for  you.  The  Fund's  managers 
adhere  to  a proven  strategy  of  active  portfolio  management  to 
enhance  returns  and  manage  risk.  We  currently  have  18  tax-free 
funds  with  more  than  $5  billion  in  municipal  assets  for  investors 
nationwide. 


Call  for  our  free  report.  The  Basics  Of  Tax-Free  Investing  can 
help  you  learn  more  about  the  benefits  of  tax-free  investing.  $2,500 
minimum.  Free  checkwriting.  No  sales  charges. 


High 

Tax-Free  Income 

Free  from  federal 
taxes. 

♦ 

Credit  Protection 

Fund  only  invests  in 
municipal  securities 
that  are  insured. 

♦ 

Experienced 

Management 

Over  $5  billion  in 
municipal  assets. 

♦ 

No  Sales  Charges 

No  fees  to  invest  or 
withdraw ; 
no  12b-l  fees. 


Call  24  hours  for  a free  report 
The  Basics  Of  Tax-Free  Investing 

1-800-541-8312 


Invest  With  Confidence 

TRoweRice 


4.5%  and  7.4%  are  the  1-year  and  since  inception  (11/30/92)  average  annual  total  returns,  respectively,  for  the  period  ending  3/31/94.  ‘Securities  in  the  Fund  are  guaranteed  as 
to  the  timely  payment  of  principal  and  interest,  but  the  insurance  does  not  guarantee  the  market  value  of  the  bonds  in  the  portfolio.  A security’s  rating  is  based  on  the  insurer's  AAA  rating, 
and  no  representation  is  made  as  to  any  insurer’s  ability  to  meet  its  commitments.  The  Fund  itself  is  not  insured  nor  is  the  value  of  the  shares  guaranteed.  Fund’s  share  price  and  yield  will 
vary  as  interest  rates  change.  Figures  include  changes  in  principal  value,  reinvested  dividends,  and  capital  gain  distributions.  Total  returns  represent  past  performance,  and  cannot  guar- 
antee future  results.  Investment  return  and  principal  value  will  vary,  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase.  Some  income  may  be  subject  to  state 
and  local  taxes  and  the  federal  alternative  minimum  tax.  Past  and  present  expense  limitations  have  increased  the  Fund's  yield  and  total  return.  Request  a prospectus  with  more  complete 
information,  including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or  send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  TU023ii5 
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ity  than  the  editor's  note  in  reply  to 
Dr  Kloster  which  states, " ...certainly 
there  was  no  intent  to  defraud  or 
mislead  the  targeted  audience.  No 
other  complaint  about  the  recruit- 
ment has  been  heard  from  the  ap- 
proximately 3,000  SMS  physicians 
who  received  this  mailing." 

Does  the  editor  imply  that  all  the 
non-responders  have  no  objection? 

The  AMA  notice  in  question,  if 
only  a slight  and  perhaps  playful 
misrepresentation,  is  being  directed 
at  the  wrong  audience,  does  not  seem 
to  be  well  appreciated,  and  certainly 
does  not  cause  me  to  have  more 


confidence  that  this  body  represents 
my  interests. 

The  editor's  note,  furthermore,  is 
more  irritating  than  the  member- 
ship dues  notice  itself.  I am  sure  the 
intention  was  not  to  add  insult  to 
injury,  but  reflects  an  insensitivity 
toward  the  letter's  author  and  a 
cavalier  attitude  toward  the  ability 
of  intelligent  physicians  to  recog- 
nize when  they  are  being  duped. 

I would  like  to  see  the  SMS  and 
the  AMA  regain  the  integrity  which 
once  allowed  these  organizations  to 
enjoy  full  membership  and  the  con- 
fidence of  practicing  physicians.  It 


An  added  resolution 


To  the  editor:  In  keeping  with  a 
major  portion  of  the  recently 
concluded  annual  meeting  of  the  SMS 
House  of  Delegates,  I would  like  to 
introduce  a resolution,  but  to  the 
editor  and  Editorial  Board  of  the 
Wisconsin  Medical  Journal. 

Whereas,  "The  word  "gate- 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of  the 
SMS. 

* Bernstein,  Steven  Alan 
Boedecker,  Robert  Allan 


keeper"  as  applied  to  physicians 
practicing  primary  care  is  demean- 
ing, degrading,  and  above  all  inac- 
curate since  it  implies  that  the  phy- 
sician is  not  always  fulfilling  hers  or 
his  role,  namely  to  render  the  best 
possible  care  to  the  patient.  Be  it 
Resolved,  That  the  word,  gate- 


Boehme, Larry  Reinhardt 

* Bohlmann,  Brian  Jeffrey 

* Brauer,  Warren  Allen 

* Burdick,  Evelyn  Eileen 

* Cole,  Sherwood  A. 

* Gremmels,  Frederick  C. 

* Hankey,  Terry  Lee 
Holmgren,  Jeffrey  Paul 

* Jeranek,  William  J. 

* Liu,  Lily  Har 

* Mazur,  Andrew 

* Miller,  Dean  Donaldson 


may  seem  like  a small  point,  but 
misrepresentations  directed  at  us  are 
antagonistic  to  this  process,  greatly 
compounded  by  an  inappropriate 
"apology"  and  defense  of  the  prac- 
tice. 

—Thomas  N.  Rengel,  MD 
Wausau 

Editor's  note:  Additional  complaints 
have  since  been  registered,  and  the 
SMS  has  asked  the  AMA  to  clarify 
the  wording  of  its  future  direct  mail 
recruitment  pieces.  The  SMS  is  grate- 
ful to  all  who  brought  the  problem 
to  its  attention. ♦ 


keeper,  when  used  to  describe  a 
physician  not  be  allowed  to  appear 
in  the  Wisconsin  Medical  Journal  in 
any  article  accepted  for  publication 
in  a future  issue. 

—Russell  Lewis,  MD 
Madisons 


* Neustrom,  Mark  R. 

* Pawlak,  James  Ronald 
Prehn,  Denise  Miller 

* Saarinen,  David  Michael 

* Sellers,  Robert  Lovell 

* Simpson,  Henry  Jos. 

* Timmermans,  Peter  W. 

* Toohill,  Robert  James 

* Webster,  Stephen  Burtis 

* Wilson,  Jeffrey  Whitside 

* Wolner,  Daniel  Michaels 
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Organizational 


SMS  officers  and  directors:  1994-1995 


Richard  G.  Roberts,  MD,  JD 

Madison 

President 

(1994-1995) 

Dr  Roberts  was  elected  president 
elect  of  the  State  Medical  Society  of 
Wisconsin  in  April  1993. 

A board-certified  family  physi- 
cian, Dr  Roberts  is  a professor  in  the 
Department  of  Family  Medicine  at 
the  University  of  Wisconsin  Medi- 
cal School  and  practices  family 
medicine  in  Belleville.  He  is  on  the 
medical  staff  of  St  Mary's  Hospital 
Medical  Center,  the  University  of 
Wisconsin  Hospital  and  Meriter 
Hospital,  all  in  Madison. 

Dr  Roberts  graduated  from 
George  Washington  University 


Medical  School  in  Washington,  DC, 
in  1980.  A Wisconsin  native.  Dr 
Roberts  had  previously  earned  both 
a bachelor's  and  a law  degree  from 
the  University  of  Wisconsin,  Madi- 
son. He  completed  his  internship 
and  residency  in  family  medicine 
with  UCLA-Santa  Monica  Hospital 
Medical  Center  and  held  fellowships 
with  the  American  College  of  Legal 
Medicine  and  the  American  Acad- 
emy of  Family  Physicians. 

Among  his  many  awards  are:  the 
Kellogg  National  Fellowship  (1990- 
1993);  White  House  Fellowship 
National  Finalist,  1990;  Parke-Davis 
Teacher  Development  Award  (1983- 
1984);  Mead  Johnson  Award  (1992- 
1993);  Allie  Freed  Prize  in  Preven- 


tive Medicine  (1980);  Upjohn 
Achievement  Award  (1980);  Alpha 
Omega  Alpha  (1979);  and  Phi  Eta 
Sigma  (1972). 

Dr  Roberts  has  served  on  the 
board  of  directors  for  the  medical 
society  since  1987.  He  was  first 
elected  as  speaker  of  the  SMS  House 
of  Delegates,  the  policy-making  arm 
of  the  medical  society,  in  1987  and 
served  through  1993.  He  also  serves 
on  the  American  Academy  of  Fam- 
ily Physicians'  Commission  on  Leg- 
islation and  Government  Affairs  and 
chairs  its  Task  Force  on  Clinic  Poli- 
cies for  Patient  Care.  Dr  Roberts  is  a 
past  president  of  the  Wisconsin 
Academy  of  Family  Physicians. 

Continued  on  next  page 
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Harry  J.  Zemel,  MD 


Michael  C.  Reineck,  MD 


Continued  from  preceding  page 
Until  recently.  Dr  Roberts  served 
as  the  state  medical  society's  repre- 
sentative on  the  Patients  Compen- 
sation Fund  and  the  Wisconsin 
Health  Care  Liability  Insurance  Plan. 
He  is  a director  for  Wisconsin  Insti- 
tute of  Family  Medicine,  HMO  of 
Wisconsin  Insurance  Company  and 
Physicians  Insurance  Company  of 
Wisconsin,  Inc;  is  a past  member  of 
the  Joint  Commission  on  the  Ac- 
creditation of  Health  Care  Organi- 
zations task  force  on  obstetrics;  and 
currently  serves  on  the  Health  Care 
Quality  Improvement  Initiative 
Steering  Committee  for  the  Wiscon- 
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Pauline  M.  Jackson,  MD 


Richard  H.  Ulmer,  MD 


sin  Peer  Review  Organization. 

His  many  civic  activities  have 
included  service  as  a director  for  the 
American  Cancer  Society;  medical 
director  of  the  Belleville  Emergency 
Medical  Services  Unit;  public  health 
advisor  and  school  physician  in 
Belleville;  team  physician  for  Dar- 
lington High  School;  medical  direc- 
tor for  Madison  YMCA  Triathalon; 
and  member  of  the  Transitional 
Housing,  Inc,  medical  advisory 
group  on  the  homeless.  He  has 
served  on  panels  for  the  US  Agency 
on  Health  Care  and  Policy  Research 
and  the  World  Health  Organization. 


Sandra  L.  Osborn,  MD 


Raymond  C.  Zastrow,  MD 

Marcia  J.  S.  Richards,  MD 
Milwaukee 
President-Elect 
(1994-1995) 

Dr  Richards  received  her  medical 
degree  from  the  University  of  Wis- 
consin Medical  School  in  Madison 
and  completed  an  internship  and  a 
residency  at  University  Hospitals. 
A board-certified  specialist  in  radia- 
tion oncology,  she  is  currently  di- 
rector of  radiation  oncology  at  St 
Luke's  Medical  Center  in  Milwau- 
kee and  is  a past  president  of  the 
Medical  Society  of  Milwaukee 
County.  She  has  also  served  as  sec- 
Continued  on  page  306 
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Everyone  Out  Of  The  Pool! 

Worker’s  Compensation  Coverage 


That’s  what  some  Worker’s  Compensation  insurers  are  telling 
clinics  and  physicians  throughout  Wisconsin.  These  companies 
want  to  reduce  their  risk  by  eliminating  certain  classes  of 
employees  and  sizes  of  risk  from  their  Worker’s  Compensation 
pool.  In  your  case,  this  includes  physicians,  clinic  employees, 
and  related  medical  service  personnel. 

This  is  not  the  case  with  SMS  Insurance  Services  and  the 
Dodson  Group.  We  want  you  in  our  pool.  That’s  because 
SMS  Insurance  Services  and  the  Dodson  Group  specialize 


in  Worker’s  Compensation  coverage  for  the  medical 
community.  SMS  Insurance  Services  also  offers  Medical 
Professional  Liability,  a Professional  Office  Policy,  and 
umbrella  coverage.  Our  Worker’s  Compensation  program 
is  endorsed  by  the  State  Medical  Society. 

You  can  swim  with  the  sharks  or  come  where  your 
coverage  is  safe.  For  more  information  about  our  Worker’s 
Compensation  and  other  SMS  Insurance  Services  medical 
liability  programs,  contact: 


NSURANCE  SERVICES,  INC. 


Wisconsin  based  - physician  owned  - committed  to  serving  you. 


P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 
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retary-treasurer  of  the  organization 
and  is  a past  president  of  the  Wis- 
consin Society  of  Radiation  Oncolo- 
gists. She  is  currently  the  president 
of  the  Wisconsin  Division  of  the 
American  Cancer  Society,  having 
served  as  chair  of  its  Breast  Cancer 
Detection  Awareness  Project  and  as 
a member  of  its  board  of  directors 
and  chair  of  the  Professional  Educa- 
tion Committee.  She  is  also  vice- 
president  of  the  Wisconsin  Radiol- 
ogy Society,  and  a member  of  the 
Medicare  Advisory  Committee.  Dr. 
Richards  has  been  a delegate  to  the 
SMS  since  1983. 


Timothy  G.  McAvoy,  MD 


Thomas  L.  Adams,  CAE 

Madison 

Executive  Vice  President 
(1994-1995) 

Thomas  L.  Adams  was  named 
secretary-general  manager  of  the 
SMS  in  1987.  Adams  was  director 
of  the  Washington,  DC,  office  of 
the  American  Society  of  Anesthe- 
siologists prior  to  joining  the  So- 
ciety in  1986  as  secretary-general 
manager  designate.  Adams 
served  as  assistant  executive  di- 
rector and  lead  lobbyist  for  the 
North  Carolina  Medical  Society 
from  1978  until  1983,  when  he 
joined  the  anesthesiology  group. 


Robert  F.  Pur  tell,  Jr,  MD 


Marzhn  G.  Parker,  MD 


Adams  graduated  from  Lenoir  Rhyne 
College  in  Hickory,  NC. 

Harry  J.  Zemel,  MD 

Fond  du  Lac 
Treasurer 
Director,  District  5 
(1994-199 7) 

Dr  Zemel  was  first  elected  to  the  Board 
in  1987.  He  graduated  from  the  Univer- 
sity of  Missouri  School  of  Medicine 
and  specializes  in  pathology.  Dr  Zemel 
has  been  chair  of  the  Finance  Commit- 
tee since  1989.  He  is  also  a member  of 
the  Ad  Hoc  Membership  Committee 
and  was  president  of  the  Fond  du  Lac 
County  Medical  Society  in  1979. 


Thomas  A.  Reminga,  MD 


Charles  E.  Pechous,  Jr,  MD 
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John  E.  Ridley,  III,  MD 


Cyril  M.  (Kim)  Hetsko,  MD 

Pauline  M.  Jackson,  MD 

La  Crosse 

Immediate  Past  President 
(1994-1995) 

Dr  Jackson  graduated  from  Stan- 
ford University  Medical  School  and 
served  her  internship  at  Charles  T. 
Miller  Hospital  in  St  Paul,  Minn. 
Board  certified  in  psychiatry,  she 
completed  her  residency  at  the 
Cleveland  Psychiatric  Institute. 

Dr  Jackson  has  served  numerous 
SMS  committees  including  the  SMS 
Committee  on  Mental  Health  from 
1979  through  1992  (committee  chair 
from  1981  to  1985),  and  the  SMS 
Governmental  Affairs  Commission. 


Jay  F.  Schamberg,  MD 


Jerry  M.  Ingalls,  MD 


Her  many  other  SMS  committees 
include  the  Committee  on  Child 
Abuse,  Committee  on  Women's 
Issues,  Committee  on  Alcoholism 
and  Other  Drug  Abuse,  and  chair  of 
the  Task  Force  on  Competition  and 
Regulation.  Dr  Jackson  is  a past 
president  of  the  La  Crosse  County 
Medical  Society  (1984-1985)  and  the 
Wisconsin  Psychiatric  Association 
(1987-1989). 

At  Gundersen  Clinic,  Dr  Jackson 
chaired  the  Department  of  Behav- 
ioral Medicine  from  1976  to  1987, 
and  has  served  on  the  Board  of  Di- 
rectors and  the  Medical  Foundation 
Development  Committee.  She 


Ayaz  M.  Samadani,  MD 


serves  on  the  Gundersen  Clinic 
Medical  Legal  Affairs  Committee 
(since  1976)  and  has  chaired  the 
Medical  Staff  Assistance  Commit- 
tee at  Lutheran  Hospital  in  La  Crosse. 
She  currently  serves  on  the  Board  of 
Directors  for  Physicians  Insurance 
Company  of  Wisconsin. 

Sandra  L.  Osborn,  MD 

Madison 

Speaker,  House  of  Delegates 
(1993-1995) 

Dr  Osborn,  whose  specialty  is  pedi- 
atrics, graduated  from  the  Univer- 
sity of  Wisconsin  Medical  School  in 
Continued  on  next  page 
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Continued  from  preceding  page 
Madison.  She  is  a member  of  the 
WISPAC  Board  of  Directors  and  co- 
chair of  the  SMS/WNA  Committee. 
Dr  Osborn  served  as  president  of 
the  Dane  County  Medical  Society 
from  1982  to  1983.  She  has  also  served 
as  chair  of  the  House  of  Delegates 
Nominating  Committee,  the  Creden- 
tials Committee  and  the  Reference 
Committee  on  Scientific  Affairs.  Dr 
Osborn  also  served  on  the  Ad  Hoc 
Committee  on  Child  Abuse  and 
Neglect  and  the  SMS  Committee  on 
Women  Physicians. 

Michael  C.  Reineck,  MD 

West  Bend 

Vice  speaker.  House  of  Delegates 
(1994-1996) 

Dr  Reineck  graduated  from  the 
University  of  Wisconsin  in  1970  and 
completed  an  internship  at  Milwau- 
kee County  General  Hospital  and  a 
residency  at  St  Mary's  Hospital,  in 
affiliation  with  the  Medical  School 
of  the  University  of  Michigan,  in 
Grand  Rapids.  He  has  been  in  pri- 
vate practice  at  Orthopaedic  Associ- 
ates of  West  Bend,  S.C.,  since  1975. 
Dr  Reineck  is  chair  of  the  Govern- 
mental Affairs  Committee,  and  past 
president  of  the  Wisconsin  Ortho- 
paedic Society  and  the  Washington 
County  Medical  Society.  He  is  also  a 
member  of  the  Wisconsin  Profes- 


sional Liability  Committee,  and  the 
American  Academy  of  Orthopaedic 
Surgeons  ICD-9-CM  Coding  Com- 
mittee, Health  Care  & Financing 
Committee,  and  Bylaws  Commit- 
tee. He  has  been  the  Washington 
County  Medical  Society  delegate  to 
the  SMS  House  of  Delegates  for  the 
past  10  years. 

Richard  H.  Ulmer,  MD 

Marshfield 

Chair,  Board  of  Directors 
Director,  District  4 
(1992-1995) 

Dr  Ulmer  received  his  MD  and  MS 
in  physiology  from  Stritch  School  of 
Medicine  of  Loyola  University,  Chi- 
cago. He  served  his  internship  and 
residency  in  cardiology  at  the  Uni- 
versity of  Chicago  Hospital  and  Clin- 
ics. He  is  a cardiologist  at  the 
Marshfield  Clinic.  Dr  Ulmer  was 
president  of  the  Wood  County 
Medical  Society  in  1978  and  1985. 
He  has  been  chair  of  the  SMS  Board 
of  Directors  since  1989  and  is  a 
member  of  the  SMS  Steering  Com- 
mittee, AMA  Forum  of  Employed 
Physicians,  and  SMS  Committee  for 
Young  Physicians.  He  has  been  a 
member  of  the  AMA  Advisory 
Committee  on  Group  Practice  Phy- 
sicians since  1992,  and  was  an  alter- 
nate delegate  to  the  AMA  for  the 
past  ten  years.  Dr.  Ulmer  will  be- 


come a delegate  to  the  AMA  in  cal- 
endar year  1995. 

Raymond  C.  Zastrow,  MD 

Milwaukee 

Vice  chair.  Board  of  Directors 
Director,  District  1 
(1992-1995) 

Dr  Zastrow,  who  specializes  in  clini- 
cal pathology,  graduated  from 
Marquette  University  School  of 
Medicine  (now  the  Medical  College 
of  Wisconsin).  He  served  on  the 
SMS  Physicians  Alliance  Commis- 
sion from  1977  to  1989  and  is  a 
member  of  the  WISPAC  Board  of 
Directors.  He  served  as  chair  of  the 
SMS  bylaws  committee,  a member 
of  the  Finance  Committee  and  was 
an  alternate  delegate  to  the  AMA  in 
1983  to  1984.  Dr  Zastrow  has  also 
served  on  the  SMS  ad  hoc  commit- 
tee on  the  Health  Policy  Agenda  for 
the  American  People  (HP A). 

George  R.  Schneider,  MD 
West  Allis 
Director,  District  1 
(1994-1997) 

A specialist  in  internal  medicine,  Dr 
Schneider  graduated  from  Marquette 
University  School  of  Medicine  (now 
the  Medical  College  of  Wisconsin) 
in  Milwaukee  and  served  an  intern- 
ship at  the  University  of  Missouri 
Medical  Center  in  Columbia.  He  also 


John  D.  Wegenke,  MD 


Andrew  B.  Crummy,  Jr,  MD 


Paul  A.  Wertsch,  MD 
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Mark  H.  Andreiu,  MD 


Jack  M.  Lockhart,  MD 


completed  a residency  at  the  Medi- 
cal College.  Dr  Schneider  is  a mem- 
ber of  the  American  Society  of  Inter- 
nal Medicine  and  the  American 
College  of  Physicians. 

Robert  F.  Purtell,  Jr,  MD 

Milwaukee 
Director,  District  1 
(1992-1995) 

Dr  Purtell  has  been  a member  of  the 
SMS  Board  of  Directors  and  its  Ex- 
ecutive Committee  since  1989.  He 
was  chair  of  the  SMS  Federal  Legis- 
lative Policy  Committee  from  1977- 
1985,  and  a member  of  the  Commis- 
sion on  Governmental  Affairs  from 
1978-1985.  He  served  as  the  dele- 
gate to  the  House  of  Delegates, 
Family  Practice  Section,  and  chair  of 
the  Physicians  Alliance  Commission 
from  1985  through  1989.  Dr  Purtell 
served  on  the  Reference  Committee 
on  National  Issues  at  the  House  of 
Delegates  in  1980-1982.  He  was  a 
member  of  the  Nominating  Com- 
mittee from  1986-1994,  serving  as 
chair  in  1989-1990.  Dr  Purtell  has 
been  active  in  the  Wisconsin  Acad- 
emy of  Family  Physicians.  He  served 
as  president  of  the  Milwaukee 
County  Medical  Society  in  1992- 
1993,  and  has  been  an  alternate  dele- 
gate to  the  AMA  since  1990.  He  was 
president  and  chair  of  the  board  of 


directors  of  PrimeCare  Health  Plan 
of  Wisconsin  from  1982  through 
1986.  Dr  Purtell  graduated  from 
Marquette  University  in  1961,  and 
served  his  internship  at  Misericor- 
dia  Hospital,  in  Milwaukee,  and  his 
residency  at  St  Joseph's  Hospital,  in 
Milwaukee. 

Thomas  A.  Reminga,  MD 

Milwaukee 
Director,  District  1 
(1992-1995) 

Dr  Reminga,  whose  specialty  is  emer- 
gency medicine,  graduated  from  the 
University  of  Michigan  Medical 
School  and  completed  his  residency 
at  the  University  of  Chicago.  He  was 
a member  of  the  SMS  Health  Plan- 
ning Commission,  is  currently  a 
delegate  to  the  SMS  and  is  currently 
a member  of  the  Finance  Committee 
and  Holdings  Board.  He  has  served 
as  president  of  the  Wisconsin  Ameri- 
can College  of  Emergency  Physicians 
and  as  president  of  the  Medical 
Society  of  Milwaukee  County.  He  is 
the  director  of  Emergency  Health 
Services  of  Milwaukee  County. 

Timothy  G.  McAvoy,  MD 
Waukesha 
Director,  District  1 
(1993-1996) 

Dr  McAvoy  graduated  from  New 


Robert  J.  Jaeger,  MD 


York  Medical  College.  Specializing 
in  internal  medicine  and  emergency 
medicine.  Dr  McAvoy  served  his 
internship  at  Boston  City  Hospital. 
His  residency  was  completed  at 
Boston  City  Hospital  and  the  Uni- 
versity of  Wisconsin  Hospital  and 
Clinics  in  Madison.  He  served  as 
president  of  the  Waukesha  County 
Medical  Society  and  has  been  a 
member  of  the  Physicians  Alliance 
Commission  since  1987. 

Marvin  G.  Parker,  MD 

Racine 

Director,  District  1 
(1993-1996) 

An  hematologist,  Dr  Parker  received 
his  medical  degree  from  the  Univer- 
sity of  Missouri  in  St  Louis,  and 
served  his  residency  and  fellowship 
in  internal  medicine  and  hematol- 
ogy at  the  University  of  Missouri. 
Dr  Parker  began  practice  in  Racine 
in  1966,  and  in  1986,  joined  SC 
Johnson  Wax  as  corporate  director 
of  occupational  and  preventive 
medicine  and  in  1990  became  vice 
president  of  Corporate  Medical 
Affairs.  He  chaired  the  SMS  Health 
Planning  Commission  for  five  years 
and  also  chaired  the  SMS  T ask  Force 
on  Medical  Manpower. 

Continued  on  next  page 
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Charles  E.  Pechous,  Jr,  MD 

Kenosha 

Director,  District  1 
(1993-1996) 

Dr  Pechous,  a family  practitioner 
and  general  surgeon,  graduated 
from  Loyola-Stritch  School  of  Medi- 
cine. His  internship  and  residency 
were  completed  at  Cook  County 
Hospital  in  Chicago.  Currently,  he  is 
the  medical  director  at  the  Modine 
Company  in  Racine.  He  is  a member 
of  the  American  College  of  Surgeons 
and  the  Wisconsin  Chapter  of  the 
American  College  of  Surgeons. 

John  E.  Ridley,  III,  MD 

Milwaukee 
Director,  District  1 
(1993-1996) 

Dr  Ridley,  an  ophthalmologist, 
graduated  from  the  University  of 
Indiana  School  of  Medicine.  His 
residency  was  completed  at  the 
Marquette  School  of  Medicine.  He 
is  currently  the  assistant  clinical 
instructor  in  ophthalmology  at  the 
Medical  College  of  Wisconsin.  Dr 
Ridley  served  as  a captain  in  the  US 
Air  Force  from  1961  to  1963.  He  is  a 
member  of  the  Milwaukee  Ophthal- 
mology Society  and  the  American 
Academy  of  Ophthalmology,  vice- 
chairman  of  the  Board  of  Directors 


James  L.  Basiliere,  MD 

Saint  Mary's  Hospital  Milwaukee, 
vice-president  of  Prevent  Blindness- 
Wisconsin,  and  a member  of  the 
Badger  Association  of  the  Blind 
advisory  board. 

Jay  F.  Schamberg,  MD 

Waukesha 
Director,  District  1 
(1993-1996) 

A pathologist,  Dr  Schamberg  re- 
ceived his  medical  degree  from 
Hahneman  Medical  College  and 
served  his  internship  at  Chestnut 
Hill  Hospital  in  Philadelphia.  Dr 
Schamberg  completed  his  residency 
at  the  Peter  Bent  Brigham  Hospital 
in  Boston  and  the  University  of 
Vermont  Hospital  in  Burlington.  He 
serves  on  the  medical  staffs  of 
Community  Memorial  Hospital, 
West  Allis  Memorial  Hospital,  and 
Columbia  Hospital.  Dr  Schamberg 
is  past-president  of  the  Wisconsin 
Society  of  Pathologists  and  a past 
president  of  Waukesha  County 
Medical  Society. 

Frank  H.  Urban,  MD 

Brookfield 
Director,  District  1 
(1994-199 7) 

Dr  Urban  is  a retired  physician  and 
is  currently  the  State  Representative 
for  the  99th  Assembly  District.  He 


Terry  L.  Hankey,  MD 


received  his  MD  degree  from  the 
UW-Madison,  and  an  MS  from  the 
University  of  Minnesota.  Dr  Urban 
is  the  president  of  the  Milwaukee 
County  Medical  Society,  an  assis- 
tant clinical  professor  at  the  Medical 
College  of  Wisconsin,  and  is  a 
member  and  past  president  of  the 
Wisconsin  Dermatology  Society. 
Legislative  appointments  include 
the  Assembly  Committee  on  Health, 
Legislative  Council  Study  Commit- 
tee on  Emergency  Medical  Services, 
and  the  Assembly  Special  Commit- 
tee on  Health  Care  Review. 

Cyril  M.  (Kim)  Hetsko,  MD 

Madison 

Director,  District  2 
(1994-1997) 

Dr  Hetsko,  a past  president  of  the 
SMS,  graduated  from  the  University 
of  Rochester  School  of  Medicine  and 
Dentistry  and  completed  his  intern- 
ship and  residency  and  was  chief 
resident  at  the  University  of  Wis- 
consin Hospitals.  He  has  been  a 
member  of  the  Dean  Medical  Center 
since  1975  and  is  clinical  professor 
of  medicine  at  the  University  of 
Wisconsin,  Madison.  Dr  Hetsko  is 
active  in  the  Wisconsin  Society  of 
Internal  Medicine,  serving  as  presi- 
dent from  1987  to  1988.  He  served  as 
chair  of  the  SMS  Task  Force  on  AIDS. 
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In  addition,  he  was  vice  speaker  of 
the  SMS  House  of  Delegates;  a 
member  of  the  Task  Force  on  RBRVS, 
Strategic  Planning  Committee,  and 
Task  Force  on  Physician  Discipline 
and  Review;  and  served  on  the  SMS 
Board  of  Directors  for  9 years  and 
was  chair  of  its  Finance  Committee. 
He  has  been  a member  of  the  Wis- 
consin delegation  to  the  AMA  since 
1983,  serving  as  alternate  delegate- 
and  is  currently  acting  chair  of  the 
delegation.  Dr  Hetsko  will  become  a 
delegate  to  the  AMA  in  calendar 
year  1995.  He  is  a past  chair  of  the 
Department  of  Medicine  at  St  Mary's 
Hospital  Medical  Center,  Madison, 
and  was  a member  of  its  Medical 
Staff  Executive  Committee.  He  is  cur- 
rently a member  of  the  Infection 
Control  and  Pharmacy  and  Thera- 
peutic committees,  as  well  as  a past 
member  of  its  Institutional  Review 
Board.  He  has  received  the  Presi- 
dential Award  from  the  Dane 
County  Medical  Society  and  the  SMS 
Meritorious  Service  Award.  Dr 
Hetsko  is  now  a trustee  of  the  Ameri- 
can Society  of  Internal  Medicine,  and 
is  a director  of  the  Commission  on 
Office  Laboratory  Accreditation. 

Jerry  M.  Ingalls,  MD 
Monroe 

Director,  District  2 
(1994-199 7) 


Stephen  D.  Hathway,  MD 


Wisconsin  Medical  Journal  • July  1994 


Dr  Ingalls,  is  the  medical  director  of 
The  Monroe  Clinic/ Hospital  and  di- 
rector of  the  Occupational  Medicine 
department.  He  graduated  from 
Duke  University,  Durham,  North 
Carolina,  completed  his  internship 
and  residency  at  Duke  University 
and  the  University  of  Oklahoma.  A 
past  president  of  the  Illinois  State 
Medical  Society  (1975),  he  presently 
serves  on  the  SMS  Commission  on 
Health  Care  Financing  and  Deliv- 
ery and  is  chairman  of  the  SMS  Task 
Force  on  Quality  Assessment  and 
Practice  Parameters. 

Ayaz  M.  Samadani,  MD 

Beaver  Dam 
Director,  District  2 
(1994-199 7) 

A family  physician,  Dr  Samadani 
received  his  medical  degree  in  Paki- 
stan. He  served  his  internship  at 
Henrotin  Hospitals  in  Chicago.  He 
spent  5 years  of  post  graduate  train- 
ing in  internal  medicine  and  pediat- 
rics in  London.  He  is  a fellow  of  the 
Royal  Society  of  Tropical  Medicine 
and  Hygiene  and  certified  in  child 
health  from  the  Royal  College  of 
Physicians  and  Surgeons  of  London. 
He  has  been  in  practice  in  Beaver 
Dam  since  1971,  and  is  chair  of  the 
pediatric  department  of  Beaver  Dam 
Community  Hospital.  He  has  served 
as  secretary  and  president  of  Dodge 


John  E.  Kraus,  MD 


County  Medical  Society  and  is  past- 
president  of  the  Wisconsin  chapter 
of  the  Association  of  Pakistani  Phy- 
sicians of  North  America.  He  is  a 
fellow  of  the  American  Academy  of 
Family  Physicians. 

Paul  A.  Wertsch,  MD 

Madison 

Director,  District  2 
(1994-199 7) 

Dr  Wertsch  graduated  from  the  Uni- 
versity of  Wisconsin  Medical  School 
in  1970.  He  completed  a rotating 
internship  at  St.  Paul  Ramsey  Hos- 
pital and  a family  practice  residency 
at  USPHS  Indian  Hospital  in  Gallup, 
N.M.  He  was  a co-founder  of  the 
Wildwood  Family  Clinic,  where  he 
has  been  practicing  since  1978.  Dr 
Wertsch  was  chair  of  the  Depart- 
ment of  Family  Practice,  St.  Mary's 
Hospital  Medical  Center  from  1983- 
1986  and  Chief  of  Staff  at  St.  Mary's 
from  1988-1990.  He  chaired  the 
Credentials  Committee  at  St.  Mary7  s 
from  1986-1988.  He  was  president 
of  the  Dane  County  Medical  Society 
in  1990-91.  He  was  an  alternate 
delegate  to  the  SMS  from  1986-1989 
and  a delegate  from  1989  to  the 
present.  Committee  experience 
includes  credentials,  pharmacy  and 
therapeutics,  utilization,  bio-ethics, 
integrated  quality  assurance,  bylaws. 
Continued  on  next  page 
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Continued  from  preceding  page 
medical  records,  and  executive. 

John  D.  Wegenke,  MD 

Madison 

Director,  District  2 
(1992-1995) 

Dr  Wegenke,  a urologist,  graduated 
from  the  University  of  Wisconsin 
Medica1  School  in  Madison.  He 
served  an  internship  at  San  Joaquin 
General  Hospital  in  Stockton,  Calif, 
and  internships  in  general  surgery 
and  urology  at  University  Hospital 
and  Clinics  in  Madison.  He  is  an 
editorial  associate  for  the  Wisconsin 
Medical  Journal,  and  has  served  the 
Dane  County  Medical  Society  in 
various  offices,  including  president. 

Andrew  B.  Crummy,  Jr,  MD 

Madison 

Director,  District  2 
(1993-1996) 

Dr  Crummy  is  a professor  of  radiol- 
ogy at  the  University  of  Wisconsin 
Hospital  and  Clinics.  A native  of 
New  Jersey,  Dr  Crummy  graduated 
from  Boston  University  Medical 
School  and  served  his  residency  at 
University  Hospital  and  Clinics  in 
Madison.  He  has  been  a member  of 
the  editorial  board  for  the  Wisconsin 
Medical  Journal  from  1985  to  1994. 


Charles  V.  Ihle,  MD 


Mark  H.  Andrew,  MD 

Viroqua 

Director,  District  3 
(1992-1995) 

Dr  Andrew,  a general  surgeon, 
graduated  from  the  University  of 
Wisconsin  Medical  School,  and 
served  his  internship  and  residency 
at  Southwestern  Michigan  Area 
Health  Education  Center  in  Kala- 
mazoo. He  was  chairman  of  the 
Y oung  Physicians  Section  of  SMS  in 
1991 . He  also  is  a member  of  the  SMS 
Physicians  Alliance  Commission,  the 
SMS  Ad  Hoc  Membership  Commit- 
tee, the  SMS  Nominating  Commit- 
tee and  is  the  current  president  of 
the  Vernon  County  Medical  Society. 

Jack  M.  Lockhart,  MD 

La  Crosse 
Director,  District  3 
(1992-1995) 

A specialist  in  rheumatology.  Dr 
Lockhart  graduated  from  Harvard 
Medical  School  and  served  an  in- 
ternship at  University  Hospitals  of 
Cleveland.  He  also  completed  fel- 
lowships at  the  University  of  Min- 
nesota Medical  School  in  Minneapo- 
lis. Dr  Lockhart  has  served  as  a dele- 
gate to  the  SMS  and  as  a member  of 
the  Nominating  Committee.  He  also 
served  on  the  SMS  Physicians  Alli- 
ance Commission  for  9 years  and  is 
a member  of  the  SMS  Finance  Com- 


Robert L.  Sellers,  MD 


mittee  and  the  Executive  Commit- 
tee of  the  La  Crosse  County  Medical 
Society.  He  is  also  a past-president 
of  the  La  Crosse  County  Medical 
Society. 

Robert  J.  Jaeger,  MD 

Stevens  Point 
Director,  District  4 
(1994-199 7) 

Dr  Jaeger  is  a specialist  in  obstetrics 
and  gynecology.  He  attended  the 
University  of  Wisconsin  Medical 
School  and  served  an  internship  and 
residency  at  Milwaukee  County 
General  Hospital.  Dr  Jaeger  is  an 
assistant  clinical  professor  in  the  De- 
partment of  Obstetrics  and  Gyne- 
cology at  the  Medical  College  of 
Wisconsin  and  serves  on  the  board 
of  directors  of  the  University  of 
Wisconsin  Medical  Alumni  Asso- 
ciation. He  has  served  on  the  SMS 
Board  of  Directors  since  1988  and  is 
currently  a member  of  the  SMS 
Commission  on  Maternal  and  Child 
Health  and  the  Maternal  Mortality 
Committee.  Dr  Jaeger  is  a member 
of  the  board  of  directors  for  the  Port- 
age County  Medical  Society  as  well 
as  an  alternate  delegate.  He  is  presi- 
dent of  the  Wisconsin  Society  of  OB/ 
GYN  and  also  chairman  of  the  Wis- 
consin Section  of  the  American  Col- 
lege of  Obstetrics  and  Gynecology. 
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William  E.  Raduege,  MD 
Woodruff 
Director,  District  4 
(1992-1995) 

William  E.  Raduege,  MD  has  served 
as  a board  member  since  1986.  He 
has  been  board  certified  as  a family 
practice  physician  since  1976  and 
has  been  practicing  medicine  in  the 
Lakeland  area  of  Minocqua- 
Woodruff  since  1973.  Dr  Raduege  is 
also  a prior  member  of  the  Commis- 
sion on  Mediation  and  Peer  Review 
from  1980-1989.  Additionally,  he  is 
the  current  delegate  to  the  State 
Medical  Society  from  the  Oneida- 
Vilas  County  Medical  Society.  Cur- 
rently, Dr  Raduege  is  an  assistant 
clinical  professor  with  the  Medical 
College  of  Wisconsin  and  serves  as  a 
Preceptor  with  the  University  of 
Wisconsin  Medical  School. 


James  L.  Basiliere,  MD 

Oshkosh 

Director,  District  5 
(1992-1995) 

Dr  Basiliere  was  first  elected  to  the 
Board  of  Directors  in  1986.  A board- 
certified  specialist  in  internal  medi- 
cine, Dr  Basiliere  graduated  from 
the  University  of  Wisconsin  Medi- 
cal School  in  Madison  and  served  an 
internship  and  a residency  at  the  San 
Diego  Naval  Hospital.  He  is  a past 
president  of  the  Winnebago  County 
Medical  Society,  past  president  of 
the  Fox  Valley  Academy  of  Medi- 
cine and  past  secretary  of  the 
Oshkosh  Area  Physicians  Associa- 
tion. Dr  Basiliere  has  been  a member 
of  the  Board  of  Directors  of  the 
Wisconsin  Medical  Alumni  Asso- 
ciation since  1988. 


Terry  L.  Hankey,  MD 

Waupaca 
Director,  District  5 
(1993-1996) 

Dr  Hankey  graduated  from  Wright 
State  University  and  Duke  Univer- 
sity Medical  College.  He  served  his 
residency  in  family  practice  in 
Madison.  He  has  been  in  practice  in 
Waupaca  for  18  years.  For  two  years, 
he  was  residency  director  at  the  UW 
Family  Practice  Residency  in  Wau- 
sau. He  is  past  president  of  the 
Wisconsin  Academy  of  Family 
Physicians  and  an  alternate  dele- 
gate to  the  AAFP.  He  is  a board 
member  of  the  Wisconsin  Institute 
of  Family  Medicine  and  a member 
of  the  AAFP  Committee  on  Health 
Education.  Dr  Hankey  was  chair- 
man of  the  WAFP  Task  Force  on 
Access  to  Care. 

Continued  on  next  page 


Apply  Traditional  Values  Full  Strength 

To  Your  Life  & Practice  — The  Right  Choice 
The  Monroe  Clinic,  Monroe,  WI 

Seldom  are  you  offered  the  opportunity  to  combine  both  a 
of  life  and  practice  with  so  much  to  offer.  At  The  Monroe 
it's  the  formula  you've  been  looking  for... here's  why: 

The  Monroe  Clinic  Offers  an  Outstanding 
Professional  Setting 

I A new  114,000  sq.  ft.  state-of-the-art  clinic  division  linked  by 
skywalk  to  the  hospital  division  and  its  leading-edge  technol- 
ogy • Seven  branch  clinics  • A diverse  business  and  medical 
support  staff  of  over  1,000  • Quick  access  to  peers  or  special- 
ists • Immediate  case  load,  no  buy-in  costs  or  distractions  of 
office  management  • Excellent  first  year  income  guarantee 

• Generous  benefits. 

Monroe,  Wisconsin  , a Superior  Quality  of  Life 

Relaxed  pace,  more  leisure  time  • Safe  environment 

• Excellent  schools  • Easy  access  to  University  of  WI  in 
Madison  • Lush,  rolling  hills  • A variety  of  cultural  and 
recreation  activities  • Two  hours  to  Milwaukee  or  Chicago 

• Family  oriented  community  of  10,000. 

We  currently  have  opportunities  for  BC/BE  Physicians  in  the 
following  specialty  areas:  FAMILY  PRACTICE,  INTERNAL 
MEDICINE,  OB/GYN,  CARDIO- 
LOGY (non-invasive),  PSYCHIATRY, 

GENERAL  SURGERY  and  ORTHO- 
PAEDIC SURGERY.  If  you  would 
like  to  know  more  about  why  medicine 
in  Monroe  is  the  right  choice,  call  or 
send  your  C.V.  to:  Physician  Staffing 
Specialist,  THE  MONROE  CLINIC, 

515  22nd  Ave.,  Monroe,  WI  53566. 

1-800-373-2564. 
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T A A Zp  The  Monroe  Clink 

A proud  taring  tradition 


Cl  ID^EDV  General  and/or 
DUKwEKI  Peripheral  Vascular 


Where  In 
The  Heck 
Is  Wausau, 
Wisconsin? 


Right  In 
The  Middle 
Of 

Everything! 


Finding  an  exceptional  practice  can  be 
more  time  consuming  than  paperwork. 
That’s  why  there’s  Wausau  Medical 
Center!  If you’reconcemed about  lifestyle, 
that’s  why  there’s  Wausau,  Wisconsin! 

Wausau  Medical  Center,  located  in  cen- 
tral Wisconsin,  is  a busy,  well-established 
multi-specialty  group  practice  of  66  physi- 
cians. Due  to  continued  growth,  we’re 
seeking  to  add  a BC/BE  General  and/or 
Peripheral  Vascular  Surgeon  to  our  staff. 
We  have  a fully  equipped  vascular  lab 
on-site. 


Here,  you’ll  enjoy  the  distinct  advantages 
that  Wausau  and  the  surrounding  area  of- 
fer. Such  as  all-season  recreation,  out- 
standing schools  (including  2 and  4-year 
college  campuses),  low-low  crime  rate, 
easy  access  to  major  urban  areas,  diverse 
economic  base,  and  much  more! 


It’s  good  to  be  In  the  middle!  For  more 
information  on  Wausau  Medical  Center 
and  our  area,  call,  or  send  C.V.  to:  James 
Lombardo,  M.S.,  Wausau  Medical  Cen- 
ter, 2727  Plaza  Dr.,  Wausau,  WI  54401. 
(715)  847-3232,  or,  1-800-847-0016. 


WAUSAU  MEDICAL  CENTER 
2727  Plaza  Drive,  Wausau,  WI  54401 
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Stephen  D.  Hathway,  MD 

Green  Bay 
Director,  District  6 
(1992-1995) 

A pathologist,  Dr  Hathway  gradu- 
ated from  the  Indiana  University 
School  of  Medicine  in  Indianapolis 
and  completed  an  internship  and 
residency  at  the  South  Bend  Medical 
Foundation  in  South  Bend,  Ind.  Dr 
Hathway  is  a member  of  the  SMS 
Finance  Committee.  Dr  Hathway 
was  a member  of  the  SMS  Health 
Care  Financing  and  Delivery  Com- 
mittee and  served  on  the  Committee 
on  Alcoholism  and  Other  Drug 
Abuse.  He  is  also  a past  president 
and  past  secretary  of  the  Brown 
County  Medical  Society. 

John  E.  Kraus,  MD 

Marinette 
Director,  District  6 
(1992-1995) 

Dr  Kraus  has  been  a member  of  the 
Board  of  Directors  since  1986.  A 
specialist  in  internal  medicine,  he 
graduated  from  the  University  of 
Buffalo  School  of  Medicine.  He 
served  an  internship  and  residency 
in  internal  medicine  at  the  Millard 
Fillmore  Hospital  in  Buffalo  and 
residencies  in  nephrology  at  Geor- 
getown University  Hospital  and  the 
Cleveland  Clinic. 

David  J.  Deubler,  MD 

Kiel 

Director,  District  6 
(1994-199 7) 

Dr  Deubler  received  his  medical 
degree  from  the  UW-Madison 
Medical  School,  and  completed  an 
internship  and  residency  in  family 
practice  at  UW  Affiliated  Hospitals- 
Wausau.  A board  certified  family 
practitioner,  he  joined  the  Sheboygan 
Clinic  in  1986  and  presently  prac- 
tices in  their  satellite  clinic  in  Kiel. 
He  is  a member  of  the  American 
Academy  of  Family  Practice  and  the 
Wisconsin  Academy  of  Family  Prac- 
tice. 


Lloyd  R.  Cotts,  MD 

Rice  Lake 
Director,  District  7 
(1992-1995) 

Dr  Cotts  is  a retired  primary  care 
physician.  He  graduated  from  the 
University  of  Wisconsin  Medical 
School  and  served  his  internship  at 
St.  Joseph's  Hospital,  Marshfield.  Dr 
Cotts  served  on  the  SMS  Commis- 
sion on  Mediation  and  Peer  Review 
and  also  served  on  the  WIPRO  Board. 
He  is  a past  president  of  the  Barron- 
Washburn-Burnett  County  Medical 
Society. 

Charles  V.  Ihle,  MD 

Eau  Claire 
Director,  District  7 
(1994-199 7) 

Dr  Ihle  graduated  from  the  UW- 
Madison  Medical  School  in  1965.  He 
interned  at  St.  Mary's  Hospital  in 


San  Francisco,  and  completed  his 
residency  in  orthopedics  at  Univer- 
sity Hospitals,  Madison.  He  served 
in  the  US  Navy  from  1970-1973,  as 
Chief  of  Orthopedics  at  the  US  Naval 
Hospital  in  Taipei,  Taiwan.  Dr  Ihle 
has  been  practicing  at  the  Ihle  Ortho- 
pedic Clinic  since  July  1973.  He  is  a 
member  of  the  Commission  on 
Health  Care  Financing  and  Deliv- 
ery. 

Robert  L.  Sellers,  MD 

Superior 

Director,  District  8 
(1993-1996) 

Dr  Sellers  graduated  from  the  Uni- 
versity of  Illinois  School  of  Medi- 
cine and  is  in  family  practice.  He  is  a 
member  of  the  SMS  Finance  and 
Executive  committees.  In  addition. 
Dr  Sellers  is  a past  president  of  the 
Douglas  County  Medical  Society. ❖ 


She  never  lost 
her  mother’s  touch. 


A serious  accident.  A serious  loss.  But  with  help 
from  Easter  Seals  this  child  will  only  feel  his 
mother’s  love,  his  mother’s  tenderness.  Support 
Easter  Seals.  Give  the  power  to  overcome. 
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...a  promise  to 
defend ... 


HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 


WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1 899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

/2rl  uvv\ 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 


professional  Protection  Exclusively  since  1839 


A+  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  and  Poor’s 
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SMS  resource  directory 

Timely,  accurate  information  is  essential  in  our  complex,  rapidly  changing  medical  environment.  Information — 
when  you  need  it — on  scientific  issues,  legislative  issues,  and  socioeconomic  issues  is  available  from  the  SMS 
headquarters  in  Madison. 

This  SMS  resource  directory  is  provided  as  a brief  reference  guide  to  assist  you  in  locating  the  resource  person  on 
the  SMS  staff  who  is  best  able  to  answer  your  questions  on  a wide  variety  of  topics. 

Simply  call  1-800-362-9080  or  (608)  257-6781  for  immediate  access  to  this  valuable  membership  resource. 


A 

Accounting Jim  Esselman 

Accreditation  (CME) Kristin  Krueger/ 

Lisa  Lawry 

Acquired  Immune  Deficiency 

Syndrome  (AIDS)  Don  Lord 

Addictive  Diseases,  Commission  on  

Peter  Alles/ Karen  Baier 

Administrative  rules Colleen  Wilson 

Advance  medical  directives Sally  Wencel/ 

Colleen  Wilson 

Advertising,  Wisconsin  Medical  Journal 

Lynne  Bjorgo 

AIDS,  Task  Force  on  Don  Lord/ Lisa  Lawry 

Alliance,  SMS Maria  Van  Cleve/ Karen  Butler 

Allied  health  professionals Sally  Wencel 

Alternative  delivery  systems Sally  Wencel/ 

Kevin  Wymore 

AMA  Delegation  Tom  Adams/ 

Margaret  Wiersum 

Americans  with  Disabilities  Act  Sally  Wencel 

AMPAC Mike  Kirby 

Annual  meeting Kristin  Krueger 

Antitrust  Mark  Adams 


B 

Beaumont  500  Club 

Bequests  

Board  of  Directors 

Bylaws:  CMS,  hospital  medical 
staff 


Julie  Hein 

Julie  Hein 

Tom  Adams/ 

Margaret  Wiersum 

Sally  Wencel 


c 

Candidate  interviews  Field  representatives 

Capital  expenditure  review  (CER)  

Kathy  Andersen 

Capitol  Update Mike  Kirby 

Chiropractic  Colleen  Wilson 

Charitable,  Educational  & Scientific 

Foundation  (CESF)  Julie  Hein 

Claim  forms  (HCFA) Bill  Guerten 

Clinical  Laboratory  Improvement 

Act  (CLIA  7E88)  ....  Sally  Wencel/Tamara  Larson 


CME,  accreditation  Kristin  Krueger/ 

Lisa  Lawry 

Coding Jan  Rasmussen 

Confidentiality  Sally  Wencel/ Sonia  Porter 

Commissions,  appointments  and 

reappointments  Don  Lord 

Communications  Russell  King/ 

Shari  Hamilton 

Complaints  about  medical  care  Sonia  Porter/ 

Anne  Bicha 

Milwaukee  office  handling  Mary  Thompson 

Computers Doug  Turecek 

Congress  Mike  Kirby 

Consent  and  related  issues Sally  Wencel 

Continuing  Medical  Education, 

Commission  on  Kristin  Krueger/ 

Lisa  Lawry 

Copy  center  and  printshop Dave  Conner 

Cost  containment Kevin  Wymore 


County  medical  society  outreach 

Field  representatives 


D 

Data  analysis Peter  Alles 

Desktop  publishing  Vicki  Meyer 

Domestic  violence  

Shari  Hamilton/ Lynn  Sherman 


E 

Economic  credentialing Sally  Wencel/ 

Anne  Bicha 

Elderly  care Lynn  Sherman 

Elderly  drivers  Lynn  Sherman 

Emergency  medical  services 

(EMS) Lynn  Sherman 

Endorsed  programs Noreen  Krueger/ 

Lee  Johnson 

Environmental  and  Occupational 

Health  Committee Lynn  Sherman/ 

Karen  Baier 

Ethical  opinions  Sally  Wencel 

Ethics  and  medicine Peter  Alles 

Executive  Committee Tom  Adams/ 

Margaret  Wiersum 
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Facilities  manager  Don  Temby 

Farm  safety Lynn  Sherman 

Federal  legislation Mike  Kirby 

Federal  Register  review  All  policy  analysts 

Fifty-Year  Club  Lisa  Lawry 

Field  representatives Jim  Floegemeier 

Cheryl  McCollum 
Maureen  O'Brien 
Steve  Whittow 

Finance  Committee Jim  Esselman/ 

Sally  Frankey 

Fort  Crawford-Museum  of  Medical 

Progress  Julie  Hein 

Fraud  and  abuse— safe  harbors,  physician 

self-referral  Sally  Wencel/  Anne  Bicha 

Friends  of  Academic  Medicine 

(FOAM)  Mike  Kirby 

Focus  Maria  Van  Cleve 


Gambling  addiction Peter  Alles 

Geriatric  Health,  Commission  on  

Lynn  Sherman/ Merry  Earll 

Golf  Classic  (CESF)  Julie  Hein 

Governmental  Affairs,  Commission  on  

Mike  Kirby/ Judy  Frey 

Grant  information Jane  Anderson 

Group  practice Kevin  Wymore 

Group  Practice  Section Don  Lord 

Gun  violence  and  safety Lynn  Sherman 


H 

HCFA  (claim)  forms  sales  Bill  Guerten 

Health  care  costs  Kevin  Wymore 

Health  care  data Peter  Alles/Sally  Wencel 

Health  care  economics  Kevin  Wymore 

Health  Care  Financing  and  Delivery, 

Commission  on Kevin  Wymore/ 

Merry  Earll 

Health  Care  Information, 

Office  of  (OHCI)  Peter  Alles 

Health  care  rationing Kevin  Wymore 

Health  care  reform Colleen  Wilson 

Health  care  use Policy  analysts 

Health  insurance  Policy  analysts 

Health  law  Mark  Adams/Sally  Wencel 

Health  maintenance  organizations  (HMOs)  

Kevin  Wymore/  Anne  Bicha 

Health  manpower  Anne  Bicha 

Health  professional  shortage  areas 

(HPSAs)  Anne  Bicha 

Hepatitis  B vaccinations Kevin  Wymore 

Home  health  care Lynn  Sherman 

Hospice  care Lynn  Sherman 


Hospitals— regulation,  accreditation 


Sally  Wencel 

Hospital  Medical  Staff  Section Peter  Alles 

Hospital  privileges Sally  Wencel 

House  of  Delegates  Tom  Adams 

Human  immunodeficiency  virus  (HIV) 

Don  Lord 

Human  resources Barb  Kopenski/ 

Bill  Knollenberg 


I 

Impaired  physicians  Sonia  Porter/ 

John  LaBissoniere 

Individual  practice  associations 

(IPAs)  Sally  Wencel/Kevin Wymore 

Individual  rights — professional/ practice 

privacy  Sally  Wencel 

Information  systems  Doug  Turecek 

Injury  Prevention  and  Control, 

Commission  on  Lynn  Sherman/ 

Karen  Baier 

Insurance  law  Sally  Wencel 

Insurance,  Office  of  the  Commissioner  of  

Peter  Alles 

Insurance  plans  see  SMS  Insurance  Services 


Integrated  delivery  services Kevin  Wymore 

International  Medical  Graduates  Section 

Peter  Alles 

Interprofessional  code Mark  Adams 


J 

Joint  Commission  on  Accreditation 

of  Health  Care  Organizations  Sally  Wencel/ 

Anne  Bicha 


K 

Key  contact  system  Mike  Kirby 

L 

Label  requests  and  sales  Joyce  Pease/ 

Jim  Sartori 

Lakedge  Printing  Dave  Conner 


Lakeside  Administrators,  Inc.  (LAI)  

Jeanette  Edwards/ Joe  Hinkes 

Lakeside  Association  Services,  Inc.  (LASI) 

Mike  Eaton 

Legal  counsel  Mark  Adams/Sally  Wencel 


Legislation Mike  Kirby 

Kathy  Andersen 
Colleen  Wilson 

Legislative  Directory  Karen  Butler 

Legislative  issues  booklet Mike  Kirby 

Liability  insurance  regulations  Mark  Adams/ 

Anne  Bicha 


Continued  on  next  page 
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Licensure Sally  Wencel/ Colleen  Wilson 

Life  endowment Julie  Hein 

Living  wills Sally  Wencel/ Colleen  Wilson 

Lobbying Mike  Kirby 

Kathy  Andersen 
Colleen  Wilson 


M 

Mailroom  Dave  Conner 

Managed  care Mark  Adams/ 

Kevin  Wymore/  Anne  Bicha 

Maternal  and  Child  Health,  Commission  on 

Kevin  Wymore/Karen  Baier 

Media  relations  Shari  Hamilton/ Russell  King 

Mediation  and  Peer  Review,  Commission  on 

Anne  Bicha/ Sonia  Porter 
Mediation  panels Mark  Adams/  Anne  Bicha 


Medicaid  (Title  19) Kevin  Wymore 

Medicaid  and  Medicare  audits  Sally  Wencel 


Medicaid  Medical  Audit  Committee  

John  LaBissoniere/ Sonia  Porter 
Medical  Assistance  Technical  Advisory 

Committee Kevin  Wymore/ Merry  Earll 

Medical  Business  Specialist 

Certificate  Program  Karen  Garrett 

Medical  Examining  Board 

(MEB)  Colleen  Wilson 

Medical  liability Mark  Adams/ Anne  Bicha 

Medical  Liability  and  Risk  Management, 

Commission  on  Anne  Bicha/ Karen  Baier 

Medical  outcomes  research  project 

Sally  Wencel/ Peter  Alles 

Medical  records  Sally  Wencel/Sonia  Porter 

Medical  residents Anne  Rittman 

Medical  service  organizations Kevin  Wymore/ 

Sally  Wencel 

Medical  Student  Section Anne  Rittman 

Medical  Times  Shari  Hamilton/Russell  King 

Medicare  (Title  18) Anne  Bicha/ Tamara  Larson 

Medicare  coding  Tamara  Larson 

Medicine  and  Ethics,  Commission  on 

Peter  Alles/Merry  Earll 

Medigram Shari  Hamilton/ Russell  King 

Meeting  planning Kristin  Krueger 

Membership Anne  Rittman 

Joyce  Pease 
Michelle  Kniess 

Milwaukee  office  Mary  Thompson 

Memorial  giving  program  (CESF) Julie  Hein 

Mini  internship  program  Field  representatives 

MinnesotaCare Mark  Adams 

Museum,  Fort  Crawford  Medical Julie  Hein 


N 

National  Practitioner  Data  Bank  

Sally  Wencel/  Anne  Bicha 

Nominating  Committee  Margaret  Wiersum 

Nursing  homes Lynn  Sherman 

O 

Occupational  health Lynn  Sherman 

Occupational  Safety  and  Health  Act  (OSHA) 

Blood-borne  Pathogen  Standards 

Lynn  Sherman/Sally  Wencel 

Occupational  Health  Guide  Julie  Hein 

Office  of  Health  Care  Information  (OHCI)  


Peter  Alles 

Officers  Tom  Adams 

Optometry Colleen  Wilson 

Organ  transplants  Peter  Alles 

Outcomes  management  Sally  Wencel/ 

Peter  Alles 


P 

PartnerCare Tamara  Larson 

Patients  Compensation  Fund  (PCF)  

Mark  Adams/  Anne  Bicha 

Peer  review Anne  Bicha/ Sally  Wencel 

Peer  Review  Organization,  Wisconsin 

(WIPRO) Anne  Bicha/ Sally  Wencel 

Pharmacy  Colleen  Wilson 

Physician  Health  Program,  Statewide  

John  LaBissonaire/Sonia  Porter 

Physician  hospital  organization  (PHO)  

Mark  Adams/ Peter  Alles 


Physician  income  statistics Mark  Adams/ 

Anne  Rittman 

Physician  manpower Anne  Bicha 

Physician  organizations  (PO) Mark  Adams/ 

Peter  Alles 

Physician  profiling Sally  Wencel 

Physician  support  program  Anne  Bicha/ 

Karen  Baier 


Physicians  for  Better  Government 

(PFBG) Mike  Kirby/ Bruce  Hesse 

Physician's  Guide  to  Wisconsin  Health  Law 


Sally  Wencel 

Orders Lynne  Bjorgo 

Physician  statistics — general  Anne  Rittman 

Political  action  Mike  Kirby 

Policy  compendium Maria  Van  Cleve 

Pooled  income  fund Julie  Hein 

Power  of  attorney  for  health  care  

Sally  Wencel/ Colleen  Wilson 

Practice  management  Karen  Garrett 

Practice  parameters Peter  Alles 


Preferred  provider  organizations  (PPOs) 

Kevin  Wymore 
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Primary  Care  Consortium  Lynn  Sherman 

Printshop  and  copy  center Dave  Conner 

Professional  review  organizations  (PROs)  

Sally  Wencel 

Public  health Policy  analysts 

Public  Information,  Commission  on 

Russell  King/ Lynne  Bjorgo 
Public  relations  Russell  King 

Q 

Quality  Assessment/ Practice  Parameters, 

Task  Force  on Sally  Wencel 

Quality  Compliance,  Bureau  of Lynn  Sherman 

Quality  of  care  reviews Anne  Bicha 

R 

Regulation  & Licensing,  Department 

of  (DRL)  Colleen  Wilson 

Resident  Section Anne  Rittman 

Resource  Based  Relative  Value 

Scale  (RBRVS)  Tamara  Larson/  Anne  Bicha 

Risk-adjusted  data  analysis  Peter  Alles 


Risk  management  Mark  Adams/  Anne  Bicha 

Rural  health  Anne  Bicha/Mike  Kirby 


s 

Safe  transportation Lynn  Sherman 

School  health Kevin  Wymore 

Scope  of  practice Colleen  Wilson/ 

Sally  Wencel 

Scholarship  program  (CESF)  Jane  Anderson 

Scientific  Medical  Education  Program  

Kristin  Krueger/ Lisa  Lawry 

Seminars  program Karen  Garrett 

Senior  Physicians,  Wisconsin 

Association  of Julie  Hein 

Small  Employer  Insurance  Board  ..  Colleen  Wilson 

SMS  Holdings Lee  Johnson 

SMS  Insurance  Services,  Inc Mike  Dolan 

Speakers  bureau Steve  Whittow 

Specialty  sections  and  societies  ....  Michelle  Kniess 

Speech  writing  (officers) Russell  King/ 

Shari  Hamilton 


Continued  on  next  page 
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RUN  A SPECIAL 
PRACTICE. 


Today’s  Air  Force 
has  special  opportuni- 
ties for  qualified  physicians 
and  physician  specialists.  Includ- 
ing the  ability  to  pursue  medical 
excellence  without  the  overhead  of 
a private  practice.  Talk  to  an  Air 
Force  medical  program  manager 
about  the  quality  lifestyle,  quality 
benefits  and  30  days  of  vacation 
with  pay  per  year  that  are  part  of  a 
medical  career  with  the  Air  Force. 
Discover  how  special  an  Air  Force 
practice  can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1 -800-423-USAF 


CRAWFORD 
MEDICAL  MUSEUM 


This  reconstructed  military  hospital  at 
Fort  Crawford  is  a national  historic  landmark 
set  in  the  Mississippi  River  Valley. 

Open  Wed.  - Sun.,  May  1 through  October  31 
10  a.m.  to  5 p.m. 

Family  Rate  $6.00  - Adults  $2.50 
Tour  Groups  $2.00  - Children  $1.00 
Novelty  Gift  Items 

717  South  Beaumont  Road 
Prairie  du  Chien,  WI  53821 
1-800-545-0634 

V / 
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Strategic  plan Tom  Adams 

Student  loan  program  (CESF)  Jane  Anderson 

T 

Terminal  care Lynn  Sherman 

Third-party  payors  Mark  Adams/ 

Kevin  Wymore 

Tobacco  and  health  Lynn  Sherman 

Tobacco  Free  Wisconsin  Coalition  

Lynn  Sherman/ Kathy  Anderson/Shari  Hamilton 
Tort  reform Mark  Adams/  Anne  Bicha 

U 

Usual,  customary  and  reasonable  fees 

(UCR)  Anne  Bicha/ Kevin  Wymore 

Utilization  review  Sally  Wencel 

w 

WHCLIP/PCF  Board  of  Governors  

Mark  Adams 


WIPRO Anne  Bicha 

Wisconsin  Administrative  Code  ....  Colleen  Wilson 

Wisconsin  Medical  Journal Russell  King/ 

Shari  Hamilton 

Wisconsin  Medical  Outcomes  Research 

Network  (WMORN) Sally  Wencel 

Wisconsin  Health  Care  Liability 

Insurance  Plan  (WHCLIP)  Mark  Adams 

WISP  AC Mike  Kirby/ Bruce  Hesse 

WNA-SMS  Liaison,  Commission  on 

Peter  Alles/  Karen  Baier 

Worker's  Compensation  Mark  Adams/ 

Mike  Kirby/ Lynn  Sherman 

Workshop  on  Health Maria  Van  Cleve 

WPS  Medicare  Tamara  Larson/  Anne  Bicha 

Y 

Young  Physicians  Section  (YPS)  Anne  Rittman 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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SMS  commissions  and  task  forces:  1994-1995 


The  following  is  a list  of  SMS  commissions  and 
task  forces,  and  their  members  for  1994-95. 
The  original  year  of  each  member's  appointment,  as 
well  as  the  expiration  of  his  or  her  term,  at  the  annual 
meeting  of  the  year  designated  appears  with  each 
member's  name.  Chairs  of  commissions  are  ap- 
pointed for  1-year  terms  by  the  Board  of  Directors. 
Vice  chairs  are  elected  at  the  first  meeting  of  each 
commission  following  the  annual  meeting.  This 
issue  of  the  WMJ  is  prepared  prior  to  most  of  these 
elections;  therefore,  some  commissions  will  not  in- 
clude these  designations. 

Commissions 

Addictive  Diseases 

This  commission  shall  be  concerned  with  the  pre- 
vention, treatment,  and  rehabilitation  for  persons 
affected  by  addictive  disorders,  with  an  emphasis  on 
alcohol  and  other  types  of  drug  abuse. 

Randall  J.  Kieser,  MD,  Madison,  1992/1992-1995, 
vice  chair 

George  Locher,  MD,  Wausau,  1993/1993-1995 
Thomas  H.  Peterson,  MD,  Wausau,  1989/1992-1995 
Anne  M.  G.  Schierl,  MD,  Stevens  Point,  1989/ 
1992-1995 

Leonard  W.  Worman,  MD,  Milwaukee,  1993/ 
1993-1995 

Michael  G.  Deeken,  MD,  Wauwatosa,  1990/ 
1993-1996 

Fred  H.  Koenecke,  Jr,  MD,  Madison,  1990/ 
1993-1996,  chair 

Michael  M.  Miller,  MD,  Madison,  1990/1993-1996 
Sheila  W.  Sorkin,  MD,  Sheboygan,  1993/1993-1996 
Barbara  L.  Calhoun,  MD,  Madison,  1994/1994-1997 
John  R.  Gladieux,  MD,  Milwaukee,  1988/1994-1997 
David  R.  Hendricks,  MD,  Madison,  1994/1994-1997 
Brian  E.  Lochen,  MD,  Madison,  1991/1994-1997 
Edward  O.  Lukasek,  MD,  Sparta,  1986/1994-199 7 
Jeffrey  Collins,  medical  student,  UW 
Jane  Campbell,  Neenah,  Alliance 
Irene  Thearle,  Neenah,  Alliance 

Staff  support:  Pete  Alles/ Karen  Baier 

Continuing  Medical  Education 
This  commission  shall  consist  of  up  to  20  appointed 
members  and  the  deans  of  the  two  medical  schools  in 
Wisconsin,  or  their  designees,  with  vote.  It  shall  be 
responsible  for  all  matters  relating  to  the  whole 


Patricia  Stuff,  MD,  casts  her  vote  during  the  1994  House 
of  Delegates. 


continuum  of  medical  education,  i.e.,  medical  school 
and  residency  training  as  well  as  lifetime  medical 
learning  (continuing  medical  education).  In  addi- 
tion, it  shall  be  responsible  for  liaison  with  the  medi- 
cal schools  in  Wisconsin,  their  students,  residents, 
fellows  and  departments  of  continuing  medical 
education;  liaison  with  specialty  societies  in  the 
achievement  of  these  goals;  liaison  with  the  Com- 
mission on  Mediation  and  Peer  Review  and  the  Ad 
Hoc  Committee  on  Health  Planning  for  purposes  of 
implementing  continuing  medical  education  pro- 
grams related  to  responsibilities  and  activities  of 
these  two  groups;  and  ongoing  scientific  programs 
of  the  State  Medical  Society.  It  shall  be  responsible 
for  accreditation  of  continuing  medical  education  in 
hospitals  and  other  institutions  or  organizations 
within  the  state,  but  shall  not  be  responsible  for 
accreditation  of  continuing  medical  education  within 
the  state's  medical  schools. 

Edward  F.  Banaszak,  MD,  Milwaukee,  1992/ 
1992-1995 

Vernon  N.  Dodson,  MD,  Madison,  1992/1992-1995 
Warren  J.  Holtey,  MD,  Marshfield,  1990/1992-1995 
Kesavan  Kutty,  MD,  Milwaukee,  1993/1993-1995 
L.  Cass  Terry,  MD,  Ph.D.,  Milwaukee,  1990/ 
1992-1995 

John  W.  Beasley,  MD,  Madison,  1988/1993-1996 
Richard  P.  Day,  MD,  Madison,  1993/1993-1996 
Paul  R.  Glunz,  MD,  Hubertus,  1993/1993-1996 
James  M.  Lewis,  MD,  Baraboo,  1991/1993-1996 
George  Nemec,  Jr,  MD,  Woodruff,  1987/1993-1996 

Continued  on  next  page 
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Walter  J.  Vallejo,  MD,  La  Crosse,  1988/1993-1996 
Edward  Zupanc,  MD,  Monroe,  1986/1993-1996 
Harold  G.  Danford,  MD,  Appleton,  1991/1994-199 7 
Charles  E.  Fenlon,  MD,  Appleton,  1988/1994-1997 
Thomas  C.  Gabert,  MD,  Woodruff,  1994/1994-1997 
Thomas  J.  Grau,  MD,  La  Crosse,  1991/1994-1997 
Charles  E.  Holmburg,  MD,  Menomonee  Falls,  1994/ 
1994-1997 

Elizabeth  T.  Sanfelippo,  MD,  Fond  du  Lac,  1990/ 
1994-1997 

Dianne  L.  Zwicke,  MD,  Milwaukee,  1987 / 1994-1997, 
chair 

Medical  School  Deans'  designees: 

Thomas  C.  Meyer,  MD,  UW-Madison 
Timothy  J.  Van  Susteren,  Ph.D.,  Medical  College 
of  Wisconsin 

Staff  support:  Kristin  Krueger/ Lisa  Lawry 

Environmental  and  Occupational  Health 

This  commission  shall  be  concerned  with  the  health 
and  safety  of  persons  in  relation  to  their  environment 
and  occupation. 

Henry  A.  Anderson,  MD,  Madison,  1992/1992-1995 
James  L.  Basiliere,  MD,  Oshkosh,  1989/1992-1995 
Jane  K.  Sliwinski,  MD,  Green  Bay,  1990/1992-1995 
Sridhar  V.  Vasudevan,  MD,  Brookfield,  1989/ 

1992- 1995 

Carl  Zen z,  MD,  West  Allis,  1986/1992-1995 
Tuenis  D.  Zondag,  MD,  Eau  Claire,  1994/1994-1995 
John  T.  Bolger,  MD,  Waukesha,  1990/1993-1996 
Larry  A.  Lindesmith,  MD,  La  Crosse,  1993/ 

1993- 1996 

Donald  B.  Lindorfer,  MD,  Waukesha,  1993/ 
1993-1996 

Thomas  T.  Midthun,  MD,  Baraboo,  1993/1993-1996 
J.  Steven  Moore,  MD,  Milwaukee,  1985/1993-1996 
Marvin  G.  Parker,  MD,  Racine,  1994/1994-1996 
David  L.  Drury,  MD,  Racine,  1994/1994-1997 
Michael  J.  Goldstein,  MD,  Madison,  1994/1994-1997 
Julie  N.  Larsen,  MD,  Ocononiowoc,  1992/1994-199 7, 
vice  chair 

Mark  C.  Moore,  MD,  Madison,  1994/1994-1997 
John  J.  Ouellette,  MD,  Madison,  1991/1994-1997 
Mark  A.  Roberts,  MD,  Milwaukee,  1991/1994-1997, 
chair 

Susan  M.  Abell,  Kenosha,  WMGMA  representative 
Gwen  McIntosh,  medical  student,  UW 
Betty  Kuplic,  Sheboygan,  Alliance 

Staff  support:  Lynn  Sherman/ Karen  Baier 


Geriatric  Health 

This  commission  shall  be  concerned  with  geriatric 
health  care  issues  and  services,  the  process  of  aging, 
and  the  means  to  achieve  the  best  possible  health 
status  and  care  for  the  aged.  This  shall  include  serv- 
ices provided  in  nursing  facilities  and  in  the  home. 

Joseph  N.  Blustein,  MD,  Madison,  1992/1992-1995, 
vice  chair 

Bruce  A.  Kraus,  MD,  Columbus,  1990/1992-1995 
Gary  J.  Leo,  DO,  Milwaukee,  1993/1993-1995 
Michael  G.  O'Mara,  MD,  Oconomowoc,  1994/ 

1994-1995 

George  Mathai,  MD,  Elm  Grove,  1994/1994-1996 
Edwin  G.  May,  MD,  Stevens  Point,  1993/1993-1996 
Mark  A.  Sager,  MD,  Madison,  1990/1993-1996 
Thomas  H.  Williams,  MD,  Mukwonago,  1987/ 

1993- 1996 

Richard  S.  Kane,  MD,  Milwaukee,  1989/1994-199 7, 
chair 

Edward  O.  Lukasek,  MD,  Sparta,  1988/1994-1997 
Thomas  M.  Naughton,  MD,  New  Berlin,  1994/ 

1994- 1997 

Scott  S.  Erickson,  MD,  Marshfield,  1994/1994-1997 
Sarah  de  Grood,  medical  student,  UW 
Sandra  Kontra,  Racine,  Alliance 

Staff  support:  Lynn  Sherman/Merry  Earll 

Governmental  Affairs 

This  commission  shall  plan,  organize,  and  imple- 
ment programs  to  protect  and  preserve  the  legisla- 
tive, socioeconomic,  and  political  interests  of  the 
members  of  the  State  Medical  Society  of  Wisconsin. 
The  commission  shall  analyze  state  and  federal  leg- 
islation and  administrative  rules  and  policies,  and 
recommend  to  the  Board  of  Directors  specific  actions 
and  positions  designed  to  carry  out  this  responsibil- 
ity. The  commission  shall  also  inform  the  member- 
ship of  the  Society  regarding  proposed  legislation 
and  other  public  policy  initiatives,  seek  the  enact- 
ment of  legislation  for  the  best  interests  of  the  public, 
scientific  medicine,  and  the  medical  profession,  and 
promote  and  encourage  Society  members  to  be  po- 
litically active  individually  and  collectively.  This 
commission  shall  act  to  protect  the  socioeconomic 
interests  of  the  Society  membership  in  public  and 
private  health  care  delivery  systems  and  recom- 
mend to  the  Board  of  Directors  specific  strategies  and 
efforts  to  achieve  this  purpose.  This  commission  shall 
consist  of  members  appointed  by  the  Board  of  Direc- 
tors in  a number  deemed  sufficient  to  execute  the 
responsibilities  delegated  to  the  commission.  Mem- 
bership on  the  commission  shall  also  include  a repre- 
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sentative  from  each  of  the  specialty  sections  of  the 
Society,  subject  to  approval  by  the  Board  of  Direc- 
tors. These  representatives  shall  be  appointed  by  the 
sections  annually,  and  shall  have  the  right  to  vote  on 
all  matters  before  the  commission.  The  President, 
President-elect,  Immediate  Past  President,  and 
Chairman  of  the  Board  of  the  Society  shall  serve  as  ex 
officio  members  of  the  commission  with  vote. 

Gary  L.  Bryant,  MD,  La  Crosse,  1993/1993-1995 
Carl  S.  Eisenberg,  MD,  Milwaukee,  1984/1992-1995, 
chair 

Raymond  R.  Johnson,  MD,  Wauwatosa,  1993/ 
1993-1995 

Michael  J.  Kryda,  MD,  Marshfield,  1989/1992-1995 
Larry  M.  Ojeda,  MD,  Beloit,  1989/1992-1995 
Michael  P.  Mehr,  MD,  Marshfield,  1985/1992-1995 
Bernard  F.  Micke,  MD,  Madison,  1986/1992-1995 
Joseph  E.  Trader,  MD,  Manitowoc,  1989/1992-1995 
Mark  H.  Andrew,  MD,  Viroqua,  1990/1993-1996 
Steven  K.  Dankle,  MD,  Milwaukee,  1990/1993-1996 
Vernon  N.  Dodson,  MD,  Madison,  1985/1993-1996 
James  W.  Hoftiezer,  MD,  Two  Rivers,  1993/ 
1993-1996 

Ronald  R.  Martins,  MD,  Elm  Grove,  1994/1994-1996 
Timothy  G.  McAvoy,  MD,  Waukesha,  1987/ 

1993- 1996 

Robert  M.  Stern,  MD,  Milwaukee,  1990/1993-1996 
DeLore  Williams,  MD,  Elm  Grove,  1985/1993-1996 
Gregory  B.  Buck,  MD,  Wauwatosa,  1990/1994-1997 
James  Embrescia,  MD,  Madison,  1994/1994-1997 
Bruce  A.  Kraus,  MD,  Columbus,  1988/1994-1997 
John  F.  Pope,  MD,  Wauwatosa,  1994/1994-1997 
Patrick  L.  Remington,  MD,  Madison,  1993/ 

1994- 1997 

Thomas  Slota,  MD,  Milwaukee,  1992/1994-1997 
Sridhar  V.  Vasudevan,  MD,  Brookfield,  1994/ 
1994-1997 

Sheldon  A.  Wasserman,  MD,  Milwaukee,  1992/ 
1994-1997 

Alice  Soule,  Madison,  WMGMA  representative 
Jeri  Cushman,  Racine,  Alliance 

President:  Richard  G.  Roberts,  MD,  Madison 
President-elect:  Marcia  J.S.  Richards,  MD, 
Milwaukee 

Immediate  Past  President:  Pauline  M.  Jackson,  MD, 
La  Crosse 

Chair  of  the  Board:  Richard  H.  Ulmer,  MD,  Marshfield 

Section  representatives 

Allergy  Section:  Donald  A.  Bukstein,  MD,  Madison 
Anesthesiology  Section:  John  F.  Kreul,  MD,  Madison 
Cardiology  Section:  Michael  P.  Cinquegrani,  MD, 
Milwaukee 


Dermatology  Section:  Eric  R.  Berg,  MD,  Madison 

Emergency  Medicine  Section:  Thomas  J.  Luetzow, 
MD,  Larsen 

Family  Physicians  Section:  Calvin  S.  Bruce,  MD, 
Madison 

Internal  Medicine  Section:  Susan  L.  Turney,  MD, 
Marshfield 

Neurology  Section:  Gamber  F.  Tegtmeyer,  Jr,  MD, 
Madison 

Neurosurgery  Section:  Mohammed  Rafiullah,  MD, 
Racine 

Obstetrics-Gynecology  Section:  Robert  K.  DeMott, 
MD,  Green  Bay 

Ophthalmology  Section:  Jack  L.  Hughes,  MD, 
Wauwatosa 

Orthopaedic  Section:  Robert  O.  Buss,  MD,  Brookfield 

Otolaryngology  Section:  Ashley  G.  Anderson,  Jr, 
MD,  Madison 

Pathology  Section:  Roland  C.  Brown,  MD, 

West  Bend 

Pediatrics  Section:  Kathryn  P.  Nichol,  MD, 
Milwaukee 

Physical  Medicine  and  Rehabilitation  Section:  Keith 
B.  Sperling,  MD,  Madison 

Plastic  Surgery:  Benjamin  A.  VanRaalte,  MD, 
Waukesha 

Preventive  Medicine:  Jane  K.  Sliwinski,  MD, 

Green  Bay 

Continued  on  next  page 
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Psychiatry:  Robert  F.  Goerke,  MD,  Milwaukee 
Radiation  Oncology  Section:  Howard  J.  Lewis,  MD, 
Milwaukee 

Radiology:  Timothy  T.  Flaherty,  MD,  Neenah 
Surgery  Section:  James  A.  Avery,  MD,  Fond  du  Lac 
Rob  Nandalur,  medical  student,  UW 

(Other  Section  Representatives  to  be  appointed) 

Staff  support:  Mike  Kirby/ Judy  Frey 

Health  Care  Financing  and  Delivery 

This  commission  shall  be  concerned  with  all  aspects 
of  health  care  financing  and  delivery  systems,  in- 
cluding managed  health  care  plans,  and  shall  pro- 
mote an  ongoing  dialogue  on  these  issues  with  busi- 
ness, industry,  labor  and,  when  appropriate,  govern- 
ment agencies.  It  shall  also  be  concerned  with  access 
and  financing  issues  for  rural  and  inner  city  health. 

Paul  G.  Harkins,  MD,  Marshfield,  1990/1992-1995 
Peter  R.  Holzhauer,  MD,  Brookfield,  1993/1993-1995 
Jerry  M.  Ingalls,  MD,  Monroe,  1989/1992-1995 
Kermit  L.  Newcomer,  MD,  La  Crosse,  1987/ 

1992- 1995,  chair 

Harry  Prosen,  MD,  Milwaukee,  1994/1994-1995, 
vice-chair 

William  C.  Rupp,  MD,  Eau  Claire,  1993/1993-1995 
Warren  H.  Williamson,  MD,  Racine,  1984/ 1992-1995 
Edward  J.  Coleman,  MD,  Green  Bay,  1992/ 

1993- 1996 

Daniel  D.  Gilman,  DO,  Milwaukee,  1993/1993-1996 
Frank  S.  Guzowski,  MD,  Marshfield,  1993/ 
1993-1996 

Kenneth  O.  Johnson,  MD,  Milwaukee,  1993/ 
1993-1996 

Craig  Larson,  MD,  Milwaukee,  1993/1993-1996 
Rudolf  W.  Link,  MD,  Lodi,  1990/1993-1996 
Angelina  M.  Montemurro,  MD,  Kenosha,  1993/ 

1993- 1996 

John  R.  Petersen,  MD,  Wauwatosa,  1994/1994-1996 
Clyde  M.  Chumbley,  II,  MD,  Menomonee  Falls,  1991  / 
'1994-1997 

Julian  E.  De  Lia,  MD,  Milwaukee,  1994/1994-1997 
Charles  V.  Ihle,  MD,  Eau  Claire,  1992/1994-1997 
John  E.  Midtling,  MD,  Milwaukee,  1994/1994-1997 
Kenneth  I.  Robbins,  MD,  Madison,  1994/1994-1997 
Norman  J.  Schroeder,  II,  MD,  Green  Bay,  1989/ 

1994- 1997 

Sidney  Shindell,  MD,  Milwaukee,  1994/1994-1997 
Gregory  A.  Shove,  MD,  Racine,  1994/1994-1997 
Frank  H.  Urban,  MD,  Brookfield,  1993/1994-199 7 
Joan  Albian,  Milwaukee,  WMGMA  representative 


Erik  Gundersen,  medical  student,  UW 
Stephanie  Wojtowicz,  medical  student,  UW 

Staff  support:  Kevin  Wymore/Merry  Earll 

Medical  Assistance  Technical  Advisory 
Committee  (work  group) 

The  SMS  created  this  advisory  group  to  work  with 
the  Bureau  of  Health  Care  Financing  on  issues  of 
mutual  concern  regarding  the  Medicaid  program. 
Issues  for  the  group's  consideration  include:  MA 
reimbursement,  claims  issues  and  the  performance 
of  EDS,  copayments,  MA/HMO's,  prior  authoriza- 
tions and  other  regulatory  requirements.  This  advi- 
sory group  is  a subcommitte  of  the  Commission  on 
Health  Care  Financing  and  Delivery,  and  any  recom- 
mendations made  by  the  subcommittee  will  be  re- 
ferred to  the  parent  commission  for  review  and  ap- 
proval. 

Daniel  D.  Gilman,  DO,  Milwaukee,  chair 

Marc  F.  Hansen,  MD,  Madison 

Russell  F.  Lewis,  MD,  Madison 

Nancy  Ness,  MD,  Mauston 

Wayman  Parker,  MD,  Milwaukee 

Guenther  P.  Pohlmann,  MD,  Milwaukee,  vice  chair 

Warren  H.  Williamson,  MD,  Racine 

Arlene  L.  Lueck,  Madison,  WMGMA  representative 

Kevin  Piper,  Madison,  DHSS 

Alison  Pritchit,  medical  student,  UW 

Staff  support:  Kevin  Wymore/Merry  Earll 

Injury  Prevention  and  Control 

This  commission  shall  be  concerned  with  the  health 
and  safety  of  all  who  may  be  affected  by  the  use  of 
vehicles  of  transportation  on  land  or  water,  or  in  the 
air.  This  includes  the  responsibility  to  review  the 
emergency  medical  systems  in  Wisconsin  that  serve 
the  needs  of  those  injured  in  transportation  acci- 
dents. 

Robert  W.  Jones,  MD,  Racine,  1994/1994-1995 
Richard  D.  Lindgren,  MD,  Madison,  1986/1992-1995 
Thomas  J.  Luetzow,  MD,  Watertown,  1986/ 

1992- 1995,  chair 

Richard  L.  Ellis,  MD,  Middleton,  1994/1994-1995 
William  H.  Perloff,  MD,  Madison,  1992/1992-1995 
James  L.  Concannon,  MD,  Kenosha,  1993/1993-1996 
Kevin  J.  Fullin,  MD,  Kenosha,  1994/1994-1996,  vice 
chair 

Phiroze  L.  Hansotia,  MD,  Marshfield,  1992/ 

1993- 1996 

Ralph  F.  Hudson,  MD,  Eau  Claire,  1939/1993-1996 
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Frederick  W.  Blancke,  MD,  Madison,  1994/ 
1994-1997 

Larry  E.  La  Crosse,  MD,  Mequon,  1994/1994-1997 
Bernard  F.  Micke,  MD,  Madison,  1994/1994-1997 
Judith  D.  Pruski,  MD,  Fond  du  Lac,  1994/1994-1997 
Joanne  A.  Selkurt,  MD,  Whitehall,  1994/1994-1997 
Maxine  Omdahl,  Racine,  Alliance 

Staff  support:  Lynn  Sherman/ Karen  Baier 

Maternal  and  Child  Health 

This  commission  shall  be  concerned  with  all  aspects 
of  health  in  pregnancy,  childbirth  and  children,  with 
special  emphasis  on  the  reduction  of  maternal  mor- 
tality and  the  prevention  of  disease  or  disability  in 
children. 

Jerome  H.  Gundersen,  MD,  La  Crosse,  1989/ 

1992-1995 

Robert  J.  Miller,  MD,  Hales  Corners,  1 992 / 1992-1 995 
Paul  R.  Myers,  MD,  Neenah,  1992/1992-1995 
Ordean  L.  Torstenson,  MD,  Madison,  1989/ 

1992- 1995 

Patricia  A.  Barwig,MD,  Milwaukee,  1990/1993-1996 
Susan  C.  Fee,  MD,  Marshfield,  1991  / 1993-1996,  chair 
Jean  Ricci  Goodman,  MD,  Marshfield,  1993/ 

1993- 1996 

Robert  J.  Jaeger,  MD,  Stevens  Point,  1994/1994-1996 
Cynthia  L.  Jones-Nosacek,  MD,  Milwaukee, 
1993/1993-1996 

Timothy  J.  O'Neil,  MD,  Columbus,  1991/1993-1996 
John  E.  Inman,  MD,  Monroe,  1991/1994-1997 
Murray  L.  Katcher,  MD,  PhD,  Madison,  1988/ 

1994- 1997 

John  D.  Kenny,  MD,  Madison,  1987/1994-1997 
Jeffrey  H.  Lamont,  MD,  Wausau,  1994/1994-1997 
James  A.  Meyer,  MD,  Marshfield,  1988/1994-1997, 
vice  chair 

Rayna  Truedeau,  medical  student,  MCW 

Staff  support:  Kevin  Wy more/ Karen  Baier 

Study  Committee  on  Maternal  Mortality  Survey 

Gloria  M.  Halverson,  MD,  Waukesha,  chair 

Perry  A.  Henderson,  MD,  Madison 

John  E.  Inman,  MD,  Monroe 

Robert  J.  Jaeger,  MD,  Stevens  Point 

Stanley  A.  Korducki,  MD,  Milwaukee 

Paul  R.  Meier,  MD,  Marshfield 

Bernard  B.  Poeschel,  MD,  Eau  Claire 

Herbert  F.  Sandmire,  MD,  Green  Bay 

Walter  R.  Schwartz,  MD,  Wauwatosa 

Dorothy  V.  Skye,  MD,  Rhinelander 

Steven  D.  Stenzel,  MD,  Menomonie 


E.  Howard  Theis,  MD,  Fond  du  Lac 
Dennis  Worthington,  MD,  Milwaukee 


Staff  support:  Kevin  Wymore/Merry  Earll 


Mediation  and  Peer  Review 


This  commission  shall  receive,  investigate,  and  seek 
to  resolve  differences  between  physicians  and  pa- 
tients or  other  complainants,  or  between  physicians, 
on  matters  relating  to  quality  of  care,  and  profes- 
sional ethics.  When  necessary,  it  shall  initiate  disci- 
plinary or  other  action  as  appropriate.  It  shall  serve 
as  the  Society's  advisory  body  to  private  or  govern- 
mental organizations  on  matters  affecting  medical 
peer  review  including  utilization  review,  appropri- 
ateness of  care,  and  quality  assurance.  It  shall  advise 
and  consult  with  component  societies  on  issues  of 
peer  review,  mediation,  ethics,  and  discipline  in 
concert  with  members  of  the  Board  of  Directors.  It 


shall  serve  as  the  initial  appellate  body  for  peer 
review  and  mediation  issues  that  are  appealed  from 
local  committees  of  component  societies.  It  shall 
coordinate  the  Statewide  Physician  Health  Program. 

Continued  on  next  page 
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Frederick  W.  Blancke,  MD,  Madison,  1987/ 

1992-1995 

James  E.  Gutenberger,  MD,  Madison,  1986/ 

1992-1995 

Kenneth  O.  Johnson,  MD,  Milwaukee,  1992/ 

1992- 1995 

Lyle  L.  Olson,  MD,  Darlington,  1985/1992-1995 
Richard  D.  Sautter,  MD,  MarsWield,  1992/ 1992-1995 
Donald  F.  Weber,  MD,  Eau  Claire,  1992/1992-1995 
John  B.  Weeth,  MD,  La  Crosse,  1992/1992-1995 
Philip  J.  Dougherty,  MD,  Menomonee  Falls,  1987/ 

1993- 1996 

Charles  S.  Geiger,  Jr,  MD,  West  Bend,  1993/ 

1993- 1996 

Michael  H.  Gilman,  DO,  Milwaukee,  1994/ 

1994- 1996 

Martin  L.  Lobel,  MD,  Milwaukee,  1993/1993-1996 
Michael  J.  O'Neill,  MD,  Green  Bay,  1987/1993-1996 
David  A.  Satchell,  MD,  Manitowoc,  1990/1993-1996 
Santiago  L.  Yllas,  MD,  Racine,  1987/1993-1996 
Bruce  B.  Berry,  MD,  Milwaukee,  1991/1994-1997, 
chair 

Fernando  B.  Bersalona,  MD,  Marshfield,  1994/ 

1994-1997 

Lucille  B.  Glicklich,  MD,  Milwaukee,  1994/ 
1994-1997 

Donald  R.  Gore,  MD,  Sheboygan,  1992/1994-1997 
James  P.  Long,  MD,  Beloit,  1987/1994-1997 
George  A.  Pagels,  MD,  Marshfield,  1988/1994-1997 
William  A.  Wood,  MD,  Madison,  1994/1994-1997 
John  E.  Woodford,  MD,  Madison,  1992/1994-1997 
Virgil  L.  Sharp,  DO,  Waterloo,  representing  the 
Wisconsin  Association  of  Osteopathic  Physicians  and 
Surgeons 

Staff  support:  Anne  Bicha/Sonia  Porter 

Coordinating  Council  on  Physician  Impairment 

Gerald  C.  Kempthorne,  MD,  Spring  Green  (SMS) 
Fred  FL  Koenecke,  Jr,  MD,  Madison  (SMS) 

Michael  M.  Miller,  MD,  Madison  (SMS) 

Mikki  Patterson,  Madison,  public  member  (MEB) 
Clark  O.  Olsen,  MD,  Ashland  (MEB) 

Walter  R.  Schwartz,  MD,  Wauwatosa  (MEB) 

Staff  support:  John  LaBissoniere/ Sonia  Porter 

Managing  Committee,  Statewide  Physician  Health 
Program 

Pauline  M.  Jackson,  MD,  La  Crosse 
Gerald  C.  Kempthorne,  MD,  Spring  Green 
Fred  H.  Koenecke,  Jr,  MD,  Madison 
Wesley  E.  McNeal,  MD,  Green  Bay 


Rebecca  D.  Niehaus,  MD,  Rhinelander 
Michael  M.  Miller,  MD,  Madison 
Marcia  J.  S.  Richards,  MD,  Milwaukee 

Medical  Director,  SPHP 
David  G.  Benzer,  DO,  Wauwatosa 

Staff  support:  John  LaBissoniere/ Sonia  Porter 

Medicaid  Medical  Audit 

R.  Marshall  Colburn,  MD,  Oregon 
Alfred  D.  Dally,  MD,  Madison 

John  A.  DeGiovanni,  MD,  Prairie  du  Sac 

Philip  J.  Dougherty,  MD,  Menomonee  Falls 

Richard  W.  Edwards,  MD,  Richland  Center 

Charles  S.  Geiger,  Jr,  MD,  West  Bend 

Gerald  C.  Kempthorne,  MD,  Spring  Green 

D.  Mark  Lochner,  MD,  Waupaca 

Virgil  L.  Sharp,  DO,  Waterloo,  representing  the 

Wisconsin  Association  of  Osteopathic  Physicians  and 

Surgeons 

G.  John  Weir,  Jr,  MD,  Marshfield 

Staff  support:  John  LaBissoniere/Sonia  Porter 

Medical  Liability  and  Risk  Management 
This  commission  shall  monitor  current  risk  manage- 
ment developments  and  examine  the  range  of  op- 
tions to  reduce  liability  exposure. 

Gregory  B.  Buck,  MD,  Wauwatosa,  1993/1993-1995 
Joseph  C.  DiRaimondo,  MD,  Manitowoc,  1990/ 

1992-1995 

Sidney  E.  Johnson,  MD,  Marshfield,  1987 / 1992-1995, 
chair 

John  J.  Kelly,  MD,  Wauwatosa,  1993/1993-1995 
Steven  L.  Lawrence,  MD,  Milwaukee,  1989/ 

1992- 1995 

Daniel  W.  Shea,  MD,  DePere,  1993/1993-1995 
W.  Scott  Carpenter,  MD,  Marshfield,  1993/ 

1993- 1996 

Jerome  W.  Fons,  Jr,  MD,  Greenfield,  1989/1993-1996 
Kenneth  M.  Klatt,  MD,  Madison,  1993/1993-1996 
Charles  Schauberger,  MD,  La  Crosse,  1993/ 

1993-1996 

Carolyn  Ogland  Vukich,  MD,  Madison,  1991/ 

1993- 1996 

S.  Marshall  Cushman,  Jr,  MD,  Racine,  1988/ 

1994- 1997 

Donald  L.  Feinsilver,  MD,  West  Allis,  1994/ 

1994-1997 

Thomas  M.  Kidder,  MD,  Milwaukee,  1987/ 

1994-1997,  vice  chair 

Abraham  Varghese,  MD,  Milwaukee,  1994/ 
1994-1997 
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Michael  A.  Weiner,  MD,  Madison,  1994/1994-1997 
Laurens  D.  Young,  MD,  Milwaukee,  1993/ 1994-1997 
Alice  Soule,  Madison,  WMGMA  representative 
John  Tomashek,  medical  student,  UW 
Fe  Abellera,  Onalaska,  Alliance 

Staff  support:  Anne  Bicha/ Karen  Baier 

Medicine  and  Ethics 

This  commission  shall  be  concerned  with  the  ethical 
aspects  of  medical  practice  in  order  to  permit  discus- 
sion of  common  problems  in  the  total  treatment  and 
care  of  patients;  and,  to  clarify  the  relationship  be- 
tween ethics  and  science  in  medicine. 


The  color  guard  proudly  opens  the  1994  SMS  House  of 
Delegates. 


Donald  R.  Beaver,  DO,  Milwaukee,  1992/1992-1995 
Steven  H.  Cohen,  MD,  Milwaukee,  1993/1993-1995 
Wm.  Michael  Cross,  MD,  Green  Bay,  1992/ 

1992- 1995 

David  J.  Matteucci,  MD,  Kenosha,  1989/1992-1995 
Armond  H.  Start,  MD,  Madison,  1993/1993-1995 
Richard  J.  Thurrell,  MD,  Madison,  1990/1992-1995 
Richard  A.  Dart,  MD,  Marshfield,  1993/1993-1996 
Charles  E.  Gessert,  MD,  Milwaukee,  1993/1993-1996 
Charles  L.  Junkerman,  MD,  Milwaukee,  1990/ 

1993- 1996 

J D Kabler,  MD,  Madison,  1990/1993-1996,  chair 
Kathryn  P.  Nichol,  MD,  Milwaukee,  1993/1993-1996, 
vice  chair 

Philip  J.  Dougherty,  MD,  Menomonee  Falls,  1991/ 

1994- 1997 

Russell  F.  Lewis,  MD,  Madison,  1994/1994-1997 
William  J.  Listwan,  MD,  West  Bend,  1994/1994-1997 
John  K.  Scott,  MD,  Madison,  1990/1994-1997 
Rodney  W.  Sorensen,  DO,  Marshfield,  1987/ 
1994-1997 

William  G.  Weber,  MD,  Oshkosh,  1991/1994-1997 
Anne  Jacobson,  medical  student,  UW 
Erik  Schoff,  medical  student,  UW 
Leah  Speltz,  Wausau,  Alliance 

Staff  support:  Pete  Alles/ Merry  Earll 

Public  Information 

This  commission  shall  be  concerned  with  the  mem- 
bers of  this  Society  and  their  image  with  the  public. 
It  shall  plan  and  execute  programs  of  effective  public 
information  and  health  education,  assist  component 
societies  in  the  conduct  of  similar  programs,  develop 
effective  media  relations. 

Khosro  Adib,  MD,  Madison,  1994/1994-1995 
Michelle  L.  Bachhuber,  MD,  Marshfield,  1993/ 
1993-1995 


David  R.  Del  Toro,  MD,  Greenfield,  1992/1992-1995 
Edward  G.  Kass,  MD,  Waukesha,  1994/1994-1995 
Jane  M.  Collis-Geers,  MD,  Milwaukee,  1993/ 

1993- 1996 

Robert  E.  Phillips,  MD,  Marshfield,  1993/1993-1996 
Gary  C.  Steven,  MD,  Milwaukee,  1993/1993-1996 
Jeffry  J.  Young,  DO,  Green  Bay,  1993/1993-1996 
Clarence  P.  Chou,  MD,  Mequon,  1991/1994-1997 
S.  Roger  Hirsch,  MD,  Milwaukee,  1994/1994-199 7 
Bradley  L.  Manning,  MD,  Madison,  1991/1994-1997 
Benjamin  C.  Wedro,  MD,  La  Crosse,  1987/ 

1994- 1997,  chair 

Roberta  Baldwin,  Watertown,  Alliance 
Staff  support:  Russell  King/ Lynne  Bjorgo 
Wisconsin  Medical  Journal 

The  Wisconsin  Medical  Journal  shall  be  the  official 
journal  of  the  Society.  An  editorial  board  consisting 
of  the  medical  editor  as  chair  and  no  less  than  six  ad- 
ditional members  shall  be  responsible  for  all  scien- 
tific, editorial,  and  business  affairs  of  the  Journal.  An 
editorial  director,  serving  as  chair  of  a group  of  no 
less  than  five  editorial  associates,  shall  be  respon- 
sible for  regularly  providing  items  of  editorial  opin- 
ion for  publication  in  the  editorial  pages  of  the  Jour- 
nal. 

Richard  D.  Sautter,  MD,  Marshfield,  1990/1994-1995, 
chair  and  medical  editor 

Charles  C.  Canver,  MD,  Madison,  1994/1994-1995 
J D Kabler,  MD,  Madison,  1989/1992-1995 
Jeffrey  H.  Lamont,  MD,  Wausau,  1989/1992-1995 
Susan  F.  Behrens,  MD,  Beloit,  1991/1993-1996 
Martin  D.  Hoffman,  MD,  Milwaukee,  1994/ 
1994-1996 

Kesavan  Kutty,  MD,  Milwaukee,  1994/1994-1996 
Donald  S.  Schuster,  MD,  Madison,  1991/1994-1997 
Benjamin  C.  Wedro,  MD,  La  Crosse,  1993/1994-1997 

Continued  on  next  page 
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Continued  from  preceding  page 

Victor  S.  Falk,  MD,  Edgerton,  medical  editor  emeri- 
tus 

Staff  support:  Russell  King/  Lynne  Bjorgo 

WNA-SMS  Liaison 

This  commission  shall  be  concerned  with  develop- 
ing recommendations,  as  appropriate,  regarding 
education,  legislation,  practice  arrangements  and 
delivery  patterns;  shall  facilitate  understanding  and 
acceptance  by  the  professions  and  the  public  of  chang- 
ing medical  and  nursing  relationships,  roles  and 
practices;  shall  serve  as  a consultation  resource  in 
matters  that  relate  to  joint  practice. 

SMS  members: 

Robert  T.  Cooney,  MD,  Portage,  1987/1992-1995 
Marc  F.  Flansen,  MD,  Madison,  1987/1992-1995 
Sandra  L.  Osborn,  MD,  Madison,  1990/1993-1996, 
co-chair 

Charles  E.  Pechous,  Jr,  MD,  Kenosha,  1993/ 
1993-1996 

Charles  E.  Gessert,  MD,  Milwaukee,  1994/1994- 
1997 

WNA  members: 

Barbara  Friedbacher,  RN,  Brookfield 

Vickie  Gukenberger,  RN,  Wisconsin  Rapids,  co-chair 

Barbara  Nichols,  RN,  Madison 

Ronnie  Peterson,  RN,  Evansville 

Leona  VandeVusse,  RN,  Milwaukee 

Staff  support:  Pete  Alles/Karen  Baier 

Task  forces 

Task  Force  on  AIDS 

In  1987  the  Board  of  Directors  established  this  task 
force  to  advise  members  of  the  State  Medical  Society 
on  the  formulation  of  public  policy  to  address  the  sci- 
entific, medical,  ethical,  legal,  and  legislative  issues 
pertaining  to  AIDS. 

SMS  members: 

Patricia  M.  Barwig,  MD,  Milwaukee 
Gerald  J.  Dorff,  MD,  Milwaukee 
John  F.  Doyle,  DDS,  Madison 
Charles  E.  Gessert,  MD,  Milwaukee 
Ian  H.  Gilson,  MD,  Milwaukee 
Jerome  H.  Gundersen,  MD,  La  Crosse 
Cyril  M.  Fletsko,  MD,  Madison,  chair 
Stanley  L.  Inhorn,  MD,  Madison 
Charles  L.  Junkerman,  MD,  Milwaukee 


J.  Douglas  Lee,  MD,  Marshfield 
Richard  M.  Reich,  MD,  Madison 
Thomas  L.  Schlenker,  MD,  Milwaukee 
Jeffrey  E.  Taxman,  MD,  Milwaukee 
Louise  Scott,  Madison,  Alliance 

WHA  member 

Jane  Olson,  WHA,  Madison 
Special  advisory  members: 

Jeffrey  P.  Davis,  MD,  Madison 
James  M.  Vergeront,  MD,  Madison 

Staff  support:  Don  Lord/ Lisa  Lawry 

Task  Force  on  Quality  Assessment  and 
Implementation  of  Practice  Parameters 

To  ensure  that  Wisconsin  physicians  assume  a knowl- 
edgeable role  in  the  continuing  discussion  of  quality 
medical  care,  the  task  force  shall  review  and  monitor 
developments  within  each  of  the  following  areas: 
practice  parameters;  severity  measurement  systems, 
methods  for  continuous  quality  improvement  and 
other  systems  for  quality  assessment  and  enhance- 
ment; and  Wisconsin  specific  projects  including  the 
State  Office  of  Health  Care  Information  and  the  state 
pilots  in  the  Health  Care  Financing  Information  and 
the  state  pilots  in  the  Health  Care  Financing  Admini- 
stration's Ambulatory  Review  Project  and  Uniform 
Clinical  Data  Set  Project.  Further,  the  task  force  shall 
develop  a plan  for  the  future  role  of  the  Society  in  the 
assessment  of  quality  and  the  implementation  of 
practice  parameters. 

Fredrik  F.  Broekhuizen,  MD,  Whitefish  Bay 

Thomas  H.  Browning,  MD,  Madison 

Philip  J.  Dahlberg,  MD,  La  Crosse 

Kevin  T.  Flaherty,  MD,  Wausau 

Norman  W.  Hoover,  MD,  Milwaukee 

Jerry  M.  Ingalls,  MD,  Monroe,  chair 

Nicholas  E.  Mischler,  MD,  Madison 

George  A.  Pagels,  MD,  Marshfield 

Thomas  A.  Reminga,  MD,  Milwaukee 

Ayaz  M.  Samadani,  MD,  Beaver  Dam 

Peter  A.  Sanderson,  MD,  Plover 

John  O.  Simenstad,  MD,  Osceola 

Russell  S.  Yale,  MD,  Mequon 

Bruce  Kruger,  Madison,  WMGMA  representative 

Staff  support:  Sally  Wencel/Merry  Earll 

Medical  Schools/SMS  Relations  Committee 

To  reach  areas  of  commonality  and  understanding 
and  to  develop  an  agenda  to  determine  what  should 
comprise  the  practice  of  medicine  in  the  year  2000. 
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The  effort  to  coordinate  medical  school  activities 
with  the  profession  warranted  this  commitment  to 
listen  and  educate  its  leadership  on  problems  facing 
the  colleges. 

SMS  members 

Ashley  G.  Anderson,  Jr.,  MD,  Madison 
Patricia  A.  Barwig,  MD,  Milwaukee 
Clyde  M.  Chumbley,  II,  MD,  Menomonee  Falls 
James  L.  Concannon,  MD,  Kenosha 

J.  Timothy  Harrington,  Jr.,  MD,  Madison 
Richard  A.  Leer,  MD,  Marshfield 
Albert  J.  Motzel,  Jr.,  MD,  Waukesha 

K.  Kwang  Soo,  MD,  Milwaukee 
Robert  S.  Witte,  MD,  La  Crosse 

MCW  members 

Edmund  H.  Duthie,  MD,  Milwaukee 
Stanley  Kaplan,  PhD,  Milwaukee 
Janet  C.  Lindemann,  MD,  Milwaukee 
David  Schiedermayer,  MD,  Milwaukee 
Alonzo  Walker,  MD,  Milwaukee 

UW  members 

Paul  P.  Carbone,  MD,  Madison 
Theodore  Goodfriend,  MD,  Madison 
Richard  Helgerson,  MD,  Madison 
Elaine  Mischler,  MD,  Madison 
Susan  Skochelak,  MD,  Madison 

Staff  support:  Kristin  Krueger/ Lisa  Lawry 


Committees  of  the  Board 

Executive 

Richard  G.  Roberts,  MD,  Madison 
president  of  the  Society 
Marcia  J.S.  Richards,  MD,  Milwaukee 
president-elect  of  the  Society 
Pauline  M.  Jackson,  MD,  La  Crosse 

immediate  past  president  of  the  Society 
Richard  H.  Ulmer,  MD,  Marshfield 
chair  of  the  Board 

Raymond  C.  Zastrow,  MD,  Milwaukee 
vice  chair  of  the  Board 
Harry  J.  Zemel,  MD,  Fond  du  Lac 
chair  of  the  Finance  Committee 
Sandra  L.  Osborn,  MD,  Madison 
speaker  of  the  House  of  Delegates 
Robert  F.  Purtell,  Jr,  MD,  Milwaukee 
director  at  large 
Robert  L.  Sellers,  MD,  Superior 
director  at  large 

Ex  Officio  non-voting  members: 

Helen  Hacker,  Marshfield 
Alliance  president 
Cecilia  Podlusky,  Appleton 
Alliance  president  elect 

Finance 

Harry  J.  Zemel,  MD,  Fond  du  Lac,  chair 
Stephen  D.  Hathway,  MD,  Green  Bay 
Jerry  M.  Ingalls,  MD,  Monroe 
Jack  M.  Lockhart,  MD,  La  Crosse 
Thomas  A.  Reminga,  MD,  Milwaukee 
Jay  F.  Schamberg,  MD,  West  Allis 
Robert  L.  Sellers,  MD,  Superior* 


Michigan's 

Upper  Peninsula 

ST.  FRANCIS  HOSPITAL 

PRIMARY  CARE  NEEDS 

University  Affiliated 

Family  Practice 

Cardiac  Rehab  and  GI  Lab 

Internal  Medicine 

Four  Surgical  Suites 

Member,  OSF  Healthcare  System 

Pediatrics 

SPECIALTY /SURGERY  NEEDS 

ESCANABA,  MICHIGAN 

Gastroenterology 

Resort  Community 

Neurology 

Located  on  Lake  Michigan 

Noninvasive  Cardiology 

Private  Schools  Available 

Orthopedic  Surgery 

Low  Cost  of  Living 

Otolaryngology 

Recreational  Activities  Abound 

Urology 

Send  your  CV  to:  Ken  Arndt  - Saint  Francis,  Inc. 

4541  N.  Prospect,  Suite 400  - Peoria,  IL  61614 

or  call  800/438-4592 for  more  information. 
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Officers  of  Wisconsin's  county  medical  societies 


Key:  president  (P),  president  elect 
(PE),  vice  president  (VP),  secretary 
(S),  treasurer  (T),  secretary-treasurer 
(ST),  executive  secretary  (ES),  ex- 
ecutive vice  president  (EVP),  execu- 
tive director  (ED).  As  of  July  1, 1994. 

Ashland-Bayfield-Iron 

P— Grace  Heitsch,  MD 
1625  Maple  Lane 
Ashland  54806 
715-682-9641 

ST— Robert  B Pierpont,  MD 
206  Sixth  Ave  W 
Ashland  54806 
715-682-6622 

Barron-Washbum-Bumett 

P — Thomas  Lingen,  MD 
1475  Webb  St 
PO  Box  127 

Cumberland  54829-0127 
715-822-2231 
S — John  A Cragg,  MD 
1020  Lakeshore  Dr 
Rice  Lake  54868 
715-234-9031 

T — Donald  E Riemer,  MD 
1475  Webb  St 
PO  Box  127 

Cumberland  54829-0127 
715-822-2231 

Brown 

P -Benson  L Richardson,  MD 

704  S Webster  Ave 

Green  Bay  54301 

414-468-9588 

S — Joseph  D Cooper,  MD 

PO  Box  13508 

Green  Bay  54307-3508 

T — Roger  C Wargin,  MD 

613  Ridgeview  Ct 

Green  Bay  54301-1439 

414-499-8859 

Calumet 

P— Ricarte  E Lozada,  MD 
W2143  Debra  Ct 
Chilton  53014 
414-849-2386 


VP — Badri  N Ganju,  MD 
451  E Brooklyn  St 
Chilton  53014 
414-849-2888 

ST — William  E Hannon,  MD 
614  Memorial  Dr 
Chilton  53014 
414-849-2386 

Chippewa 

P — Philip  Swanson,  MD 
21083  E Ridgeway  Drive 
Cadott  54727 
ST— Jerry  Gehl,  MD 
2655  County  Road  Hwy  I 
Chippewa  Falls  54729 
715-723-8827 

Clark 

P— Paul  L Writz,  MD 
PO  Box  468 
Colby  54421 
715-223-2364 

Columbia-Marquette-Adams 

P — Beatriz  Somoza,  MD 

PO  Box  89 

Oxford  53952 

608-589-5181 

S — Thomas  A Boyd,  MD 

550  Winnebago  Ave 

Portage  53901-1232 

T— Raymundo  M Verzosa,  MD 

2315  Hamilton  St 

Portage  53901 

Crawford 

P— Michael  S Garrity,  MD 
610  E Taylor  St 
Prairie  du  Chien  53821 
608-326-6466 
ST — Vacant 

Dane 

P— Kay  A Heggestad,  MD 
4221  Venetian  Lane 
Madison  53704 
608-221-1501 
PE— John  Beasley,  MD 
777  S Mills  St 
Madison  53715 
608-263-7373 


VP— Adam  Balin,  MD 
753  N Main  St 
Oregon  53575 
608-835-3156 

ST— John  C McDermott,  MD 
2130  University  Ave 
Madison  53705 
608-263-8988 
ED — J Michael  Eaton 
PO  Box  1109 
Madison  53701-1109 
608-283-5412 

Dodge 

P— Sharon  L Haase,  MD 
801  S University  Ave 
Beaver  Dam  53916 
414-885-3369 

ST— Richard  P Jennings,  DO 
148  Warren 
Beaver  Dam  53916 
414-887-8646 
ES — Shirley  Dinsch 
1008  W Burnett  St 
Beaver  Dam  53916 
414-885-4726 

Door-Kewaunee 
P — Thomas  M Rowe,  MD 
330  S 16th  Place 
Sturgeon  Bay  54235 
ST— Vacant 

Douglas 

P — Steven  Peterson,  MD 
3600  Tower  Avenue 
Superior  54880 
715-392-8111 

ST-Ralph  M Locher,  MD 
3012  Weeks  Ave 
Superior  54880-5547 
715-392-2273 

Eau  Claire-Dunn-Pepin 

P— Edgar  O Hicks,  MD 
836  Richard  Dr 
Eau  Claire  54701 
715-834-2701 

ST— Robert  J Fabiny,  MD 
733  W Clairemont  Ave 
PO  Box  1510 
Eau  Claire  54702-1510 
715-839-5222 
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Fond  du  Lac 

P— Michael  Strigenz,  MD 
80  Sheboygan  St 
Fond  du  Lac  54935 
414-923-7460 

PE— Frederick  C Yuhas,  MD 

229  East  Division 

Fond  du  Lac  54935 

414-923-5580 

ST— John  B Butler,  MD 

80  Sheboygan  St 

Fond  du  Lac  54935 

414-923-7400 

Forest 

P — E Frank  Castaldo,  MD 
Box  98 
Laona  54541 

Grant 

P— Kevin  Carr,  MD 
1370  N Water  St 
Platteville  53818 
608-348-2455 
PE— Robert  J Smith,  MD 
235  N Madison 
Lancaster  53813 
608-723-2131 
ST— William  P Fast,  MD 
208  Parker  St 
Boscobel  53805 
608-375-4144 

Green 

P — George  E Breadon,  MD 
1515  Tenth  St 
Monroe  53566 
608-328-7378 

VP— Margaret  R Draeger,  MD 
1515  Tenth  St 
Monroe  53566 
608-328-7250 
S — Kishor  G Rana,  MD 
515  22nd  Avenue 
Monroe  53566 
608-328-0100 
T— Daniel  Le,  MD 
1515  Tenth  St 
Monroe  53566 
608-328-7000 

Green  Lake-Waushara 

P— Vacant 


ST— Barry  L Rogers,  MD 
PO  Box  20 
Berlin  54923-0020 
414-361-4306 

Iowa 

P— Young  I Kim,  MD 
829  S Iowa  St 
Dodgeville  53533 
608-935-9336 

ST— Harald  P L Breier,  MD 
PO  Box  185 
Montfort  53569-0185 
608-943-6308 

Jefferson 

P — F Bradford  Meyers,  MD 
152  W Garland  St  ' 

Jefferson  53549 
414-674-4141 

VP — Georgia  Knox  Mode,  MD 

311  S Main  St 

Fort  Atkinson  53538 

ST — Mary  Jo  Neustifter,  DO 

426  McMillen 

Fort  Atkinson  53538 

414-563-8900 


Juneau 

P — D Keith  Ness,  MD 
1040  Division  St 
Mauston  53948 
608-847-5000 

ST — Nancy  E B Ness,  MD 
1040  Division  St 
Mauston  53948 
608-847-5000 

Kenosha 

P— Roger  T Pacanowski,  MD 
6308  Eighth  Ave  #502 
Kenosha  53143 
414-656-8217 
PE— Robert  W Jones,  MD 
1244  Wisconsin  Ave  #300 
Racine  53403 
414-637-6106 

ST-Meredith  C Clubb,  MD 
6308  Eighth  Ave  #503 
Kenosha  53143 
414-656-8213 
ES — James  Splitek 
5525  Green  Bay  Rd 
Kenosha  53144 
414-654-9166 

Continued  on  next  page 


Kevin  Flaherty,  MD,  (l)  receives  a Beaumont  500  Award,  on  behalf  of  the  Marathon 
County  Medical  Society,  from  Dr  Stephen  Webster  (r)  at  the  1994  annual  meeting. 
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La  Crosse 

P— David  Westgard,  MD 
800  West  Ave  S 
La  Crosse  54601 
608-782-9760 

PE— Paul  J Leehey,  III,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

ST — Wayne  A Bottner,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

Lafayette 

P — Robert  J Bernardoni,  MD 
731  Clay  St 
Darlington  53530 
608-776-4497 

ST — Gregory  Tjossem,  MD 
517  Park  Place 
Darlington  53530 
608-776-4497 

Langlade 

P— Vacancy 
ST — Jay  Turnbull,  MD 
110  E Fifth  Ave 
Antigo  54409-2794 
715-623-2351 

Lincoln 

P — Jerome  S Mayersak,  MD 

717  Tee  Lane  Dr 

PO  Box  177 

Merrill  54452 

VP— Donald  L Evans,  MD 

1205  O' Day  St 

Merrill  54452 

715-536-9511 

ST— Carl  Viviano,  MD 

2800  Thielman  St 

Merrill  54452 

715-536-6988 

Manitowoc 
P — John  Stern,  MD 
832  Lincoln  Blvd 
Manitowoc  54220 
414-682-6344 

ST — John  MacDonald,  MD 
810  Manistee  Ct 
Manitowoc  54220 


Marathon 

P— Kenneth  L Day,  MD 
2727  Plaza  Dr 
Wausau  54401 
715-847-3000 

PE— Kevin  T Flaherty,  MD 
614  First  Street 
PO  Box  689 
Wausau  54402-0689 
715-845-8201 

ST— Jeffrey  H Lamont,  MD 

2727  Plaza  Dr 

Wausau  54401 

715-847-3575 

ES — Lorraine  W Kordus 

PO  Box  6190 

Wausau  54402-6190 

715-845-6231 

Marinette-Florence 
P — James  M Arnold,  MD 
PO  Box  522 
Marinette  54143 
715-735-0544 

ST— Robert  T McQueeney,  MD 
1110  Tenth  St 
Menominee  MI  49858 
906-863-5520 

Milwaukee 

P-Frank  H Urban,  MD 
PO  Box  26607 
Milwaukee  53226-0607 
PE— William  Greaves,  MD 
8701  Watertown  Plank  Rd 
Milwaukee  532.26 
414-266-4500 
ST— James  D Buck,  MD 
8430  W Capitol  Dr 
Milwaukee  53222 
414-466-4446 
EVP— Betsy  K Adrian 
1126  S 70th  St,  #S50 7 
Milwaukee  53214 
414-475-4750 

Monroe 

P— Kevin  A Jessen,  MD 
1112  Charles  Dr 
Tomah  54660 
608-372-4111 
ST — Michael  T Pace,  MD 
315  W Oak  St,  PO  Box  250 
Sparta  54656 
608-269-6731 


Oconto 

P — R Scott  Liebl,  MD 
855  S Main  St 
Oconto  Falls  54154 
414-846-8424 

VP— William  J Wittman,  MD 

815  S Main  St 

Oconto  Falls  54154 

414-846-3092 

ST — James  J Wallace,  DO 

405  First  St 

Oconto  54153 

414-834-8833 

Oneida-Vilas 

P— Lee  A Swank,  MD 
1020  Kabel  Ave 
Rhinelander  54501 
715-362-6160 
ES — Jeanne  Cihla 
1020  Kabel  Ave 
Rhinelander  54501 
715-369-7758 

Outagamie 

P— Mark  H Beard,  MD 

820  E Grant  St 
Appleton  54911 
414-739-3537 

ES — Joan  Stillman 
W6950  Manitowoc  Rd 
Menasha  54952 
414-738-2100 

Ozaukee 

P— Gregory  Gnadt,  MD 
4922  Colombia  Rd 
Cedarburg  53012 
414-375-4430 

ST — Arthur  F Garcia,  Jr,  MD 
214  Green  Bay  Rd 
Thiensville  53092 
414-242-5400 

Pierce-St  Croix 
P — Cliff  C.  Tenner,  MD 

821  W Eighth  St 
New  Richmond  54017 
715-246-6911 

PE— Bruce  G Hanson,  MD 
821  W Eighth  St 
New  Richmond  54017 
715-246-6911 
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ST— James  Beix,  MD 
1687  Division  St 
River  Falls  54022 
715-425-6701 

Polk 

P— Carl  W Hansen,  MD 
208  Adams  St  S 
St  Croix  Falls  54024 
ST— James  S Moore,  Jr,  MD 
1358  Hungerford  Point 
St  Croix  Falls,  WI  54024 
715-483-3261 

Portage 

P — Joseph  F Jarabek,  MD 

2501  Main  St 

Stevens  Point  54481 

715-344-4120 

ST— John  K Paulson,  MD 

3504  E Maria  Drive 

Stevens  Point  54481 

715-341-8044 

Price 

P-Everin  C Houkom,  MD 

205  Linden  Street 

Post  Office  Box  190 

Park  Falls  54552 

715-762-3212 

ST— Joseph  F Boero,  MD 

205  Linden  Street 

Post  Office  Box  190 

Park  Falls  54552 

715-762-3212 

Racine 

P — Dennis  J Kontra,  MD 
5802  Washington  Ave 
Racine  53406 
414-886-9100 

PE— Gregory  A Shove,  MD 

3807  Spring  St 

PO  Box  085001 

Racine  53408-5001 

414-631-8372 

S — Kenneth  A Klein,  MD 

5351  Short  Rd 

Racine  53402-9776 

414-241-5040 

T— S Marshall  Cushman,  MD 
3831  Lighthouse  Dr 
Racine  53402 
414-637-6106 


Continued  on  next  page 


Dr  Perry  Henderson  (r)  receives  a Meritorious  Sendee  Award  from  then-SMS 
President  Pauline  Jackson,  MD,  (l)  at  the  1994  annual  meeting. 


ES — John  Bjelajac 
PO  Box  1422 
Racine  53401-1422 
414-634-0702 


Richland 

P— George  H Pfaltzgraff,  MD 
1313  W Seminary  St 
PO  Box  649 

Richland  Center  53581-0649 
608-647-6161 
VP-Mark  H Brus,  MD 
1313  W Seminary  St 
PO  Box  649 

Richland  Center  53581-0649 
608-647-6161 

ST — Richard  W Edwards,  MD 
1313  W Seminary  St 
PO  Box  649 

Richland  Center  53581-0649 
608-647-6161 


Rock 

P — David  C Murdy,  MD 
580  N Washington 
PO  Box  551 
Janesville  53547-0551 
608-755-3500 

VP — Kathleen  M Wick,  MD 
1904  Huebbe  Parkway 
Beloit  53511 
ST — F Ward  Blair,  MD 
580  N Washington 
PO  Box  551 
Janesville  53547-0551 
608-755-3500 


Rusk 

P — Rebecca  J Allen,  MD 
906  W College  Ave 
Ladysmith  54848 
715-532-6651 
ST— Vacant 
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Continued  from  preceding  page 

Sauk 

P — Edward  Bueno,  MD 
S5099  Rock  Hill  Rd 
Baraboo  53913 
ST — Vacant 

Sawyer 

ST — Paul  Strapon,  III,  MD 
PO  Box  764 
Hayward  54843 
715-634-8911 

Shawano 

P — Ralph  D Petty,  MD 
117  E Green  Bay  St 
Shawano  54166 
715-524-2161 

ST — Gregory  B Thatcher,  MD 
117  E Green  Bay  St 
Shawano  54166-2495 
715-524-2161 

Sheboygan 

P— Paul  M Fleming,  MD 
2414  Kohler  Memorial  Dr 
Sheboygan  53081 
414-457-4461 

PE— Patrick  R Marsho,  MD 
904  N Nineth  St 
Sheboygan  53081 
414.457.4438 

ST — Joseph  F Golubski,  DO 
2629  N Seventh  St 
Sheboygan  53083 
414-457-5033 

Taylor 

P— Brent  L Gunsolly,  MD 
105  Gibson  Ave 
Medford  54451 
715-748-3377 

VP — Michael  A Haase,  MD 
101  N Gibson  Ave 
Medford  54451 
715-748-2121 

ST — Walther  W Meyer,  MD 
612  E Perkins  St 
Medford  54451 
715-748-2121 


Trempealeau-Jackson-Buffalo 

P— James  O Steele,  MD 
PO  Box  128 
Independence  54747 
715-985-2351 

ST— Geoffrey  C Kloster,  MD 
219  S Main  St 
Galesville  54630 
608-582-2286 

Vernon 

P — Mark  H Andrew,  MD 
725  W Jefferson  St 
Viroqua  54665-1534 
608-637-3195 
VP— Jeffrey  F Menn,  MD 
318  W Decker  St 
Viroqua  54665 

ST — Rolando  A Macasaet,  MD 
318  W Decker  St 
Viroqua  54665 

Walworth 

P — Clifford  Poplar,  MD 

Route  3,  Box  429-A 

Delavan  53115 

ST — Craig  J Johnson,  MD 

PO  Box  1002 

Elkhorn  53121 

414-741-2298 

Washington 

P— Peter  Cornelius,  MD 
N168  W 20060  Main  St 
Jackson  53037 
414-677-3661 
ST— Jeffrey  S Allen,  MD 
1004  E Sumnar  St 
Hartford  53027 
414-673-5050 

Waukesha 
P — John  R Park,  MD 
17050  W North  Ave 
Brookfield  53005 
414-784-7150 
PE— Ronald  Martins,  MD 
725  American  Avenue 
Waukesha  53186 
414-554-2285 


S— Robert  O Buss,  MD 
13255  W Bluemound 
Brookfield  53005 
414-786-2875 
T— Julie  N Larsen,  MD 
17260  W Bluemound  Rd 
Brookfield  53045 
414-797-8808 
ES — Robert  Herzog 
850  Elm  Grove  Rd,  #11 
Elm  Grove  53122 
414-784-3747 

Waupaca 

P — Alan  D Strobusch,  MD 
710  Riverside  Dr 
Waupaca  54981 
715-258-1160 

VP — Robert  L Peterson,  MD 
902  Riverside  Dr  #201 
Waupaca  54981-1973 
715-258-8898 

ST — Donn  D Fuhrmann,  MD 
1420  Algoma  Street 
New  London  54961 
414-982-7240 

Winnebago 

P — L Thomas  Rozum,  MD 
400  Ceape  Ave 
Oshkosh  54901 
414-236-3227 
ST— James  E Cauley,  MD 
400  Ceape  Ave 
Oshkosh  54901 
414-236-3238 

Wood 

P — Janet  A Wilson,  MD 

400  Dewey  St 

Wisconsin  Rapids  54494 

715-423-1300 

VP— Ali  K Choucair,  MD 

1000  N Oak  Ave 

Marshfield  54449-5777 

715-387-5351 

ST — Richard  A Dart,  MD 

1000  N Oak  Ave 

Marshfield  54449-5 777 

715-387-5345*:* 
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Officers  of  the  SMS  specialty  and  special  sections 


Key:  chair  (C),  chair  elect  (CE),  vice 
chair  (VC),  secretary  (S),  treasurer 
(T),  secretary-treasurer  (ST),  dele- 
gate (D),  alternate  delegate  (AD), 
AMA  delegate  (AMAD),  AMA  al- 
ternate delegate  (AMA  AD).  As  of 
July  1, 1994. 

Allergy  and  Clinical  Immunology 

C— Marcus  Cohen,  MD 
One  S Park  St  #440 
Madison  53715 
608-282-8435 

VC—  Marshall  E Cusic,  Jr,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5186 
ST— John  E Basich,  MD 
10950  W Forest  Home 
Hales  Corners  53130 
414-425-5750 

D — Donald  A Bukstein,  MD 
1313  Fish  Hatchery  Rd 
Madison  53715 
608-252-8020 

AD — Steven  H Cohen,  MD 
5020  W Oklahoma  Ave 
Milwaukee  53219-4543 
414-546-1110 

Anesthesiology 

C— J Alex  Villacrez,  MD 

PO  Box  518 

Monroe  53566 

608-325-6708 

ST— W Stuart  Sykes,  MD 

B6/319  UW  CSC 

600  Highland  Ave 

Madison  53792 

608-263-8100 

D — Warren  J Holtey,  MD 

1000  N Oak  Ave 

Marshfield  54449-5777 

715-387-5511 

AD— Edwin  Lee  Mathews,  MD 
8700  W Wisconsin  Ave 
Milwaukee  53226 
414-257-6269 


Cardiology 

C— Michael  P Cinquegrani,  MD 
8700  W Wisconsin  Avenue 
Milwaukee  53226 
414-257-6073 
D— Vacancy 
AD— Vacancy 

Dermatology 

C — William  P Le  Feber,  MD 
324  E Wisconsin  Ave 
Milwaukee  53202 
414-271-2721 
ST— James  Icken,  MD 
1313  Fish  Hatchery  Rd 
Madison  53715 
608-252-8104 
D — Donald  J Miech,  MD 
1000  N Oak  Ave 
Marshfield  54449 
715-387-5311 


AD — Stephen  E Hoy,  MD 
324  E Wisconsin  Ave  #925 
Milwaukee  53202 
414-271-2721 

Emergency  Medicine 
C — Joseph  L Hodgson,  MD 
3319  Amity  Ct 
Green  Bay  54301-1414 
414-336-5400 
S — Dean  T Stueland,  MD 
1000  N Oak  Ave 
Marshfield  54449 
715-387-5497 
T— Mark  Olsky,  MD 
2928  Ivanhoe  Glen 
Madison  53711 
608-324-1585 

D— Dean  T Stueland,  MD 
AD— Peter  J Holzhauer,  MD 
15875  Ridgefield  Ct 
Brookfield  53005 

Continued  on  next  page 


William  Listwan,  MD,  (l)  shares  his  wit  with  Shari  Hamilton,  WMJ  assistant 
editor,  (r)  at  the  1994  WISPAC  reception. 
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Continued  from  preceding  page 
Family  Physicians 
C— George  L Gay  Jr,  MD 
N4482  Wolff  Road 
Cambridge  53523 
608-423-3251 

CE— Daniel  R Sherry,  MD 

230  Cairns 

Ellsworth  54011 

715-273-5061 

ST—  Vacancy 

D— George  L Gay  Jr,  MD 

AD-Thomas  H Peterson,  MD 

995  Campus  Dr 

Wausau  54401-1898 

715-675-3391 

Hospital  Medical  Staff 

C — Edward  R Winga,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 
D — Paul  A Wertsch,  MD 
4221  Venetian  Ln 
Madison  53704 
608-221-1501 

AD— Masood  Wasiullah,  MD 
2000  E Layton  Ave 
St.  Francis  53207 
414-744-6589 

Internal  Medicine 

C— Daniel  L Johnson,  MD 
2211  Stout  Rd 
Menomonie  54751 
715-235-9671 
ST— Vacancy 

D— Daniel  L Johnson,  MD 
AD — Vacancy 

International  Medical  Graduates 

C— Kesavan  Kutty,  MD 
5000  W Chambers  St 
Milwaukee  53210 
414-447-2245 

VC— Miguel  T Galang,  Jr,  MD 
9008  W Burleigh  St 
Milwaukee  53222 
414-871-4070 

ST— Magbool  Arshad,  MD 
3201  S 16th  St 
Milwaukee  53215 
414-647-2326 
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D— Avadh  B Agarwal,  MD 
4267  W Fond  du  Lac  Ave 
Milwaukee  53216 
414-873-3440 

AD— Juanito  P Singson,  MD 
5311  S Howell  Ave 
Milwaukee  53207-6105 
414-481-5881 

Long-term  Care 

C— Fred  Walbrun,  MD 

1726  Shawano  Ave 

2nd  Floor,  North  Bldg 

Green  Bay  WI  54303 

414-497-2022 

CE— Michael  Fehrer,  MD 

8105  W Lisbon  Ave 

Milwaukee  53222 

414-445-5712 

T— Richard  S Kane,  MD 

945  N 12th  St 

PO  Box  17932 

Milwaukee  53217 

D— Bruce  A Kraus,  MD 

1511  Park  Avenue 

PO  Box  310 

Columbus  53925-0310 

414-623-2323 

AD— Richard  S Kane,  MD 

Medical  Faculties 

D— Vacancy 

Medical  Students 

C— Stephanie  Wojtowicz 

2130  University  Ave  #102 

Madison  53705 

608-238-7992 

C— Paul  Bullis 

2730  Lynn  Terrace  #1 

Madison  53705 

608-238-0509 

C— David  R Stolpman 

1252  N 68th  St 

Wauwatosa  53213 

414-453-8504 

D-Vacancy 

AD— Vacancy 

Neurology 

C— Gary  Leo,  DO 
2320  N Lake  Dr 
Milwaukee  53211-4565 
414-291-1430 


ST— Kevin  H Ruggles,  MD 
1000  N Oak  Ave 
Marshfield  54449 
715-387-5511 

D — Gamber  F Tegtmeyer,  Jr,  MD 
20  S Park  St  #202 
Madison  53715 
608-282-8320 

AD— R Clarke  Danforth,  MD 
3070  N 51st  St  #100 
Milwaukee  53210 
414-447-6030 

Neurosurgery 

C— Vacancy 

CE— Peter  Gianaris,  MD 

733  W Clairemont  Ave 

PO  Box  1510 

Eau  Claire  54702-1510 

715-839-5222 

ST— Thomas  Lyons,  MD 

900  E Grant  St 

Appleton  54911 

414-749-9926 

D— Thomas  Lyons,  MD 

AD- Vacancy 

Obstetrics-Gynecology 
C — Robert  J Jaeger,  MD 
2501  Main  St 
Stevens  Point  54481 
715-344-4120 

VC — Michael  Schellpfeffer  MD 
1400  75th  St 
Kenosha  53140 
414-658-2133 

ST— Frederick  G Sehring,  MD 
720  S Van  Buren  St 
Green  Bay  54301 
414-433-9000 

D — Michael  Schellpfeffer,  MD 
AD— Dennis  A Sobczak,  MD 
2949  N Mayfair  Rd 
Wauwatosa  53222 
414-771-4552 

Ophthalmology 

C — James  Memmen,  MD 
417  S Monroe 
PO  Box  22425 
Green  Bay  54305 
414-437-6505 
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ST— Jack  L Hughes,  MD 
2500  N Mayfair  Rd  #200 
Milwaukee  53226 
414-259-1930 
D— Jack  L Hughes,  MD 
AD — Gregory  P Kwasny,  MD 
2300  N Mayfair  Rd  #1030 
Milwaukee  53226 
414-259-1022 

Orthopaedics 
C— Paul  A Jacobs,  MD 
1218  W Kilbourn  Ave 
Milwaukee  53233 
414-276-6000 

VCH — William  R Niedermeier,  MD 

35  Prairie  Ave  #200 

Prairie  du  Sac  53578 

608-643-2471 

ST— Michael  Major,  MD 

2350  W Villard  Ave  #111 

Milwaukee  53209 

414-464-8880 

D— James  A Rydlewicz,  MD 
5233  W Morgan  Ave 
Milwaukee  53220 
414-321-8960 

Otolaryngology 
C— James  J Holt,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5511 

ST — Glenn  M Seager,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 
D — Glenn  M Seager,  MD 
AD— Thomas  W Grossman,  MD 
11945  W Pioneer  Rd 
Mequon  53092 

Pathology 

C— Gerald  Hanson,  MD 
8700  W Wisconsin  Ave 
Milwaukee  53226 
414-257-6201 

ST— Bradley  K Beggs,  MD 
1320  S Wisconsin  Ave 
Racine  53403 
414-636-2212 

D — Ronald  R Martins,  MD 
725  American  Ave 
Waukesha  53186 
414-554-2285 
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AD — Raymond  C Zastrow,  MD 
2400  W Villard  Ave 
Milwaukee  53209 
414-527-8404 

Pediatrics 

C— Kathryn  P Nichol,  MD 
2323  N Lake  Dr 
Milwaukee  53211 
414-291-1000 

VC— Joanne  A Selkurt,  MD 
1933  Park  St 
Whitehall  54773 
D — Carl  S L Eisenberg,  MD 
3003  W Good  Hope  Rd 
PO  Box  17300 
Milwaukee  53217 
414-352-3100 
AD— Vacancy 

Physical  Medicine  and 
Rehabilitation 

C-N  M Reddy,  MD 
1000  N 92nd  St 
Wauwatosa  53226 
414-259-1414 

VC— Ephrem  Thoppil,  MD 
2900  W Oklahoma  Ave 
PO  Box  2901 
Milwaukee  53201-2901 
414-649-7706 
ST— Jerome  Lerner,  MD 
12630  W North  Ave  #E 
Brookfield  53005 
414-789-6884 
D— N M Reddy,  MD 
AD— Keith  B Sperling,  MD 
505  Isle  Royal 
Madison  53705 
608-263-8635 

Plastic  Surgery 

C — Andreas  Doermann,  MD 
2015  E Newport  #401 
Milwaukee  53211 
414-263-1700 

ST— Andreas  Doermann,  MD 
D — Andreas  Doermann,  MD 

Preventive  Medicine 
C — Jane  K Sliwinski,  MD 
1551  Dousman  St 
Green  Bay  54301 
414-496-4700 


Marcia  J.  S.  Richards,  MD 


D— Henry  A Anderson  III,  MD 
1414  E Washington  Ave 
Madison  53703 
AD — Jane  K Sliwinski,  MD 

Psychiatry 

C— Joseph  M Tobin,  MD 
2125  Heights  Drive  #3H 
Eau  Claire  54701 
715-834-2751 

CE— Lucille  Glicklich-Rosenberg, 
MD 

2000  W Kilbourn  Ave 
Milwaukee  53233 
414-937-5492 
S— Clarence  P Chou,  MD 
9501  Watertown  Plank  Rd 
Wauwatosa  53226 
414-257-6957 

D— Kenneth  I Robbins,  MD 
301  Troy  Dr 
Madison  53704 
608-231-2600 
AD— Vacancy 

Continued  on  next  page 
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Radiation  Oncology 

C— Richard  A Steeves,  MD 

K4/B100  UW  CSC 

600  Highland  Ave 

Madison  53792 

608-263-8500 

S — Carl  Olson,  MD 

2315  N Lake  Dr 

Milwaukee  53211 

414-291-1075 

T— Wingate  F Clapper,  MD 
725  American  Ave 
Waukesha  53188 
414-544-2439 
D — Sally  M Schlise,  MD 
835  S Van  Buren 
Green  Bay  54301 
414-433-8184 

AD — J Frank  Wilson,  MD 
8700  W Wisconsin  Ave 
Milwaukee  53226 
414-257-5636 

Radiology 

C — Dennis  H Steffen,  MD 
202  S Park  St 
Madison  53703 
608-267-6090 

D-Timothy  T Flaherty,  MD 
1209  S Commercial  St 
Neenah  54956 
414-722-1582 

Residents 

D— Vacancy 
AD— Vacancy 

AMAD— Andrew  Mazur,  MD 
6829  Wandawega  Circle 
Mequon  53092 
AMAD— Anne  Zeni,  DO 
1660  N Prospect  Ave  #60 
Milwaukee  53211 
AMAD— Frank  Salvi,  MD 
1531  S 98th  St  #101 
West  Allis  53214 
AMAD— Kathleen  Jurell,  MD 
2530  Lefeber  Ave 
Wauwatosa  53213 
AMAD— Kenneth  Burley,  MD 
969  N 123rd  St  #1 
Wauwatosa  53226 
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AMAD— Katrina  Spears,  DO 
7930  Harwood  Ave  #319 
Wauwatosa  53213 
AMA  AD— Kim  Kick,  MD 
1266  E Court  St 
Janesville  53545 

AMA  AD— Heather  Flanary,  MD 
1814  S 20th  St 
La  Crosse  54601 

Surgery 

C — John  R Pellett,  MD 

G5/356  UW  CSC 

600  Highland  Ave 

Madison  53792 

608-263-1383 

ST — Vacancy 

D— James  P Quenan,  MD 

209  - 4th  Ave  West 

Shell  Lake  54871 

715-468-2711 

AD — Rodney  W Malinowski,  MD 
3807  Spring  St 
PO  Box  85001 
Racine  53408-5001 
414-631-8011 

Thoracic  Medicine 
C— Edward  R Winga,  MD 
1836  South  Avenue 
La  Crosse  54601 
608-782-7300 

ST— Pamela  A Wilson,  MD 
H6/380  CSC 
600  Highland  Ave 
Madison  53792-3240 
608-263-3035 
D— Pamela  A Wilson,  MD 
AD— John  P Schilling,  MD 
345  W Washington  Ave 
Madison  53703 
608-252-8579 

Urology 

C — Stuart  W Fine,  MD 
2901  W KK  River  Pkwy  #370 
Milwaukee  53215 
414-672-6006 

D— Thomas  W Wood,  MD 
3807  Spring  St 
PO  Box  085001 
Racine  53408-5001 
414-631-8006 


AD— Randle  E Pollard,  MD 
2040  W Wisconsin  Ave  #508 
Milwaukee  53233 
414-344-3360 

Young  Physicians 
C— Kathleen  Wick,  MD 
1904  Huebbe  Pkwy 
Beloit  53511-1843 
608-365-7767 
CE— Terry  D Benson,  MD 
800  W South  Ave 
La  Crosse  54601 
608-782-9760 

D— Edwin  Overholt  II,  MD 
1836  South  Avenue 
La  Crosse  54601 
608-782-7300 
AD— Vacancy 

AMAD— Kevin  T Flaherty,  MD 
614  First  St 
PO  Box  689 
Wausau  54402-0689 
800-472-0033 

AMAD— Paul  J Leehey  III,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 
AMA  AD — Sheldon  A 
Wasserman,  MD 
2388  N Lake  Dr 
Milwaukee  53211 
414-291-1500 

MBRS-LG— Scott  Beede,  MD 
800  W South  Ave 
La  Crosse  54601 
608-782-9760 

MBRS-LG— Adam  Balin,  MD 
735  N Main  St 
Oregon  53575 
608-835-3156 

MBRS-LG— Peter  Cornelius,  MD 
N168  W20060  Main  St 
Jackson  53037 
414-677-366U 


Reach  the  SMS 
toll  free 

1-800-362-9080. 
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Officers  of  Wisconsin  specialty  societies 


Seiieral  members  of  the  SMS  50  Year  Club  gather  at  the  annual  meeting.  For  a 
complete  roster  see  page  381. 


Key:  president  (P),  president  elect 
(PE),  vice  president  (VP),  chair  (C), 
vice  chair  (VC),  secretary  (S),  treas- 
urer (T),  secretary-treasurer  (ST), 
secretary-treasurer  elect  (STE),  ex- 
ecutive director  (ED),  executive 
secretary  (ES),  chapter  administra- 
tor (CA).  As  of  July  1, 1994. 

Wisconsin  Allergy  Society 
P— Marcus  Cohen,  MD 
One  S Park  St  #440 
Madison  53715 
608-282-8435 

VP— Marshall  E Cusic,  MD 

1000  N Oak  Ave 

Marshfield  54449 

715-387-5186 

ST— John  E Basich,  MD 

10950  W Forest  Home  Ave  #202 

Hales  Corners  53130 

414-425-5750 

Wisconsin  Society  of 
Anesthesiologists 

P— J Alex  Villacrez,  MD 

PO  Box  518 

Monroe  53566 

608-325-6708 

ST— W Stuart  Sykes,  MD 

B6/387  UW  CSC 

600  Highland  Ave 

Madison  53792 

608-263-8100 

Wisconsin  Chapter: 

American  College  of  Cardiology 

P— W Bruce  Fye,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5391 

Wisconsin  Dermatology  Society 

P— William  P LeFeber,  MD 

324  E Wisconsin  Ave 

Milwaukee  53202 

414-271-2721 

ST— James  Icken,  MD 

1313  Fish  Hatchery  Rd 

Madison  53715 

608-252-8000 
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Wisconsin  Chapter:  American 
College  of  Emergency  Physicians 

P — Joseph  L Hodgson,  MD 
3319  Amity  Court 
Green  Bay  54301-1414 
414-336-5400 
VP— Steven  Driggers,  MD 
2321  Stone  Rd 
Manitowoc  54220 
414-684-2233 
S — Dean  T Stueland,  MD 
1000  N Oak  Ave 
Marshfield  54449 
715-387-5497 
T— Mark  Olsky,  MD 
2928  Ivanhoe  Glen 
Madison  53711 
608-324-1585 

ED — Karen  Teske-Osborne,  MSN 
PO  Box  9282 
Madison  53715-0282 
608-831-9110 


Wisconsin  Academy  of  Family 
Physicians 

P— George  L Gay  Jr,  MD 

N4482  Wolff  Rd 

Cambridge  53523 

608-423-3251 

PE— Daniel  R Sherry,  MD 

230  Cairns 

Ellsworth  54011 

715-273-5061 

ST— Lowell  Keppel,  MD 

11524  W Theodore  Trecker 

Milwaukee  53214-7260 

414-896-0064 

ES— Robert  H Herzog 

850  Elm  Grove  Rd 

Elm  Grove  53122 

414-784-3656 

Wisconsin  Society  of 
Internal  Medicine 
P— Bruce  A Kraus,  MD 
1511  Park  Ave 
Columbus  53925 
414-623-2323 

Continued  on  next  page 
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PE-Daniel  L Johnson,  MD 

2211  Stout  Road 

Menomonie  54751 

715-235-9671 

Fax  715-235-5020 

ST— Gregory  A Shove,  MD 

3807  Spring  St 

PO  Box  085001 

Racine  53408-5001 

414-631-8372 

Fax  414-631-8318 

ED — Sandy  Koehler 

611  E Wells  St 

Milwaukee  53202 

414-276-6445 

Fax-414-276-3349 

Wisconsin  Neurological  Society 

P— Gary  Leo,  MD 
2320  N Lake  Dr 
Milwaukee  53211-4565 
414-291-1430 
ST— Kevin  Ruggles,  MD 
1000  N Oak  Ave 
Marshfield  54449 
715-387-5351 

Wisconsin  Neurosurgical  Society 

P — Wade  Mueller,  MD 

1007  E Wright 

Milwaukee  53212 

PE— Peter  Gianaris,  MD 

733  W Clairemont  Ave 

PO  Box  1510 

Eau  Claire  54702-1510 

715-839-5222 

ST— Thomas  A Lyons,  MD 
900  E Grant  St 
Appleton  54911 
414-749-9926 

Wisconsin  Section: 

American  College  of  Obstetrics 
and  Gynecology 

P — Robert  J Jaeger,  MD 
2501  Main  St 
Stevens  Point  54481 
715-344-4120 

PE— Michael  Schellpfeffer,  MD 
1400-75th  St 
Kenosha  53140 
414-658-2133 


ST— Frederick  G Sehring,  MD 
720  S Van  Buren  St 
Green  Bay  54301 
414-433-9000 

Wisconsin  Society  of 
Obstetrics  and  Gynecology 

P — Robert  J Jaeger,  MD 
2501  Main  St 
Stevens  Point  54481 
715-344-4120 

PE— Michael  Schellpfeffer,  MD 
1400-75th  Street 
Kenosha  53140 
414-658-2133 

ST — Frederick  G Sehring,  MD 
720  S Van  Buren  St 
Green  Bay  54301 
414-433-9000 
ES— Robert  Herzog 
850  Elm  Grove  Rd  #11 
Elm  Grove  53122 
414-784-3646 

Wisconsin  Academy 
of  Ophthalmology 

P — James  Memmen,  MD 

417  S Monroe 

PO  Box  22425 

Green  Bay  54305 

414-437-6505 

ST-Jack  L Hughes,  MD 

2500  N Mayfair  Rd,  #200 

Milwaukee  53226 

414-259-1930 

ES — Robert  H Herzog 

850  Elm  Grove  Rd 

Elm  Grove  53122 

414-797-7878 

Wisconsin  Orthopaedic  Society 
P — Paul  A Jacobs,  MD 
1218  W Kilbourn  Ave 
Milwaukee  53233 
414-276-6000 

VP — William  R Niedermeier,  MD 
35  Prairie  Ave  #200 
Prairie  du  Sac  53578 
608-643-2471 

ST— Michael  R Major,  MD 
2350  W Villard  Ave  #111 
Milwaukee  53209 
414-464-8880 


Wisconsin  Society  of 
Otolaryngology-Head 
and  Neck  Surgery 

P— James  J Holt,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5511 

PE— Thomas  J Haberkamp,  MD 
ST — Glenn  M Seager,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

Wisconsin  Society  of  Pathologists 

P— Gerald  Hanson,  MD 

Dept  of  Pathology 

8700  W Wisconsin  Ave 

Milwaukee  53226 

414-257-6201 

S — Bradley  K Beggs,  MD 

1320  S Wisconsin  Ave 

Racine  53403 

414-636-2212 

T— Lloyd  Arnold,  MD 

St  Michaels  Hospital 

900  Illinois  Ave 

Stevens  Point  54481 

715-346-5050 

ED — Robert  Herzog 

850  Elm  Grove  Rd 

Elm  Grove  53122 

414-797-7888 

Pakistani  Physicians  Society 
of  Wisconsin 

P— Ayaz  M Samadani,  MD 
148  Warren  St 
PO  Box  678 
Beaver  Dam  53916 
414-887-7731 

VP— Vijay  V Kulkarni,  MD 
2315  N Lake  Dr  #711 
Milwaukee  53211 
414-289-0360 

ST — Miguel  T Galang  Jr,  MD 
9008  W Burleigh  St 
Milwaukee  53222 
414-871-4070 

Wisconsin  Chapter: 

American  Academy  of  Pediatrics 

P — Kathryn  P Nichol,  MD 
2323  N Lake  Dr 
Milwaukee  53211 
414-291-1732 
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VP— Joanne  Selkurt,  MD 

1933  Park  St 

Whitehall  54773 

ST — Karen  Wendelberger,  MD 

9000  W Wisconsin  Ave 

PO  Box  1997 

Milwaukee  53201 

414-266-3360 

CA— Beth  A Johnson 

7500  N Range  Line  Rd 

Milwaukee  53209 

414-351-5546 

Philippine  Medical 
Association-Wisconsin 
P— Domingo  Hong,  MD 
2040  W Wisconsin  Ave  #754 
Milwaukee  53233 
S— Violeta  A Singson,  MD 
2040  W Wisconsin  Ave,  #754 
Milwaukee  53233 
414-342-3080 
S— Ma  Ana  Azcueta,  MD 
2040  W Wisconsin  Ave  #754 
Milwaukee  53233 
T-Lilia  Abad,  MD 
2040  W Wisconsin  Ave  #754 
Milwaukee  53233 

Wisconsin  Society  of  Physical 
Medicine  and  Rehabilitation 
P — N M Reddy,  MD 
1000  N 92nd  St 
Wauwatosa  53226 
414-259-1414 

VP— Ephrem  Thoppil,  MD 
2900  W Oklahoma  Ave 
PO  Box  2901 
Milwaukee  53201-2901 
414-649-7706 
ST— Jerome  Lerner,  MD 
12630  W North  Ave  #E 
Brookfield  53005 
414-789-6884 

Wisconsin  Chapter: 

American  College  of  Physicians 
P— Mahendr  S Kochar,  MD 
5000  W National  Ave  14a 
Milwaukee  53295 
414-643-1530 
VP— Frank  Graziano,  MD 
600  Highland  Ave 
Madison  53792-0001 
608-263-3457 


S — Kenneth  I Gold,  MD 
1905  Huebbe  Parkway 
Beloit  53511 
608-364-2240 
T — Kesavan  Kutty,  MD 
5000  W Chambers  St 
Milwaukee  53210 
414-447-2245 

Wisconsin  Society  of 
Plastic  Surgeons 

P— Venkat  K Rao,  MD 
600  Highland  Ave 
Madison  53792 
608-263-1223 

ST— Andreas  Doermann,  MD 
2015  E Newport,  #401 
Milwaukee  53211 
414-963-1700 

Wisconsin  Society  for 
Preventive  Medicine 

P— Henry  A Anderson  III,  MD 

1414  E Washington  Ave 

Madison  53703 

ST — Jane  K Sliwinski,  MD 

1551  Dousman  St 

Green  Bay  54301 

414-496-4700 

Wisconsin  Psychiatric  Association 

P — Joseph  M Tobin,  MD 

Northwest  Psychiatric  Clinic 

2125  Heights  Dr  #3H 

Eau  Claire  54701 

715-834-2751 

PE— Lucille 

Glicklich-Rosenberg,  MD 
Sinai  Samaritan  Medical  Center 
2000  W Kilbourn  Ave 
Milwaukee  53233 
414-937-5492 
S — Clarence  P Chou,  MD 
Child  Adolescent  Treatment  Ctr 
9501  Watertown  Plank  Rd 
Wauwatosa  53226 
414-257-7611 
T — Steven  Moffic,  MD 
Medical  College  of  Wisconsin 
9455  Watertown  Plank  Rd 
Milwaukee  53226 
414-257-7227 

ES— Edward  S Levin,  Esq 
PO  Box  1109 
Madison  53701-1109 
608-283-5410 


Harry  Zemel,  MD,  delivers  the  1994 
treasurer's  report. 


Wisconsin  Council  of  Child  and 

Adolescent  Psychiatry 

P — William  J Swift  Jr,  MD 

S — Edward  S Orman,  MD 

130  E Walnut  St 

Green  Bay  54301-4233 

414-435-8816 

T — Mary  Pearlman,  MD 

236  Lakewood  Blvd 

Madison  53704 

Wisconsin  Society  of 
Radiation  Oncologists 

P— Richard  Steeves,  MD 
K4/B100  UWCSC 
600  Highland  Ave 
Madison  53792 
608-263-8500 
VP— J Frank  Wilson,  MD 
8700  W Wisconsin  Ave 
Milwaukee  53226 
414-257-5636 
S— Carl  Olson,  MD 
2315  N Lake  Dr 
Milwaukee  53211 
414-291-1075 

Continued  on  next  page 
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T~Wingate  F Clapper,  MD 
725  American  Avenue 
Waukesha  53188 
414-544-2439 

Wisconsin  Radiological  Society 

P — Dennis  H Steffen,  MD 
202  S Park  St 
Madison  53703 
608-267-6090 

PE— Bernard  H Kampschroer,  MD 
ST— Thomas  F Berns,  MD 

Wisconsin  Surgical  Society 
P— John  R Pellett,  MD 
G5/356  UW  CSC 
600  Highland  Ave 
Madison  53792 
608-263-1383 


PE — Barry  J Seidel,  MD 
9601  Townline  Rd 
PO  Box  1390 
Minocqua  54548 
715-358-1235 

ST— Eberhard  A Mack,  MD 
G5/358  UW  CSC 
600  Highland  Ave 
Madison  53792 
608-263-1387 

Wisconsin  Chapter: 

American  College  of  Surgeons 

P — James  H Woods,  MD 
2300  N Mayfair  Rd  #845 
Wauwatosa  53226 
414-453-2121 

PE— Ronald  D Wenger,  MD 
1912  Atwood  Ave 
Madison  53704 
608-241-4611 


VP — William  D Turnipseed,  MD 
H4/330  UW  CSC 
600  Highland  Ave 
Madison  53792 
608-263-1388 

ST — John  S Blackwood,  MD 
17050  W North  Ave 
Brookfield  53005 
414-786-3722 

Wisconsin  Urological  Society 

P — Barry  H Usow,  MD 
2901  W KK  River  Pkwy  #370 
Milwaukee  53215-3660 
414-672-6006 
ST— Frank  P Begun,  MD 
9200  W Wisconsin  Ave 
Milwaukee  53226 
414-259-2795* 


Publications  available 


A number  of  brochures  are  available  from  the 
SMS.  Most  are  intended  as  patient-education 
materials  on  scientific  and  socioeconomic  issues; 
others  are  useful  as  physician-education  tools  on 
socioeconomic  and  legislative  topics.  Some  are 
available  free  of  charge,  while  others  require  a nominal 
charge.  State  and  local  sales  tax  (5.5%)  will  be  added. 
Call  the  SMS  Division  of  Communications  for  more 
information  (unless  indicated  otherwise):  1-800- 

362-9080,  or  in  Madison,  257-6781. 

Advanced  CPT-4  Coding 

This  manual  is  intended  for  experienced  coders  and 
includes  an  intense  series  of  advanced  coding  exer- 
cises designed  to  fine-tune  coding  skills.  $25.00  + 
tax.  Contact  Elaine  Stern,  SMS  Seminars. 

Advanced  ICD-9  CM  Coding 

This  manual  is  designed  for  experienced  coders.  It 
will  reinforce  coding  guidelines  and  sharpen  ICD-9- 
CM  coding  skills  to  provide  the  highest  quality  diag- 
nostic information  needed  to  enhance  reimburse- 
ment. $25.00  + tax.  Contact  Elaine  Stern,  SMS  Semi- 
nars. 


Anatomy  and  Physiology 

This  manual  reviews  the  basics  of  body  structure  and 
function  including  both  normal  and  pathological 
conditions.  It  provides  a basic  understanding  of 
problems  commonly  encountered  in  health  care  set- 
tings and,  combined  with  medical  terminology, 
provides  the  foundation  needed  for  accurate  reim- 
bursement coding  and  medical  chart  entries.  $25.00 
+ tax.  Contact  Elaine  Stern,  SMS  Seminars. 

Basic  CPT-4  Coding 

This  basic  manual  is  designed  for  beginning  coders. 
It  stresses  the  rules  and  guidelines  of  the  CPT-4  book. 
There  are  beginning  level  exercises  stressing  the 
fundamentals.  $25.00  + tax.  Contact  Elaine  Stern, 
SMS  Seminars. 

Basic  ICD-9  CM  Coding 

This  basic  manual  is  designed  for  beginning  coders. 
It  stresses  the  importance  of  the  ICD-9-CM  system 
and  introduces  the  guidelines  necessary  to  use  the 
system  correctly.  $25.00  + tax.  Contact  Elaine  Stern, 
SMS  Seminars. 
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Cardiovascular  Coding  for  Physician  Reimbursement 
This  manual  is  designed  for  advanced  coders  and 
addresses  advanced  level  issues  in  both  CPT-4  and 
ICD-9-CM  unique  to  cardiovascular  coding.  $25.00 
+ tax.  Contact  Elaine  Stern,  SMS  Seminars. 

CPT-4  Evaluation  and  Management  Coding 
This  manual  is  designed  to  help  coders  understand 
the  CPT-4  Evaluation  and  Management  (E/M)  codes. 
The  manual  contains  exercises  to  stress  the  necessary 
information  needed  to  use  the  E/M  codes  correctly. 
$25.00  + tax.  Contact  Elaine  Stern,  SMS  Seminars. 

Customer  Service  Enhancement  for  The  90's 
This  manual  is  designed  to  prepare  you  for  the  fast- 
paced  90s  and  teach  you  skills  to  keep  patients  coming 
back.  $25.00  + tax.  Contact  Elaine  Stern,  SMS  Semi- 
nars. 

Pacts  About  Malignant  Melanoma 
This  patient  education  brochure  explains  who  is 
most  at  risk,  how  to  detect  and  prevent  melanoma, 
and  how  to  conduct  a self-examination.  Published  in 
1988.  Contact  Lynne  Bjorgo,  SMS  Communications. 

General  Surgery  Coding  for  Physician  Reimbursement 
This  specialty  manual  is  designed  for  advanced  coders 
and  provides  instruction  in  general  surgical  coding 
including  the  importance  of  accurate  CPT-4  and 
ICD-9-CM  coding  for  optimal  surgical  reimburse- 
ment. $25.00  + tax.  Contact  Elaine  Stern,  SMS  Semi- 
nars. 

Health  Insurance  101 

This  handbook  is  designed  to  introduce  the  basics  of 
the  health  insurance  industry.  Emphasis  is  placed  on 
basic  health  insurance  terminology,  benefit  interpre- 
tation, types  of  contracts  and  resolving  claim  prob- 
lems. $25.00  + tax.  Contact  Elaine  Stern,  SMS  Semi- 
nars. 

If  You  Have  a Complaint  About  Medical  Care 
This  brochure  explains  the  SMS's  grievance  and  peer 
review  system.  Published  in  1983.  Contact  Sonia 
Porter. 

Intermediate  CPT-4  Coding 

This  manual  is  designed  for  coders  with  a minimum 
of  six  months  coding  experience.  It  reviews  the  fun- 
damentals and  challenges  the  coder  with  a series  of 
intermediate  level  problem-solving  exercises  to 
expand  coding  skills.  $25.00  + tax.  Contact  Elaine 
Stern,  SMS  Seminars. 


Intermediate  ICD-9  CM  Coding 
The  intermediate  ICD-9-CM  manual  is  designed  for 
coders  with  a minimum  of  six  months  coding  expe- 
rience. It  reviews  the  basic  fundamentals  of  the  ICD- 
9-CM  coding  system  and  focuses  on  the  ICD-9-CM 
rules  through  a series  of  challenging  exercises.  $25.00 
+ tax.  Contact  Elaine  Stern,  SMS  Seminars. 

Legal  Guidelines  for  Health  Care  Records 
This  manual  is  designed  for  medical  group  manag- 
ers and  office  personnel  and  covers  all  aspects  of 
medical  records  management.  $25.00  + tax.  Contact 
Elaine  Stern,  SMS  Seminars 

Office  and  Reception  Skills 

This  handbook  is  designed  for  front  office  personnel. 
It  gives  instruction  on  scheduling  appointments, 
telephone  etiquette,  reception  skills  and  interaction 
with  patients.  $25.00  + tax.  Contact  Elaine  Stern, 
SMS  Seminars. 

Medical  Professional  Liability  Insurance:  Claims  Made  or 
Occurrence? 

This  brochure  explains  for  physicians  how  the  poli- 
cies work,  how  premiums  are  established,  how  cov- 
erage is  terminated,  the  limits  of  liability  and  how  to 
decide  between  the  types  of  coverage.  The  brochure 
was  produced  by  the  SMS  Young  Physicians  Section 
and  is  particularly  useful  for  physicians  just  begin- 
ning their  practice.  Revised  in  1992.  Contact:  Alice 
Ballweg  at  1-800-545-0631,  or  in  Madison,  283-5483. 


Medical  Terminology 

This  manual  is  designed  to  introduce  basic  medical 

Continued  on  next  page 


Alliance  President  Helen  Hacker  (l)  celebrates  with  her 
daughter  Susan  (c)  and  Maria  Van  Cleve,  SMS  Alliance 
Coordinator  (r). 
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terminology.  There  is  an  emphasis  on  terms  com- 
monly used  for  insurance  claims  and  coding.  $25.00 
+ tax.  Contact  Elaine  Stern,  SMS  Seminars. 

Medicare  Part  B Physician  Reference  Manual 
This  guidebook  is  designed  to  help  the  physician's 
billing  staff  stay  on  top  of  Medicare's  policy  and 
procedures.  $49.00  + tax.  Contact  Elaine  Stern,  SMS 
Seminars. 

OB/GYN  Coding  for  Physician  Reimbursement 
This  manual  is  designed  for  advanced  coders  and 
addresses  issues  in  both  CPT-4  and  ICD  9-CM  cod- 
ing encountered  in  the  OB/GYN  practice.  $25.00  + 
tax.  Contact  Elaine  Stern,  SMS  Seminars. 

Occupational  Health  Guide 

This  newly  revised  edition  contains  information  for 
medical  and  nursing  personnel  in  the  commercial 
and  industrial  setting.  Entitled  "Your  Body  In  The 
Workplace,"  the  guide  includes  the  Employee's  Right 
to  Know  Law  and  the  OSHA  Bloodborne  Pathogens 
Final  Standards.  Contact  Jane  Anderson,  CES  Foun- 
dation. Published  in  1992. 

Orthopedic  Coding  for  Physician  Reimbursement 
This  manual  is  designed  for  advanced  coders  and 
addresses  issues  unique  to  CPT-4  and  ICD-9-CM 
orthopedic  coding  commonly  used  for  insurance 
claims  and  coding.  $25.00  + tax.  Contact  Elaine 
Stern,  SMS  Seminars. 

OSHA  Reference  Manual 

This  manual  is  an  employer's  guide  to  understand- 
ing the  Occupational  Safety  and  Health  Administra- 
tion Act.  It  deals  with  issues  such  as  "Employee 
Workplace  Rights,"  "Civil  penalties  applicable  un- 
der OSHA,"  and  much  more.  $25.00  + tax.  Contact 
Elaine  Stern,  SMS  Seminars. 

PartnerCare 

A poster  and  brochure  aimed  at  educating  elderly 
low-income  patients  about  this  important  SMS  vol- 
untary Medicare  assignment  program.  Contact 
Tamara  Larson. 

A Physician's  Guide  to  Wisconsin  Health  Law 
This  handbook  deals  with  the  more  important  legal 
and  socioeconomic  issues  affecting  the  practice  of 
medicine  in  Wisconsin.  The  information  in  this  book 
will  help  you  avoid  pitfalls,  answer  your  patients' 
questions,  ask  the  right  questions  when  you  need 
counsel,  and  become  a more  involved  and  effective 


voice  for  the  profession.  Revised  in  1993.  Contact 
Lynne  Bjorgo,  SMS  Communications. 

A Practical  Guide  to  Public  Relations 
This  booklet  is  designed  to  assist  Wisconsin's  county 
medical  societies  enhance  their  public  relations  ef- 
forts in  their  own  communities.  Published  in  1988. 
Contact  Lynne  Bjorgo,  SMS  Communications. 

Questions  and  Answers  on  Smokeless  Tobacco 
This  patient  education  brochure  explains  smokeless 
tobacco  and  its  dangers  in  very  plain  language. 
Published  in  1988.  Contact  Lynne  Bjorgo,  SMS 
Communications. 

Skeletal  Terminology 

This  manual  will  introduce  basic  medical  terminol- 
ogy of  the  musculoskeletal  system  with  an  emphasis 
on  the  terms  commonly  used  in  coding  bone  and 
muscle  injuries  and  diseases  for  coding  on  insurance 
claims.  $25.00  + tax.  Contact  Elaine  Stern,  SMS  Semi- 
nars. 

Talking  with  Patients 

A video  and  companion  brochure  designed  to  create 
and  foster  better  communications  between  physi- 
cian and  patient.  The  video  creates  a dramatic  "real 
life"  situation  to  provide  useful  insights  from  both 
the  physician's  and  patient's  point  of  view.  The  cost 
is  $14.95  per  tape  which  includes  postage  and  five 
copies  of  the  brochure.  Make  checks  payable  to:  CES 
Foundation,  Attn:  Jane  Anderson,  P.O.  Box  1109, 
Madison,  WI  53701. 

The  video  was  produced  in  1992  by  the  Medical 
College  of  Wisconsin's  Center  for  the  Study  of  Bi- 
oethics with  funding  from  the  Charitable,  Educa- 
tional and  Scientific  Foundation  of  the  SMS  and  the 
Wisconsin  Hospital  Association  Research  and  Edu- 
cation Foundation,  Inc. 

UCR,  A Patient's  Guide:  How  Much  Will  My  Health 
Insurance  Pay? 

This  brochure  explains  what  "usual,  customary  and 
reasonable"  means,  how  misunderstandings  con- 
cerning it  can  be  avoided  and  how  problems  can  be 
resolved  when  they  occur.  This  brochure  is  suitable 
for  enclosure  in  office  statements  or  for  placement  in 
patient  reception  areas.  Revised  in  1993.  Contact 
Lynne  Bjorgo,  SMS  Communications. 

Update  REACH:  Resource  for  Education  Awareness  of 
Community  Health 

Examining  the  changing  nature  of  the  public's  image 
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of  physicians  and  explaining  SMS  media  policies 
and  programs  on  current  medical  issues.  Published 
in  1985.  Contact  Lynne  Bjorgo,  SMS  Communica- 
tions. 

Vaccine  Information 

Anyone  in  the  United  States  who  administers  the 
DTP,  MMR,  and  Polio  vaccines  is  required  by  law  to 
provide  parents  with  a brochure  on  the  potential  side 
effect  and  benefits  of  these  immunizations  before 
they  are  given.  As  a service,  the  American  Academy 
of  Pediatrics  is  providing  these  brochures  at  cost.  In 
addition,  these  brochures  are  now  available  in  Span- 
ish. Pamphlets  may  be  ordered  in  bulk  from  the 
American  Academy  of  Pediatrics  at  a rate  of  $26  per 
100  for  non-members;  $21  per  100  for  members. 
Questions?  Call  1-800-433-9016  or  (708)  228-5005 
(outside  US  and  Canada). 

Worker's  Compensation 

The  SMS  makes  available  to  physicians  several  bro- 
chures and  booklets  designed  to  ease  the  burden  of 
worker's  compensation  cases.  Titles  include:  "How 
to  Evaluate  Permanent  Disability,"  published  in  1987; 


"Wisconsin  Doctors  and  Worker's  Compensation," 
published  in  1987;  and  "Using  the  WC-16B  for 
Worker's  Compensation,"  published  in  1986.  Con- 
tact Lynne  Bjorgo,  SMS  Communications. 

Your  Right  to  Direct  Your  Future  Health  Care 
Facing  questions  on  advance  directives?  The  SMS 
now  has  pamphlets  for  patients  explaining  advance 
directives  and  medical  treatment  decision  making. 
This  easy-to-read,  non-technical  pamphlet  will  help 
you  respond  to  the  anticipated  increase  in  patient 
questions  about  these  issues  as  the  result  of  a new 
law.  As  of  Dec  1,1991,  all  federally-certified  nursing 
homes,  hospitals,  home  health  agencies,  hospices, 
personal  care  agencies,  and  health  maintenance  or- 
ganizations are  required  under  the  new  federal  Pa- 
tient Self-Determination  Act  to  provide  written  in- 
formation to  patients  describing  their  rights  regard- 
ing self-determination  of  medical  care.  As  a result, 
many  patients  will  be  looking  to  their  doctors  for 
information.  This  brochure  was  developed  by  the 
Wisconsin  Division  of  Health  in  cooperation  with 
the  SMS  and  other  organizations.  Published  in  1991 . 
Contact  Lynne  Bjorgo,  SMS  Communications. ❖ 


Statewide  Physician  Health  Program 


The  Statewide  Physician  Health 
Program  (SPHP)  functions 
under  the  purview  of  the  Commis- 
sion on  Mediation  and  Peer  Review, 
although  its  activities  are  managed 
by  a seven-member  managing  com- 
mittee. The  program  protocol  guides 
the  general  handling  of  inquiries  or 
concerns  regarding  potentially  im- 
paired physicians.  Available  to  all 
Wisconsin  licensed  physicians,  the 
program  offers  education,  identifi- 
cation, assessment,  and  compassion- 
ate intervention.  The  program  re- 
fers physicians  to  acceptable  facili- 
ties for  evaluation  or  treatment,  and 
monitors  a minimum  two-year  fol- 
low-up after  completion  of  initial 
therapy.  Through  its  efforts,  many 
physicians  have  been  encouraged 
by  compassionate  colleagues  to  enter 


structured  rehabilitation. 

Eighty  percent  of  the  physicians 
referred  to  SPHP  are  referred  for 
suspected  alcohol  or  other  drug 
problems.  Literature  on  the  subject 
validates  that  from  10%  to  14%  of 
practicing  physicians  have  difficulty 
with  alcohol  and  drugs.  Other  con- 
cerns for  which  physicians  may  be 
referred  to  SPHP  include  psychiat- 
ric illness,  physical  illness,  stress, 
and  cognitive  impairment. 

Unfortunately,  many  people  in  a 
position  to  observe  and  identify  im- 
paired physicians  do  not  know  what 
to  do  when  they  perceive  a problem, 
nor  do  they  realize  that  help  is  avail- 
able from  organized  programs. 
Furthermore,  individuals  such  as 
medical  staff  members,  hospital 
administrators,  and  others  are  re- 


luctant to  report  a physician  to  an 
organized  program.  Their  initial 
reaction  is  to  not  get  involved,  or  to 
conclude  that  the  problem  can  be 
handled  by  someone  else  in  some 
other  manner.  This  attitude  often 
results  in  delayed  intervention  and 
treatment,  or  in  passive  action  which 
ultimately  fails. 

Current  techniques  of  identifica- 
tion, intervention,  assessment,  treat- 
ment, and  follow-up  of  impaired 
physicians  are  not  well  known  in 
the  medical  community.  As  a result, 
few  are  able  to  respond  adequately 
when  they  accept  an  impaired  phy- 
sician as  a patient. 

Through  efforts  of  the  SPHP 
Managing  Committee,  the  SMS 
Board  of  Directors  approved  con- 
Continued  on  next  page 
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Continued  from  preceding  page 
tracting  with  a part-time  medical 
director  to  provide  continuous  pro- 
gram leadership  and  activity.  The 
SMS  House  of  Delegates  adopted 
the  Board's  recommendation  and 
approved  a $15  dues  increase  to  fund 
the  position. 

Phase  I:  Education  and  prevention 

Target  individuals  and  groups  are 
educated  to  understand  physician 
impairment.  They  learn  symptoms 
of  impairment;  techniques  of  early 
identification  and  prevention;  and 
resources  available  for  identification, 
assessment,  intervention,  and  treat- 
ment; and  social,  financial,  legal  and 
other  problems  associated  with  im- 
pairment. 

Primary  target  groups. 

• Physicians:  Meetings  of  hospital 
medical  staffs,  county  medical  so- 
cieties, regional  or  statewide  con- 
tinuing medical  education,  and  ac- 
credited seminars,  (eg.,  at  the  SMS 
Annual  Meeting). 

• Hospital  Personnel:  Hospital  ad- 
ministrators and  medical  direc- 
tors, chiefs  of  medical  staffs,  hos- 
pital boards  of  trustees,  directors 
of  nursing  and  pharmacy,  and 
others  (eg,  anesthetists  and  tech- 
nicians). Consultation  for  medical 
staff  officers  on  establishing  effec- 
tive impaired  physician  commit- 
tees or  programs  in  hospitals. 
"Guidelines  for  Physician  Aid 
Committees  of  Hospital  Medical 
Staffs"  have  been  distributed  to 
all  Wisconsin  general  hospitals 
with  encouragement  to  implement 
them  in  cooperation  with  medical 
staffs. 

• Pharmacists,  Nurses,  and  Nurs- 
ing Home  Administrators:  Lec- 
tures at  association  meetings,  or 
in  combination  with  physician  and 
hospital  personnel  meetings. 

• Spouses  and  Families  of  Physi- 
cians: Educational  material  avail- 
able at  state  and  county  medical 
society  and  auxiliary  meetings. 

• Legal  Profession:  Urge  lawyers, 
whose  state  association  has  its  own 


impaired  lawyers  program,  to  en- 
courage their  physician  clients  to 
use  organized  medicine's  volun- 
tary impaired  physicians  pro- 
grams, when  perceived  needs 
arise. 

• Teaching  staff.  Teaching  staff 
presents  educational  and  preven- 
tion programs  to  the  various  tar- 
get groups. 


Phase  II:  Intervention  and 
treatment 

Successful  programs  include  the 
availability  of  physician  interveners 
to  perform  compassionate  colleague- 
to-colleague  contact  with  physicians 
identified  as  impaired. 

Approximately  35  trained  physi- 
cians throughout  Wisconsin  are 
available  to  meet  with  and  urge  im- 


WISPAC  and  Physicians  for  Better 
Government 

The  Wisconsin  Physicians  Political  Action  Committee  (WISPAC)  is  a vol- 
untary, nonprofit  organization  open  to  physicians  and  their  spouses. 
Restricted  from  making  political  contributions,  the  SMS  created  WISPAC  to 
provide  the  medical  profession  an  opportunity  to  become  more  politically 
active  and  effective.  WISPAC  is  governed  by  a board  of  directors,  tradition- 
ally concentrates  on  state  legislative  races,  and  cooperates  with  the  Ameri- 
can Medical  Political  Action  Committee  (AMPAC)  on  federal  issues. 

Physicians  for  Better  Government  is  a direct  giver  program,  or  political 
conduit,  established  in  1987  by  the  SMS.  Political  conduits  differ  from 
political  action  committees  in  that  contributors  retain  the  right  to  decide  who 
receives  their  individual  contributions.  Physicians  for  Better  Government 
contributions  are  deposited  in  a special  account  in  each  contributor's  name. 
No  contribution  is  made  to  a candidate  without  the  contributor's  authoriza- 
tion. 

WISPAC  and  Physicians  for  Better  Government  are  administered  by  the 
SMS  Government  Relations,  pursuant  to  state  statutes  and  administrative 
rules  authorizing  and  regulating  these  programs.  For  additional  informa- 
tion call  608-257-6781  or  1-800-362-9080. 

Contributions  may  be  sent  to:  Physicians  for  Better  Government/WIS- 
PAC,  PO  Box  2595,  Madison,  WI  53701. 

Suggested  membership  categories  include: 

• $500  Chairman's  Club 
• $200  Sustaining  member 

($100  Physicians  for  Better  Government,  $50  WISPAC,  $50  AMPAC) 

• $100  Sponsor 

($50  Physicians  for  Better  Government,  $30  WISPAC,  $20  AMPAC) 
Contributions  at  the  above  levels  authorize  PFBG  to  transfer  the  amounts 
shown  to  WISPAC  and  AMPAC.  If  you  wish  to  contribute  differently,  you 
may  allocate  amounts  of  your  choice,  per  the  examples  below: 

• $50  Physicians  for  Better  Government  only 
• $50  WISPAC/ AMPAC  ($30  WISPAC,  $20  AMPAC)* 
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paired  colleagues  to  leave  the  medi- 
cal practice  to  enter  suitable  pro- 
grams for  evaluation  and  treatment. 
Programs  considered  suitable  are 
those  which  comply  with  Statewide 
Physician  Health  Program  require- 
ments. 

The  initial  intervention  is  always 
a compassionate  encounter.  The 
Wisconsin  program  has  no  interest 
in  the  punitive  or  coercive  approach 
until  all  benevolent  measures  have 
been  exhausted.  An  intervener's 
interests  are  the  personal  well-being 
of  a colleague,  and  the  quality  of 
health  care  for  patients. 

The  Statewide  Physician  Health 
Program  has  learned  that  physicians 
suffering  from  chemical  dependency 
achieve  a more  satisfactory  recov- 
ery status  when  they  receive  inten- 
sive treatment  in  facilities  which  es- 
pouse the  medical  model  of  ther- 
apy, under  which  the  physician  is 
seen  by  the  physician  addiction 
specialist  on  a frequent,  if  not  daily 
basis.  Within  this  model,  the  Pro- 
gram has  established  certain  require- 
ments for  satisfactory  primary  treat- 
ment of  chemical  dependency. 

Physicians  suffering  from  emo- 
tional illness  or  senility,  or  from  the 
sequelae  of  stress  when  these  are 
uncomplicated  by  chemical  depend- 
ency, will  be  encouraged  to  seek 
assessment  and/or  treatment 
through  Statewide  Program  ap- 
proved facilities  or  practitioners. 

SPHP  adheres  to  the  policy  that 
satisfactory  recovery  can  only  be  re- 
alized through  a monitored  two-year 
recovery  period.  It  considers  the  two 
years  after  initial  treatment  to  be  vi- 
tal to  assuring  continued  recovery. 

Phase  III:  Benevolent  assistance 
In  addition  to  the  burdens  of  im- 
pairment, some  physicians  are  fi- 
nancially unable  to  pay  the  cost  of 
in-patient  care.  By  estimate,  at  least 
10%  of  Wisconsin  impaired  physi- 
cians have  either  no  or  inadequate 
health  insurance.  Some  have  been  ill 
for  so  long  that  their  financial  re- 
sources essentially  have  been  de- 
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pleted . About  1 0 % of  the  charges  for 
rehabilitation  of  such  physicians  go 
unpaid.  For  60%  of  chemically  de- 
pendent physicians,  residence  and 
treatment  in  recovery  homes  (aver- 
age of  three  months  stay,  at  a cost  of 
$5,000  per  month)  is  essential  for 
completion  of  the  two-year  recov- 
ery program. 

With  approval  of  the  SMS  and 
CES  Foundation  Boards  of  Direc- 
tors, the  Statewide  Physician  Health 
Program  established  a Physicians 
Benevolent  Assistance  Fund  with 
pledges  to  the  CES  Foundation.  The 
fund  appeal  among  SMS  members 
and  Wisconsin  hospitals  was  de- 
signed to  develop  a fund  of  $150,000 
for  low-interest  loans  to  impaired 
physicians,  who  can  potentially 
repay  the  loan(s)  after  returning  to 
medical  practice. 

Phase  IV:  Protecting  the  public 

The  State  Medical  Society  program 
maintains  formal  linkage  with  the 
Wisconsin  Medical  Examining 
Board  (MEB)  through  the  Coordi- 
nating Council  on  Physician  Impair- 
ment. The  Council  consists  of  three 
physicians  representing  the  State 
Medical  Society  and  three  members 
of  the  Medical  Examining  Board. 
The  Council  establishes  guidelines 
for  the  Statewide  Program  and  co- 
ordinates activities  so  that  appro- 
priate information  is  shared  and 


Council  action  can  be  taken  in  the 
event  a physician  fails  to  respond  to 
treatment  or  refuses  to  enter  reha- 
bilitation. The  Council  may  refer  a 
physician  to  the  MEB  in  an  instance 
where  the  health  of  the  public  may 
be  jeopardized.  The  Council  pres- 
ents a desirable  balance  of  concerns 
and  interests  between  the  voluntary 
assistance  program  of  organized 
medicine  and  the  state's  statutory  li- 
censing and  disciplinary  body.  Thus 
the  Council  is  an  appropriate  step  in 
the  reporting  process  if  necessary 
during  attempts  at  physician  reha- 
bilitation where  difficulty  may  be 
encountered. 

Any  responsible  person  con- 
cerned that  a physician  may  suffer 
from  an  impairment  may  write  to 
the  Society  or  call  (608)  257-6781  in 
Madison  or  1-800-362-9080  in  Wis- 
consin. Strict  confidentiality  is  as- 
sured. Staff  assigned  to  receive  in- 
formation will  consult  with  the  SPHP 
Medical  Director  for  guidance  and 
early  action.  All  information  is  evalu- 
ated for  accuracy.  When  it  is  deter- 
mined that  a potential  problem  ex- 
ists, an  intervener  team  is  recruited 
to  meet  with  the  involved  physi- 
cian. From  that  point  the  process 
evolves  which  should  assist  the 
physician  to  recognize  the  impair- 
ment and  to  accept  a treatment  plan 
leading  to  recovery  and  a return  to 
successful  practice. ❖ 


“I  want  to  live.” 

Ashley  has  cancer.  It  sounds  like  such 
a grown-up  disease,  but  each  year,  more 
than  6,000  American  children  will  be 
stricken  with  cancer. 

Ashley,  and  thousands  of  others  like 
her,  will  have  a chance  to  beat  cancer 
because  of  the  life-saving  research  and 
treatments  developed  at  St.  Jude 
Children’s  Research  Hospital. 

To  find  out  more,  call  1-800-877-5833. 

ST.  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 
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SMS  physician  support  program 


The  SMS  Commission  on  Medi- 
cal Liability  and  Risk  Manage- 
ment created  the  Physician  Support 
Program  in  1987  to  help  physicians 
and  their  families  cope  with  the  stress 
of  being  sued  for  malpractice.  The 
program  provides  emotional  sup- 
port, practical  information,  and  an 
opportunity  for  the  physician  and 
spouse  to  share  their  feelings  with 
sympathetic  listeners. 

How  the  program  works 

When  a physician  is  sued  for  medi- 
cal malpractice,  the  SMS  sends  him 
or  her  a packet  of  materials  that 
includes  a letter  explaining  the 
Physician  Support  Program,  advice 
on  coping  with  the  experience,  and 
a list  of  physicians  and  spouses  who 
have  volunteered  to  serve  as  mem- 
bers of  a special  support  group.  The 
packet  also  contains  a description  of 
the  Medical  Mediation  Panel  Sys- 
tem and  helpful  materials  for  the 
physician's  spouse. 

The  Physician  support  group 

The  purpose  of  the  support  group  is 
to  offer  emotional  support  and  prac- 
tical advice  for  dealing  with  a medi- 
cal malpractice  suit.  The  emphasis 
is  on  personal  contact  and  commu- 
nication between  the  physician  or 
spouse  requesting  help  and  the  panel 
member.  The  setting  of  meetings  is 
left  entirely  to  the  parties  involved, 
and  may  be  limited  to  telephone 
calls,  if  desired.  Topics  covered 
during  meetings  are  expected  to  be 
wide  ranging,  (eg  feelings  of  hostil- 
ity, fear,  loss  of  confidence,  diffi- 
culty in  making  decisions,  and  with- 
drawal from  the  family)  but  discus- 
sions of  the  specific  merits  of  the 
case  are  avoided.  The  emphasis  is 
on  individual  interaction  and  open 
and  frank  discussions.  There  are  no 
group  sessions.  Confidentiality  is 
assured  in  all  cases. 

Any  practicing  physician  who  has 
been  a respondent  in  a malpractice 


action  and  feels  he  or  she  can  offer 
emotional  support  to  a colleague  in 
a similar  situation  is  encouraged  to 
volunteer  as  a support  group  mem- 
ber. Spouses  who  can  provide  sup- 
port for  their  counterparts  are  also 
invited  to  participate.  Each  panelist 


receives  basic  information  about  the 
program  and  advice  on  how  to  be  an 
effective  participant. 

Physicians  interested  in  provid- 
ing peer  support  through  the  Physi- 
cian Support  Program  should  con- 
tact Anne  Bicha  at  the  SMS.*> 


Letter  to  physician  named  in  a medical 
mediation  case 

Items  mentioned  in  this  letter  as  "enclosed"  are  available  from  Anne 
Bicha  at  the  SMS. 

Dear  Doctor: 

According  to  our  records,  you  have  been  named  in  a medical  me- 
diation case.  Feelings  such  as  anger,  frustration  and  depression  are 
common  for  physicians  involved  in  a malpractice  action.  I am  writing 
this  letter  to  inform  you  that  there  are  other  physicians  and  spouses 
who  have  been  through  similar  experiences  and  are  willing  to  discuss 
those  feelings. 

As  part  of  the  work  of  the  State  Medical  Society  Commission  on 
Medical  Liability  and  Risk  Management,  we  have  looked  at  the  effect 
of  the  medical  malpractice  action  on  the  physician  and  his  or  her  fam- 
ily. It  was  the  recommendation  of  the  Commission  on  Medical  Liability 
and  Risk  Management  to  the  Board  of  Directors  that  the  State  Medical 
Society  establish  a support  structure  for  physicians  and  their  families 
involved  in  professional  liability  actions.  Part  of  our  proposal  recom- 
mended the  establishment  of  a group  of  physicians  and  spouses  who 
could  serve  as  "sympathetic  listeners"  for  the  physicians  and  their 
families  involved  in  a liability  action. 

I invite  you  and  your  spouse  or  significant  other  to  utilize  the 
program.  The  SMS  Auxiliary  strongly  supported  the  creation  of  the 
support  group  since  it  would  be  very  beneficial  to  family  members.  En- 
closed is  a list  of  physicians  and  spouses  who  have  volunteered  to 
serve.  Please  feel  free  to  contact  any  individual  on  the  list.  He  or  she  will 
assure  you  of  maintaining  confidentiality. 

Also,  enclosed  is  a brief  description  of  the  program  for  you  and 
your  spouse,  or  significant  other,  and  helpful  materials  to  cope  with  the 
stress  associated  with  medical  litigation.  Remember,  talking  to  an  ex- 
perienced, knowledgeable  peer  about  your  frustrations  is  important.  If 
you  have  questions  about  the  program,  please  feel  free  to  contact  Anne 
Bicha  at  SMS,  800-362-9080  or  (608)  257-6781. 

Sincerely, 

Sidney  E.  Johnson,  MD 

Chair,  Commission  on  Medical  Liability  and  Risk  Management 
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Mediation  and  peer  review  services 


WHEN  MISUNDERSTANDINGS  arise 
about  what  the  physician 
hopes  to  accomplish  and  what  the 
patient  expects  it  is  important  that 
the  patient  discuss  with  the 
physician  any  questions  about  the 
medical  care  received.  If  they  are 
not  resolved,  however,  the  SMS 
provides  a means  for  resolving  these 
differences. 

The  SMS  Commission  on 
Mediation  and  Peer  Review  receives, 
investigates,  and  resolves 
complaints  and  inquiries  from 
patients  and  others,  concerning 
Wisconsin  physicians.  The 
commission's  standard  of  judgment 
is  what  constitutes  good  medical 
care.  Physicians,  too,  may  benefit 
from  commission  efforts  to  mediate 
differences  between  themselves. 

Many  complaints  and  questions 
received  by  SMS  staff  are  resolved 
by  telephone.  By  protocol,  however, 
only  written  complaints  will  be 
considered  by  the  commission.  If  all 
affected  parties  reside  within  the 
boundaries  of  a single  county 
medical  society,  that  society  may 
assume  jurisdiction  of  the  complaint. 
If  it  does,  the  complaint  will  be 
transferred  to  the  county  medical 
society  for  investigation  and 
resolution. 

A protocol  manual  was 
developed  by  the  Commission  on 
Mediation  and  Peer  Review  and 
approved  by  the  Board  of  Directors 
for  conducting  resolution  of  patient 
complaints,  employing  peer  review 
mechanisms  to  test  physician 
practice  patterns,  and  responding 
to  inquiries  or  requests  for  action 
regarding  impaired  physicians.  The 
manual  was  designed  to 
accommodate  informal  disposition 
of  minor  and  uncomplicated 
complaints,  as  well  as  complex  and 
serious  matters  which  may  involve 
due  process,  patient  or  physician 
appeals,  proposed  disciplinary 
actions,  and  Board  of  Directors 


consideration  of  a physician's  SMS 
membership.  The  manual  is 
available  upon  request. 

Certain  complaints  received  by 
the  commission  are  evaluated  by 
subcommittees,  members  of  which 
submit  reports  and  recommended 
resolutions  to  the  commission  chair. 
Frequently,  these  subcommittee 
conclusions  are  transmitted  to  the 
subject  physicians,  and  as 
appropriate,  to  complainants.  All 
subcommittee  activities  are  reported 
to  the  commission.  Matters  of  a more 
serious  nature  require  additional  use 
of  the  manual,  as  necessary. 

The  Commission  on  Mediation 
and  Peer  Review  offers  peer  review 
services  to  private  and  governmental 
organizations  and  to  physicians, 
including  utilization  review, 
appropriateness  of  patient  care,  and 
quality  assurance.  Although  it  is 
empowered  to  initiate  disciplinary 
action,  the  commission's  most 
valuable  peer  review  benefits  have 
been  educational,  judging  from 
physician's  expressed  appreciation 


for  the  commission's  consultation 
in  matters  of  proper  patient  care. 

The  commission  maintains 
purview  over  the  Statewide 
Physician  Health  Program  and 
continues  its  interest  in  the 
Coordinating  Council  on  Physician 
Impairment  of  the  SMS  and  the 
Medical  Examining  Board.  The 
commission  participates  in  the 
Medicaid  Medical  Audit  Committee, 
under  contract  between  the  SMS  and 
the  Wisconsin  Department  of  Health 
and  Social  Services. 

Commission  members  will  also 
review  cases  submitted  by 
physicians  who  are  the  subject  of 
Medicare  or  Medicaid  reviews,  to 
provide  an  independent  assessment 
of  the  appropriateness  of  care 
provided.  In  those  instances  where 
the  commission  disagrees  with  a 
WIPRO  or  other  review  organization 
finding,  the  commission  will  provide 
the  physician  with  independent 
medical  opinion  in  any  further  action 
taken  by  the  review  agencies. ❖ 


Rep  Scott  Klug  discusses  health  system  reform  at  the  SMS  annual  meeting. 
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Accreditation  program  for  continuing 


The  SMS's  accreditation  pro- 
gram functions  under  the 
authority  of  the  Accreditation  Coun- 
cil for  Continuing  Medical  Educa- 
tion (ACCME).  Representatives 
from  the  American  Board  of  Medi- 
cal Specialties,  American  Medical 
Association,  Association  for  Hospi- 
tal Medical  Education,  Association 
of  American  Medical  Colleges, 
American  Hospital  Association, 
Federation  of  State  Medical  Boards, 
and  the  Council  of  Medical  Specialty 
Societies  comprise  the  ACCME. 

The  SMS  Commission  on  Con- 
tinuing Medical  Education  currently 
reviews  and  accredits  55  hospitals, 
20  specialty  societies,  two  profes- 
sional organizations,  and  one  county 
medical  society  in  Wisconsin.  Infor- 
mation is  available  from  Kristin 
Bjurstrom  Krueger  or  Lisa  Lawry  at 
the  SMS. 

Category  1 

Category  1 CME  designated  by  an 
accredited  sponsor  must  meet  the 
following  requirements: 

• be  sponsored  by  an  organization 
accredited  for  continuing  medi- 
cal education  by  one  of  the  state 
medical  associations  or  by  the  Ac- 
creditation Council  for  Continu- 
ing Medical  Education  (ACCME), 
and 

• be  designated  as  AMA  PRA  Cate- 
gory 1 education  by  that  organi- 
zation. 

Category  1 activities  can  take  the 
form  of  lectures,  seminars,  use  of 
self-study  materials,  self-assessment 
programs,  mini-residencies,  and  use 
of  audio-visual  or  computer  based 
materials,  so  long  as  they  are  desig- 
nated as  AMA  PRA  Category  1. 

Category  2: 

All  Other  CME  Activities 

Education  reported  under  Category 
2 must  meet  the  definition  of  con- 


tinuing medical  education  and  fit 
one  of  the  descriptions  of  education 
provided  below.  Category  2 activi- 
ties must  also  comply  with  the  AMA 
"Ethical  Opinion  on  Gifts  to  Physi- 
cians." 

Non-Supervised  Personal  Learning 
Activities 

• Clinical  consultations  that  con- 
tribute to  a physician's  education. 

• Informal  educational  consulta- 
tions about  a patient  can  be  re- 
ported; these  hours  should  be 
estimated  and  reported  in  hour 
blocks. 

• Participation  in  patient  care  re- 
view activities. 

• Teaching  of  medical  and  other 
health  care  professionals. 

• Patient  centered  discussions  with 
colleagues. 

• Journal  club  activities. 

• Use  of  self-assessment  examina- 
tions and  reviews. 

The  following  Wisconsin  organi- 
zations were  accredited  by  SMSW 
and  ACCME  for  continuing  medi- 
cal education  programming  as  of 
June  1, 1994: 

Accredited  hospitals 

Appleton  Medical  Center  and 
St  Elizabeth  Hospital,  Appleton 
Beilin  Memorial  Hospital,  Green  Bay 
Beloit  Memorial  Hospital,  Beloit 
Berlin  Memorial  Hospital,  Berlin 
Columbia  Hospital,  Milwaukee 
Community  Memorial  Hospital, 
Menomonee  Falls 
Fort  Atkinson  Memorial  Hospital, 
Fort  Atkinson 

Gundersen  Medical  Foundation,  Ltd 
and  La  Crosse  Lutheran 
Hospital,  La  Crosse 
Hartford  Memorial  Hospital, 
Hartford 

Howard  Young  Medical  Center, 
Woodruff 

Kenosha  Hospital  and  Medical 
Center,  Kenosha 


medical  education 

Lakeland  Medical  Center,  Elkhorn 
Langlade  Memorial  Hospital, 
Antigo 

Luther  Hospital,  Eau  Claire 
Memorial  Hospital  of  Iowa  County, 
Dodgeville 

Memorial  Hospital  at  Oconomowoc, 
Oconomowoc 

Mendota  Mental  Health  Institute, 
Madison 

Mercy  Hospital,  Janesville 
Mercy  Medical  Center,  Oshkosh 
Meriter  Hospital,  Madison 
Reedsburg  Memorial  Hospital, 
Reedsburg 

Ripon  Memorial  Hospital,  Ripon 
Riverside  Memorial  Hospital, 
Waupaca 

Sacred  Heart  Hospital,  Eau  Claire 
Sacred  Heart-St  Mary's  Hospital,  Inc, 
Rhinelander 

Sauk  Prairie  Memorial  Hospital, 
Prairie  du  Sac 

Shawano  Community  Hospital, 
Shawano 

Sheboygan  Memorial  Medical 
Center,  Sheboygan 
Sinai  Samaritan  Medical  Center, 
Milwaukee 

St  Agnes  Hospital,  Fond  du  Lac 
St  Catherine's  Hospital,  Kenosha 
St  Clare  Hospital,  Baraboo 
St  Clare  Hospital,  Monroe 
St  Francis  Hospital,  Milwaukee 
St  Francis  Medical  Center,  La  Crosse 
St  Joseph's  Community  Hospital, 
West  Bend 

St  Joseph's  Hospital,  Chippewa  Falls 
St  Joseph's  Hospital,  Milwaukee 
St  Joseph's  Hospital  & Marshfield 
Clinic,  Marshfield 
St  Luke's  Hospital,  Milwaukee 
St  Mary's  Hospital,  Milwaukee 
St  Marys  Hospital  Medical  Center, 
Madison 

St  Mary's  Hospital-Ozaukee, 
Mequon 

St  Michael  Hospital,  Milwaukee 
St  Michael's  Hospital,  Stevens  Point 
St  Vincent  Hospital,  Green  Bay 
Stoughton  Hospital  Association, 
Stoughton 
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Theda  Clark  Regional  Medical 
Center,  Neenah 

Trinity  Memorial  Hospital,  Cudahy 

Veterans  Administration  Medical 
Center,  Tomah 

Watertown  Memorial  Hospital, 
Watertown 

Waukesha  Memorial  Hospital, 
Waukesha 

Wausau  Hospital  Center,  Wausau 

West  Allis  Memorial  Hospital, 
West  Allis 

Winnebago  Mental  Health  Institute, 
Winnebago 

Accredited  specialties 

American  Cancer  Society, 
Wisconsin  Division 

American  Heart  Association 
of  Wisconsin 

Fox  Valley  Academy  of  Medicine 

Milwaukee  Gynecological  Society 


Milwaukee  Ophthalmological 
Society 

Racine  Academy  of  Medicine 
Wisconsin  Academy  of 
Family  Physicians 
Wisconsin  Allergy  Society 
Wisconsin  Association  for 
Perinatal  Care 

Wisconsin  Neurological  Society 
Wisconsin  Psychiatric  Association 
Wisconsin  Society  of 
Anesthesiologists 
Wisconsin  Society  of  Obstetrics 
and  Gynecology 
Wisconsin  Society  of 

Otolaryngology-Head  and 
Neck  Surgery 

Wisconsin  Society  of  Pathologists 
Wisconsin  Society  of  Plastic 
Surgeons 

Wisconsin  Society  of  Radiation 
Oncologists 


Wisconsin  Surgical  Society 
Wisconsin  Urological  Society 

Accredited  county  medical 
societies 

Marinette-Florence  County 
Medical  Society 

Other  accredited  organizations 

Physicians  Insurance  Company 
of  Wisconsin 
WIPRO 

Wisconsin  Association  of 
Medical  Directors 

ACCME  accredited 

Medical  College  of  Wisconsin 
UW  Center  for  Health  Sciences 
Interstate  Postgraduate  Medical 
Association 

State  Medical  Society  of  W isconsin* 


Membership  facts 


WHETHER  YOU  ARE  JUST  STARTING  medical  School, 
engaged  in  postgraduate  training,  main- 
taining a full-time  practice,  or  retired,  the  SMS  has  a 
membership  classification  to  fit  your  needs.  Election 
to  membership  by  the  county  medical  society  in 
which  your  principal  place  of  practice  is  located 
carries  with  it  membership  in  the  SMS  and,  if  you 
wish,  the  American  Medical  Association.  If  you 
qualify  for  resident  membership  at  the  time  of  your 
election,  your  membership  dues  are  greatly  reduced. 
You  may  also  qualify  for  reduced  dues  during  the 
first  two  years  of  your  practice.  In  addition,  two- 
physician  families  may  be  eligible  for  a $50  discount 
on  total  SMS  membership  dues.  Regular  member- 
ship dues  in  1995  are  $650  for  the  SMS  and  $420  for 
the  AMA;  county  society  dues  vary. 

Dues  for  regular,  part-time  practice,  or  over-age- 
70  membership  classifications  may  be  paid  in  one 
lump  sum  or  in  two  equal  installments,  with  the  first 
half  due  by  Oct  1, 1994,  and  the  second  half  by  Jan  1, 
1995. 

An  incentive  plan  is  available  for  early  payment  of 
county  and  state  dues:  $25  off  state  dues  for  those 
regular  members  who  pay  state  and  county  dues  in 
full  by  Oct  1, 1994. 


A more  detailed  list  of  SMS  membership  classifica- 
tions and  their  corresponding  dues  follow. 

SMS  Membership  classifications 

Regular:  Member  in  active  practice.  Regular  mem- 
bers who  are  in  their  first  or  second  year  out  of 
residency,  fellowship,  or  military  obligation  may 
qualify  for  reduced  dues  for  the  SMS,  the  AMA,  or 
both. 

Part-time  practice:  Physician,  regardless  of  age,  who 
practices  1,000  hours  or  less  during  the  calendar 
year,  but  does  not  qualify  for  retired  membership. 
Resident:  Member  who  as  of  Jan  1 of  the  dues  year  is 
in  an  approved  training  program  as  a hospital  resi- 
dent or  research  fellow  and  is  licensed  to  practice 
medicine  and  surgery  in  Wisconsin. 

Military  sendee:  Member  who  is  serving  in  the  US 
armed  forces  or  US  Public  Health  Service  (generally 
not  to  exceed  5 years). 

Associate:  Member  whose  dues  are  waived  because 
of  financial  hardship  due  to  illness  or  disability.  This 
classification  is  temporary  and  is  reviewed  on  an 
annual  basis. 

Retired:  Member  who  has  completely  retired  from 

Continued  on  next  page 
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practice  (works  less  than  240  hours  each  year).  All 
dues  are  waived  unless  county  society  indicates  it 
wishes  to  charge  county  dues.  (Retired  and  life 
members  who  wish  to  receive  Medigram  and  the 
Wisconsin  Medical  Journal  must  pay  a $45  publica- 
tions fee.) 

Life:  Member  who  has  held  membership  in  a state 
medical  society  for  50  years.  Past  presidents  of  the 
SMS  are  also  included  in  this  category. 

Honorary:  Physician  named  an  honorary  member  by 
the  Board  of  Directors  for  outstanding  contributions 
to  the  medical  profession. 

Over  age  70\  Member  in  active  practice  who  is  over  70 
years  of  age. 

Scientific  fellow:  Person  engaged  in  teaching  or  re- 
search in  the  basic  sciences  at  an  accredited  college  or 
university-but  not  holding  a degree  in  medicine  or 
osteopathy— by  invitation  and  consent  of  the  Board 
of  Directors. 

Emeritus:  Retired  member  who  has  chosen  not  to 
renew  his  or  her  license,  at  the  discretion  of  the 
Board. 

Candidate:  Member  attending  a medical  school  in 
Wisconsin  or  fulfilling  a postgraduate  obligation 
prior  to  eligibility  for  licensure. 


1995  Dues 


SMS 

AMA 

County 

Regular 

$650 

$420 

Varies 

First  year 

in  practice 

$325 

$210 

Varies 

Second  year 

in  practice 

$487 

$315 

Varies 

Two  physician 

family 

$600 

$420 

Varies 

Part-time 

practice 

$325 

$420 

Varies 

Part-time 

over  age  70 

$325 

$210* 

Varies 

Resident 

$ 85 

$ 45 

Varies 

Military  service 

-0- 

$280/ $45 

Varies 

Associate 

-0- 

-0- 

-0- 

Retired 

-0- 

$420/$84/-0-* 

Varies 

Retired, 

over  age  70 

-0- 

-0- 

Varies 

Life 

-0- 

$420/-0-* 

-0- 

Honorary 

-0- 

$420/ -0-* 

-0- 

Over  age  70 

$325 

$420/ -0-* 

Varies 

Scientific  Fellow 

-0- 

-0- 

-0- 

Emeritus 

-0- 

-0- 

-0- 

Candidate: 

Student 

$ 10 

$ 20 

$2.50 

Postgraduate-one 

$ 10 

$ 45 

Varies 

‘Physicians  in  these  categories  may  be  eligible  for  exemption  from 
AMA  dues  under  the  grandfather  clause.  (AMA  dues-exempt 
members  who  were  granted  exemption  before  1986  based  on 
previously  established  criteria,  with  the  exception  of  financial 
hardship  or  disability,  will  automatically  be  exempt  from  dues  in 
1986  and  the  years  following.) 


Current  AMA  policy  provides  for  only  two  categories  of 
exemptions:  financial  hardship  or  disability  and  65  years  of  age  or 
older  and  fully  retired.  AMA  dues  for  under-age-65  and  fully 
retired  members  may  be  reduced  to  $84. 

State  society  dues  are  prorated  on  a monthly  basis 
for  those  elected  to  membership  July  1 through  Aug 
31.  Those  elected  after  Aug  31  are  exempt  from  dues 
for  the  balance  of  the  year  in  which  they  are  elected. 
AMA  dues  are  prorated  on  a semiannual  basis. 

To  begin  the  membership  process,  contact  your 
county  medical  society  or  call  the  Membership 
Department  of  the  SMS  at  1-800-362-9080  or  608-257- 
6781.  ♦ 


Display  ads  sell! 

Call  for  a WMJ  rate  card. 
1-800-362-9080 


Ben  Wedro,  MD,  reports  to  the  1994  House. 
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SMS  officers  and  directors  by  district 


Officers  of  the  Society 
President  (1994-1995) 

Richard  G Roberts,  MD,  777  S Mills  St 
Madison  53715 

President-elect  (1994-1995) 

Marcia  J S Richards,  MD 

2900  W Oklahoma  Ave,  PO  Box  2901,  Milwaukee 
53201-2901 

Executive  Vice  President  & Secretary  (1994-1995) 
Thomas  L Adams,  CAE,  330  E Lakeside  St 
PO  Box  1109,  Madison  53701 

Treasurer (1994-1995) 

Harry  J Zemel,  MD,  PO  Box  962 
Fond  du  Lac  54936-0962 

Board  of  Directors 

Chair:  Richard  H Ulmer,  MD 

Vice  Chair:  Raymond  C Zastrow,  MD 

District  1 

Kenosha,  Milwaukee,  Ozaukee,  Racine,  Walworth,  Wash- 
ington, and  Waukesha  counties 

Robert  F Purtell,  Jr,  MD  (1989/1992-1995) 

3316  W Wisconsin  Ave,  Milwaukee  53208 

Thomas  A Reminga,  MD  (1986/1992-1995) 

330  E Kilboum,  Ste  730,  Milwaukee  53202 

Raymond  C Zastrow,  MD  (1987/1992-1995) 

2400  W Villard  Ave,  Milwaukee  53209 

Clarence  P.  Chou,  MD  (1994-1996) 

10028  North  Miller  Dr,  Mequon  53092-6186 

Timothy  G McAvoy,  MD  (1990/1993-1996) 

1751  East  Main,  Waukesha  53186 

Marvin  G Parker,  MD  (1990/1993-1996) 

1525  Howe  St,  Racine  53403 

Charles  E Pechous,  Jr,  MD  (1990/1993-1996) 

7202  Third  Ave,  Kenosha  53143-5509 

John  E.  Ridley,  III,  MD  (1990/1993-1996) 

2315  N Lake  Dr,  Ste  1001,  Milwaukee  53211 

Jay  F Schamberg,  MD  (1991/1993-1996) 

8901  W Lincoln  St,  West  Allis  53227 


George  R Schneider,  MD  (1989/1994-1997) 

9330  W Lincoln  Ave,  West  Allis  53227 

Frank  H.  Urban,  MD  (1993/1994-1997) 

3645  Emberwood  Dr,  Brookfield  53005 

District  2 

Adams,  Columbia,  Dane,  Dodge,  Grant,  Green,  Iowa, 
Jefferson,  Lafayette,  Marquette,  Richland,  Rock,  and  Sauk 
counties 

John  D Wegenke,  MD  (1986/1992-1995) 

345  W Washington  Ave,  Madison  53703 

Andrew  B Crummy,  Jr,  MD  (1992/1993-1996) 
D4/348  UW  CSC,  600  Highland  Ave,  Madison  53792 

Cyril  M Hetsko,  MD  (1993/1994-1997) 

1313  Fish  Hatchery  Rd,  Madison  53715 

Jerry  M Ingalls,  MD  (1992/1994-199 7) 

515  22nd  Ave,  Monroe  53566 

Ayaz  M Samadani,  MD  (1991/1994-1997) 

P.O.  Box  678, 148  Warren  St 
Beaver  Dam  53916 

Paul  A Wertsch,  MD  (1993/1994-1997) 

4221  Venetian  Ln,  Madison  53704 
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Continued  from  preceding  page 
District  3 

Buffalo,  Crawford,  Jackson,  Juneau,  La  Crosse,  Monroe, 
Trempealeau,  and  Vernon  counties 

Mark  H.  Andrew,  MD  (1992/1992-1995) 

125  W Jefferson,  Viroqua  54665 

Jack  M Lockhart,  MD,  (1989/1992-1995) 

1836  S Ave,  La  Crosse  54601 

District  4 

Clark,  Florence,  Forest,  Langlade,  Lincoln,  Marathon, 
Oneida,  Portage,  Price,  Taylor,  Vilas,  and  Wood  counties 

William  E Raduege,  MD  (1986/1992-1995) 

PO  Box  1387,  311  Elm  St,  Woodruff  54568 

Richard  H Ulmer,  MD  (1986/1992-1995) 

1000  North  Oak  Ave,  Marshfield  54449 

Robert  J Jaeger,  MD  (1988/1994-1997) 

3291  Thompson  Court,  Stevens  Point  54481 

District  5 

Calumet,  Fonddu  Lac,  Green  Lake,  Outagamie,  Waupaca, 
Waushara,  Winnebago  and  counties 

James  L Basiliere,  MD  (1986/1992-1995) 

414  Doctors  Court,  Oshkosh  54901 

Terry  L Hankey,  MD  (1993/1993-1996) 

900  Riverside  Drive,  Waupaca  54981 

Harry  J Zemel,  MD  (1987/1994-1997) 

P.O.  Box  962,  Fond  du  Lac  54936-0962 

District  6 

Brown,  Door,  Kewaunee,  Manitowoc,  Marinette,  Menom- 
inee, Oconto,  Shawano,  and  Sheboygan  counties 

Stephen  D Hathway,  MD  (1989/1992-1995) 

PO  Box  574,  Green  Bay  54305 

John  E Kraus,  MD  (1986/1992-1995) 

100  Park  St,  Marinette  54143 

David  J Deubler,  MD  (1994/1994-1997) 

635  Paine  St,  Kiel  53042 

District  7 

Barron,  Chippewa,  Dunn,  Eau  Claire,  Pepin,  Pierce,  Polk, 
Rusk,  St  Croix,  Burnett,  and  Washburn  counties 

Lloyd  R Cotts,  MD  (1992/1992-1995) 

2765  16th  St,  Rice  Lake  54868 


Charles  V Ihle,  MD  (1994/1994-1997) 

1325  Bittersweet  Rd,  Eau  Claire  54701 

District  8 

Ashland,  Bayfield,  Douglas,  Iron,  and  Sawyer  counties 

Robert  L Sellers,  MD  (1987/1993-1996) 

69  N 28th  St,  Superior  54880 

Officers  of  the  Society 

President:  Richard  G Roberts,  MD  (1994-1995) 

777  S Mills  St,  Madison  53715 

President-elect:  Marcia  JS  Richards,  MD  (1994-1995) 
2900  W Oklahoma  Ave,  PO  Box  2901,  Milwaukee 
53201-2901 

Immediate  past  president:  Pauline  M Jackson,  MD 
(1994-1995) 

1836  South  Ave,  La  Crosse,  54601 

Speaker:  Sandra  L Osborn,  MD  (1993/1993-1995) 
2085  County  Rd  J,  Verona  53593-8829 

Vice  speaker:  (1994/1994-1996) 

Michael  C Reineck,  MD  (1994/1994-1996) 

1201  Oak  St,  West  Bend  53095 

Ex  officio,  without  vote 

Executive  Vice  President  & Secretary  Adams 
Paul  Bullis,  Medical  Student,  UW-Madison 
Michael  Bigelow,  Medical  Student,  Medical  College 
of  Wisconsin 

Delegates  to  the  AMA 

John  K Scott,  MD  (1979/1993  & 1994) 

20  S Park  St,  #350,  Madison  53715 
Patricia  J Stuff,  MD  (1979/1993  & 1994) 

401  Mill  St,  Bonduel  54107 

Timothy  T Flaherty,  MD  (1988/1994  & 1995) 

547  E Wisconsin  Ave,  Neenah  54956 
John  D Riesch,  MD  (1988/1994  & 1995) 

PO  Box  427,  Menomonee  Falls  53051 
Kenneth  M Viste,  Jr,  MD  (1993/1994  & 1995) 

100  Stoney  Beach  Rd,  Oshkosh  54901 
Cyril  M Hetsko,  MD  (1994/1995  & 1996) 

1313  Fish  Hatchery  Rd,  Madison  53715 
John  P Mullooly,  MD  (1991/1995  & 1996) 

8430  W Capitol  Dr,  Milwaukee  53222 
Richard  H Ulmer,  MD  (1994/1995  & 1996) 

1000  N Oak  Ave,  Marshfield  54449 
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Alternate  Delegates  to  the  AMA 
Cyril  M Hetsko,  MD  (1983/1993  & 1994) 
1313  Fish  Hatchery  Rd,  Madison  53715 
Richard  H Ulmer,  MD  (1983/1994) 

1000  N Oak  Ave,  Marshfield  54449 
J D Kabler,  MD  (1982/1994  & 1995) 

5501  Varsity  Hill,  Madison  53705 
Susan  L Turney,  MD  (1993/1994  & 1995) 
1000  N Oak  Ave,  Marshfield  54449 
Kevin  T Flaherty,  MD  (1994/1995) 

PO  Box  689,  614  First  St,  Wausau  54402-0689 
Jerome  W Fons,  Jr,  MD  (1988/1995  & 1996) 
3734  W Coldspring  Rd,  Greenfield  53221 
Kevin  A Jessen,  MD  (1994/1995  & 1996) 

1112  Charles  Dr,  Tomah  54660 

Robert  F Purtell,  Jr,  MD  (1991/1995  & 1996) 

3316  W Wisconsin  Ave,  Milwaukee  53208 


Young  Physicians  Section  Delegates  to  the  AMA 
Kevin  T Flaherty,  MD  (1992/1992-1994) 

PO  Box  689,  614  First  St,  Wausau  54402-0689 
Paul  J Leehey,  III,  MD  (1993/1993-1994) 

1836  S Ave,  La  Crosse  54601 

YPS  Alternate  Delegate  to  the  AMA 
Sheldon  A Wasserman,  MD  (1993/1993-1995) 

2388  N Lake  Dr,  Milwaukee  53211 

NOTE:  Officers,  directors,  delegates,  alternate  dele- 
gates, and  members  of  commissions  are  elected  at 
the  annual  meeting  (April  1995).  Dates  in  parenthe- 
ses indicate  initial  year  of  appointment  and  begin- 
ning and  expiration  of  terms  of  office.  AMA  dele- 
gates and  alternate  delegates'  terms  of  office  are  on  a 
calendar  basis,  although  elected  at  the  annual 
meeting.*:' 


American  businesses  watched  22  billion  dollars 
in  unpaid  receivables  go  up  in  smoke  last  year.  How 
much  money  are  you  letting  vanish  into  thin  air? 

Before  your  unpaid  receivables  start  stacking  up,  call 
I.C.  System.  We’re  endorsed  for  debt  collection  services 
by  more  than  1,000  business  and  professional  associations 
nationwide,  including  yours.  In  fact,  every  month  we  collect 
millions  for  our  clients. 

Don’t  get  burned  by  unpaid  receivables.  Call 
l.C.  System  today. 

1-800-325-6884 


I.C.  System 

J The  System  Works 
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Expense  reimbursement  policy  and  procedure  for 
physicians  on  SMS  business 


IT  is  SMS  policy  to  offer  reim- 
bursement of  out-of-pocket 
expenses  incurred  by  its  officers, 
directors,  committee  chairs  and 
members,  AMA  delegates  and  al- 
ternates and  other  designated  phy- 
sicians when  such  expenses  are  in- 
curred in  the  course  of  the  conduct 
of  business  on  behalf  of  the  society. 
The  society  recognizes  that  any  such 
leadership  role  requires  a substan- 
tial contribution  in  personal  time  on 
the  part  of  the  physician.  Tradition- 
ally, this  has  been  accepted  as  a 
contribution  to  the  profession  and 
the  health  of  the  public.  Out-of- 
pocket  expenses  in  the  discharge  of 
official  functions  of  the  society  are, 
however,  reimbursable  as  set  forth 
below,  except  that  district  directors 
are  not  reimbursed  for  the  expense 
of  attending  the  annual  meeting  of 
the  society  (Bylaws,  Chapter  V,  Sec 

4). 

Officers,  directors,  committee 
chairs  and  members,  and  other 
designated  persons 

Reimbursable  expenses  include  the 
cost  of: 

• All  meals,  including  normal  tips, 
incurred  while  away  from  the 
physician's  home  city  on  SMS 
business. 

• All  meals  in  the  home  city  of  the 
physician  when  these  are  in  rela- 
tion to  an  SMS  business  meeting. 
• Entertainment  expenses  where 
such  expense  is  clearly  a proper 
and  necessary  adjunct  to  the  con- 
duct of  the  physician's  business 
function  for  the  society. 

• Valet  and  laundry  services  when 
the  physician  is  away  from  home 
city  on  SMS  business  continuously 
for  4 days  or  more. 

• Lodging  for  those  days  (nights) 
reasonably  associated  with  the 
dates  of  a meeting  for  which  ex- 
penses are  claimed. 
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• Transportation  from  home  city  to 
meeting  site  and  return  as  follows: 
Air.  Cost  of  round  trip  coach 
airfare,  plus  necessary  ground 
transportation. 

Bus  or  train.  Cost  of  round  trip 
fare,  plus  necessary  ground  trans- 
portation. 

Auto.  Mileage  at  the  current  SMS 
rate  (now  $.29)  to  and  from  the 
meeting  site,  plus  necessary  park- 
ing fees  and  highway  tolls. 
Miscellaneous  ground  transportation. 
Local  bus  and  cab  fares  as  neces- 
sary. 

Auto  rental.  All  or  some  portion  of 
such  cost  may  be  reimbursed  as  a 
substitute  for  other  ground  trans- 
port when  this  is  the  most  feasible 
alternative  following  initial  air,  bus 
or  train  travel. 

• Telephone,  fax  and  telegraph  com- 
munications relative  to  SMS  busi- 
ness. 

• Secretarial  and  copying  services, 
postage  and  stationary  used  for 
SMS  business.  (Note:  SMS  head- 
quarters is  prepared  to  handle 
most  official  correspondence  and 
reproduction  work  for  officers  and 
committee  members.  Physicians 
may  be  reimbursed,  however,  for 
personal  or  office  costs  relating  to 
secretarial,  copying,  postage  and 
stationery  used  in  conducting  SMS 
business.  Copies  of  all  official  cor- 
respondence should  be  sent  to  the 
appropriate  committee  staff  per- 
son at  SMS,  so  as  to  assure  proper 
coordination  and  record-keeping. 

• Expenses,  as  described  above,  in- 
curred by  the  president's  and 
president  elect's  spouses  when 
accompanying  in  an  official  ca- 
pacity, or  when  the  spouse  is 
expected  to  be  in  attendance,  are 
reimbursable. 

Procedure  for  claiming  expenses. 

To  obtain  reimbursement,  submit  a 

statement  of  expenses  incurred 


within  ninety  (90)  days  from  the 
date  the  expenses  were  incurred. 
Attach  copies  of  bills  or  receipts  for 
all  lodging,  travel,  and  meals  over 
$25.  Itemize  separately  costs  for  the 
eighth  item  above.  Mail  to  SMS 
Business  Services  and  Support,  PO 
Box  1109,  Madison,  WI 53701.  Reim- 
bursement will  be  made  within  two 
weeks  following  receipt  and  ap- 
proval of  the  expense  report.  Ex- 
pense statements  received  after  the 
90-day  period  will  not  be  reim- 
bursed. 

AMA  delegates  and  alternates 

AMA  delegates  and  alternates  (in- 
cluding the  young  physicians  dele- 
gate and  alternate)  from  Wisconsin 
receive  reimbursement  as  follows 
for  each  meeting  to  the  AMA  House 
of  Delegates  they  attend: 

• Round  trip  economy  air  fare 
(advance  booking  strongly  sug- 
gested.) 

• Actual  cost  of  room  (mid-range) 
for  5 nights  at  the  annual  meeting, 
and  4 nights  at  the  interim  meet- 
ing. 

• A per  diem  (currently  $60)  for  food 
and  all  incidentals  for  6 days  at  the 
annual  meeting,  and  5 days  at  the 
interim  meeting. 

• When  AMA  delegates  and  alter- 
nates are  conducting  SMS  busi- 
ness not  in  conjunction  with  meet- 
ings of  the  AMA  House  of  Dele- 
gates, their  expenses  may  be  reim- 
bursed in  the  same  manner  as 
outlined  for  officers  and  directors. 

Out-of-state  trips 
To  receive  reimbursement  for  out  of 
state  travel  members  must  have  prior 
approval  by  the  Chairman  of  the 
Board  of  Directors  and  the  Execu- 
tive Vice  President.  Travel  to  the 
AMA  House  of  Delegates  meetings 
by  the  above  mentioned  and  travel 
by  the  SMS  President  and  President 
Elect  are  exempt  from  this  policy. ❖ 
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SMS  financial  report 


Accrued  property,  payroll  and 


Society  of  Wisconsin  are  part  of  the  treasurer's  report 

sales  taxes 

177,633 

to  the  House  of  Delegates.  The  annual  certified  audit. 

Deferred  revenues 

2,865,908 

prepared  by  Grant  Thornton,  independent  certified 

Accrued  health  plan  costs 

11,772 

public  accountants,  is  on  file  at  Society  headquarters. 

Other 

28,750 

Members  may  review  the  audit  by  inquiry  to  the 

Total  current  liabilities 

$ 5,301,479 

SMS  executive  vice  president. 

Long-term  debt  less  current  maturities 

$ 828,151 

Balance  sheet 

Dec  31,  1993 

Deferred  compensation  payable 

$ 328,505 

Assets 

Membership  equity 

$ 3,453,156 

Current  assets 

Cash  and  cash  equivalents 

$ 3,948,281 

Total  liabilities  and 

Investments 

1,094,898 

membership  equity 

$ 9,911,291 

Accounts  receivable 

Trade 

45,040 

Statement  of  income  and  expenses 

Due  from  affiliates 

95,838 

Year  ended  Dec  31,  1993 

Investment  revenues  receivable 

3,715 

Inventories 

5,000 

Income 

Prepaid  expenses 

63,796 

Membership  dues 

$ 3,374,747 

Total  current  assets 

$ 5,256,568 

Sales  and  services 

1,298,833 

Investment  income 

131,906 

Royalty  income 

291,703 

Property  and  equipment — at  cost 

Gain  on  investments 

255,111 

Building  and  equipment 

$ 2,590,819 

Rental 

246,203 

Furniture  and  equipment 

1,235,472 

Other  grants 

36,020 

Capitalized  lease  equipment 

225,820 

Other 

12,471 

Less  accumulated  depreciation 

(1,992,961) 

Land 

69,968 

Total  income 

$ 5,646,994 

Total  property  and  equipment 

$ 2,129,118 

Expenses 

Other  assets 

Payroll  and  employee  benefits 

$ 2,668,748 

Rental  property,  net  of  accumulated 

Travel  and  conference 

584,807 

depreciation 

$ 1,501,329 

General  and  administrative 

1,107,130 

Prepaid  pension  costs 

158,371 

Occupancy 

396,915 

Long-term  investment 

249,000 

Professional  fees  and  outside  services 

309,033 

Cash  value  of  life  insurance 

2,579 

Pension  amortization 

142,805 

Investment  in  subsidiary 

187,783 

Interest  expense 

183,048 

Deferred  compensation  plan  assets 

326,543 

Other 

5,342 

Notes  receivable 

100,000 

Total  other  assets 

$ 2,525,605 

Total  expenses 

$ 5,397,828 

Total  assets 

$ 9,911,291 

Excess  of  revenues  over  expenses 

$ 249,166 

Liabilities 

Equity  at  Jan  1, 1993 

$ 3,326,987 

Current  liabilities 

Current  maturities  of  long-term  debt 

$ 1,089,892 

Equity  in  loss  of  subsidiary 

$ (122,997) 

Trade  accounts  payable 

111,341 

Dues  payable  to  other  organizations 

910,483 

Equity  at  Dec  31, 1993 

$ 3,453,156 

Accrued  payroll  and  vacation  pay 

105,700 

❖ 
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Charter  law  of  the  SMS 


Chapter  148 

148.015  State  society.(l)  The  State 
Medical  Society  of  Wisconsin  is 
continued  with  the  general  powers 
of  a corporation.  It  may,  from  time 
to  time  adopt,  alter  and  enforce 
constitution,  bylaws  and  regulations 
for  admission  and  expulsion  of 
members,  election  of  officers,  and 
management. 

(2)  A member  expelled  from  a 
county  medical  society  may  appeal 
to  the  state  society,  whose  decision 
shall  be  final. 

148.02  County  societies.  (1)  The 
physicians  and  surgeons,  not  less 
than  five  in  number,  of  the  several 
counties,  except  those  wherein  a 
county  medical  society  exists,  may 
meet  at  such  time  and  place  at  the 
county  seat  as  a majority  agree  upon 
and  organize  a county  medical  soci- 
ety, and  when  so  organized  it  shall 
be  a body  corporate  by  the  name  of 
the  medical  society  of  such  county, 
shall  have  the  general  powers  of  a 
corporation,  and  may  take  by  pur- 
chase or  gift  and  hold  real  and  per- 
sonal property.  County  medical  so- 
cieties now  existing  are  continued 
with  the  powers  and  privileges 
conferred  by  this  chapter. 

(2)  Physicians  and  surgeons  who, 
before  April  20,  1897,  received  a 
diploma  from  an  incorporated 
medical  college  or  society  of  any  of 
the  United  States  or  territories  or  of 
any  foreign  country,  or  who  shall 
have  received  a license  from  the 
medical  examining  board,  shall  be 
entitled  to  meet  for  organization  or 
become  members  of  the  county 
medical  society. 

(3)  If  there  is  not  a sufficient 
number  of  physicians  and  surgeons 
in  any  county  to  form  a county 
medical  society  they  may  associate 
with  those  of  adjoining  counties,  and 
the  physicians  and  surgeons  of  not 
more  than  15  adjoining  counties  may 


organize  a county  medical  society 
under  this  chapter,  meeting  at  such 
time  and  place  as  a majority  agree 
upon. 

(4)  A county  medical  society  may 
from  time  to  time  adopt,  alter  and 
enforce  constitution,  bylaws  and 
regulations  for  the  admission  and 
expulsion  of  members,  election  of 
officers,  and  management,  not  in- 
consistent with  the  constitution, 
bylaws  and  regulations  of  the  state 
society. 

148.03  Service  insurance  corpora- 
tions for  health  care.  The  state 
medical  society  or,  in  a manner 
approved  by  the  state  society,  a 
county  society,  may  establish  in  one 
or  more  counties  of  this  state  a serv- 
ice insurance  corporation  for  health 
care  under  ch.  613. 

Note  on  §148.03,  447.13,  and  449.15: 
Chapter  613  provides  in  general 
terms  for  the  creation,  governance 
and  regulation  of  service  insurance 
corporations  for  any  kind  of  health 
care,  as  well  as  for  other  types  of 
services.  All  that  is  needed  in  each 
authorizing  chapter  for  professional 


societies  is  a brief  section  giving  the 
appropriate  professional  society  the 
power  to  organize  a ch.  613  corpora- 
tion. Section  148.03  creates  that  sec- 
tion for  health  care. 

One  basic  restriction  results  from 
the  repeal  of  the  old  enabling  sec- 
tions: none  of  the  professional  socie- 
ties will  be  able  to  organize  a service 
insurance  plan  within  its  own  cor- 
porate structure.  It  is  a mistake  to 
permit  such  a mixing  of  professional 
and  insurance  activities  within  the 
same  corporation.  The  society  can, 
of  course,  control  the  service  insur- 
ance corporation  it  creates  under  ch. 
613,  but  the  service  insurance  corpo- 
ration will  be  legally  separate.  This 
will  lead  to  more  effective  (and 
appropriate)  control  by  the  insur- 
ance commissioner,  who  should 
neither  be  empowered  nor  com- 
pelled, as  arguably  he  was  under 
the  old  statutes,  to  have  any  concern 
about  the  purely  professional  ac- 
tivities of  the  societies,  because  of 
the  impossibility  of  disentangling 
the  insurance  and  professional  ac- 
tivities carried  on  by  a single 
corporation.  ❖ 


HCFA  1500  Health  Insurance  Claim  Forms 

can  be  ordered  direct  from  SMS  Holdings  Corporation 

• 12-90  Version  mandatory  for  Medicare  and  Wisconsin  Medical 
Assistance  Program  claims 

• Forms  sold  by  SMS  Holdings  Corporation  meet  all  OCR  scanning 
requirements 

• Available  in  one-  or  two  part  form 

• Forms  will  be  shipped  within  24  hours  of  receipt  of  order 

Send  your  order  to  SMS  Holdings  Corporation,  P.O.  Box  1109,  Madi- 
son, WI  53701;  or  phone  608-257-6781  or  toll-free  800-545-0632,  FAX 
608-283-5401. 
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SMS  Constitution  and  Bylaws 


Constitution 

Article  I 

Name  of  the  association 

The  name  and  title  of  this  organization  shall  be  the 
State  Medical  Society  of  Wisconsin. 

Article  II 
Purpose 

The  purpose  of  the  Society  is  to  bring  together  the 
physicians  of  the  state  of  Wisconsin  to  advance  the 
science  and  art  of  medicine  and  the  better  health  of 
the  people  of  Wisconsin,  and  to  secure  the  enactment 
and  enforcement  of  just  medical  laws.  As  used  in  the 
Constitution  and  Bylaws,  "physician"  means  a doc- 
tor of  medicine  or  a doctor  of  osteopathy  licensed  in 
Wisconsin. 

Article  III 

Component  societies 

Component  societies  shall  consist  of  those  county 
medical  societies  chartered  by  the  House  of  Dele- 
gates of  this  Society. 

Article  IV 

Composition  of  the  association 

This  Society  shall  consist  of  members  who  shall  be 
the  members  of  and  certified  by  the  component 
county  medical  societies;  and  whose  dues  and  as- 
sessments for  the  current  year  have  been  received  by 
the  Society  executive  vice  president  in  accordance 
with  the  schedule  provided  in  the  Bylaws. 

Article  V 

House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative  body 
of  the  Society  and  shall  consist  of: 

(1)  delegates  elected  by  the  component  county 
medical  societies, 

(2)  one  delegate  representing  each  specialty  sec- 
tion of  the  Society  organized  under  the  By- 
laws, 

(3)  a speaker, 

(4)  a vice  speaker. 

The  officers  of  the  Society  enumerated  in  Article 
IX  of  this  Constitution,  directors,  and  past  presidents 
of  the  Society  shall  be  ex  officio  members,  but  with- 
out the  right  to  vote,  except  that  if  they  have  been 


Adopted  as  amended  by  the  House  of  Delegates,  April  15,  1993. 


duly  seated  as  delegates,  they  shall  have  the  right  to 
vote.  The  speaker  and  vice  speaker  shall  be  elected 
by  and  from  the  House  of  Delegates  for  two-year 
terms,  and  shall  be  limited  to  three  consecutive  full 
terms  in  their  respective  offices.  While  holding  these 
offices,  they  shall  be  members  of  the  House  at  large 
and  shall  not  represent  any  component  county  soci- 
ety or  specialty  society. 

Article  VI 
Board  of  Directors 

The  Board  of  Directors,  hereinafter  referred  to  as 
"Board,"  shall  have  full  authority  and  power  of  the 
House  of  Delegates  between  sessions  of  the  House.  It 
shall  consist  of  the  directors,  immediate  past  presi- 
dent, president,  president-elect,  treasurer,  speaker 
and  vice  speaker  of  the  House  of  Delegates.  The 
executive  vice  president  shall  be  an  ex  officio  mem- 
ber of  the  Board,  but  without  the  right  to  vote.  A ma- 
jority of  its  voting  members  shall  constitute  a quo- 
rum. Directors  shall  be  elected  from  eight  geo- 
graphic districts  whose  boundaries  shall  be  deter- 
mined by  the  House  of  Delegates.  There  shall  be 
elected  one  director  from  each  district.  In  addition, 
there  shall  be  elected  director(s)  from  each  district 
based  on  a formula  using  the  number  of  members  in 
each  district  as  the  numerator  and  the  total  member- 
ship of  the  Society  as  the  denominator,  rounded  to 
the  nearest  whole  number.  This  calculation  shall  be 
made  every  third  year,  and,  as  nearly  as  possible,  is 
to  provide  for  no  more  than  31  district  directors  and 
shall  be  based  on  the  year  end  membership  totals. 
The  number  of  directors  established  for  each  district 
shall  be  approved  by  the  Board  and  shall  be  reported 
to  the  districts  by  the  executive  vice  president  before 
annual  elections  to  the  Board.  As  nearly  as  possible, 
one-third  of  the  members  of  the  Board  shall  be 
elected  each  year.  Each  director  shall  be  nominated 
and  elected  only  by  the  elected  delegates  of  the 
county  medical  society  of  societies  from  the  district 
in  which  the  director's  principal  place  of  practice  is 
located . Such  election  shall  be  subject  to  the  approval 
and  confirmation  of  the  House  of  Delegates.  The 
terms  of  the  directors  shall  be  for  three  years.  No 
individual  shall  be  permitted  to  serve  more  than 
three  consecutive  three-year  terms  as  director,  and 
no  more  than  a total  of  six  terms  of  service  as  director 
shall  be  permitted. 
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Article  VII 
Specialty  sections 

The  House  of  Delegates  shall  provide  for  a division 
of  the  Society  into  specialty  sections. 

Article  VIII 
Meetings 

Section  1.  The  Society  shall  hold  an  annual  meeting, 
at  which  time  the  House  of  Delegates  shall  meet  to 
conduct  its  business.  The  annual  meeting  may  also 
include  scientific  sessions  as  determined  by  the 
Board. 

Sec  2.  The  place  for  holding  each  annual  meeting 
shall  be  fixed  by  the  House  of  Delegates,  or  by  failure 
to  act,  such  authority  is  delegated  to  the  Board.  The 
time  and  the  place  for  holding  each  annual  meeting 
shall  be  approved  by  the  Board. 

Sec  3.  Special  meetings  of  the  House  of  Delegates 
shall  be  called  by  the  speaker  on  written  request  of 
twenty  delegates  representing  at  least  10%  of  the 
component  county  medical  societies,  or  on  request  of 
a majority  of  the  Board.  When  a special  meeting  is 
called,  the  speaker  shall  set  the  time  and  place.  The 
executive  vice  president  shall  mail  a notice  to  the  last 
known  address  of  each  member  of  the  House  of 
Delegates  at  least  twenty  days  before  the  date  of  the 
special  meeting.  The  notice  shall  specify  the  time 
and  place  of  the  meeting  and  the  purpose  for  which 
the  meeting  is  called.  The  meeting  shall  consider  no 
business  except  that  for  which  it  is  called. 

Article  IX 
Officers 

Officers  of  this  Society  shall  be  a president,  a presi- 
dent-elect, an  executive  vice  president,  and  a treas- 
urer. The  president-elect  and  treasurer  shall  be 
elected  annually  by  the  House  of  Delegates.  The 
executive  vice  president  shall  be  elected  and  the 
treasurer  shall  be  nominated  annually  by  the  Board. 
The  president-elect  shall  automatically  succeed  to 
the  office  of  president  at  the  conclusion  of  the  term  as 
president-elect.  The  treasurer  shall  be  limited  to  nine 
consecutive  terms  and  must  be  a director  of  the 
Board.  No  person  shall  hold  more  than  one  of  the  fol- 
lowing offices  concurrently:  president,  president- 
elect, executive  vice  president,  treasurer,  speaker, 
vice  speaker,  director,  except  that  the  treasurer  is  a 
member  of  the  Board.  Incumbents  shall  serve  until 
their  successors  are  elected  and  installed. 

Article  X 

Funds  and  expenses 

Funds  may  be  raised  by  annual  dues  or  by  assess- 
ment on  the  members,  or  in  any  other  manner  ap- 
proved by  the  House  of  Delegates.  The  House  may 


establish  regular  and  special  classifications  of  mem- 
bership. Dues,  if  any,  shall  be  applied  equitably  to  all 
members  in  each  class.  All  resolutions  adopted  by 
the  House  of  Delegates  providing  for  appropriations 
shall  be  referred  to  the  Board  for  implementation. 
All  expenditures  approved  by  the  Board  shall  be 
included  in  the  annual  budget. 

Article  XI 
Referendum 

The  House  of  Delegates  may,  by  a two-thirds  vote 
of  those  registered  at  that  session,  submit  any  ques- 
tion to  the  membership  of  the  Society  for  its  vote, 
except  amendments  to  the  Constitution.  Such 
amendments  are  governed  by  Article  XIII.  The 
House  shall  determine  prior  to  submission  whether 
a referendum  shall  be  advisory  or  binding,  and  so 
advise  the  membership  at  the  time  of  submission.  A 
majority  vote  of  all  the  members  of  the  Society  shall 
determine  the  question  on  a binding  referendum. 


Article  XII 

Seal 

The  Society  shall  have  a common  seal.  The  power 
to  change  or  renew  the  seal  shall  rest  with  the  House 
of  Delegates. 


Article  XIII 

Amendments 

The  House  of  Delegates  may  amend  any  article  of 
this  Constitution  by  a two-thirds  vote  of  the  mem- 
bers of  the  House  present  at  any  annual  meeting, 
provided  that  such  amendment  shall  have  been  in- 
troduced in  the  form  of  a constitutional  amendment 
in  open  session  at  the  previous  annual  meeting,  and 
that  it  shall  have  been  published  at  least  once  during 
the  year  in  the  Journal  of  this  Society,  or  sent  to  each 
member  of  the  Society  at  least  two  months  before  the 
meeting  at  which  final  action  is  to  be  taken. 


Bylaws 


Chapter  1 
Membership 

Section  1.  The  name  of  a physician  on  the  official 
roster  of  this  Society,  after  it  has  been  properly  re- 
ported by  the  secretary  of  the  county  society,  shall  be 
prima  facie  evidence  of  membership  and  of  the  right 
to  benefits. 

Sec  2.  No  person  whose  name  has  been  dropped 
from  the  roll  of  members  of  a component  society  or 
this  Society  shall  be  entitled  to  any  of  the  rights  or 
benefits  of  this  Society,  except  that  such  rights  and 
benefits  shall  continue  during  the  period  of  an  ap- 
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peal  by  such  person  to  the  Board  of  Directors. 

Sec  3.  Every  physician  who  holds  a license  to  prac- 
tice medicine  and  surgery  in  Wisconsin  shall  be  eli- 
gible to  apply  for  membership.  Each  county  society 
shall  be  the  judge  of  the  initial  and  continuing  quali- 
fications of  its  members,  as  well  as  the  appropriate 
membership  classification,  subject  to  review  and 
final  decision  by  the  Board  of  this  Society.  Members 
will  conduct  themselves  in  a manner  which  is  not  in 
conflict  with  the  purposes  for  which  the  Society  is  or- 
ganized and  is  operating. 

Sec  4.  By  provision  of  its  constitution  or  bylaws,  a 
county  society  may  require  that  an  applicant  shall 
have  practiced  within  its  jurisdiction  for  a period  of 
one  year  as  a condition  for  election  to  membership; 
or  that  an  applicant  may  first  be  elected  to  member- 
ship for  a term  of  one  year  only,  then  resubmit  to 
election  by  vote  of  the  county  society  without  limita- 
tions as  to  term. 

Sec  5.  A member  of  a component  society  whose  li- 
cense has  been  revoked,  suspended,  non-renewed, 
or  voluntarily  surrendered,  shall  be  immediately 
and  automatically  suspended  from  membership  as 
of  the  date  of  revocation,  suspension,  non-renewal, 
or  voluntary  surrender,  pending  definitive  action  by 
the  Board. 

Sec  6.  A physician's  county  society  membership 
must  be  held  in  that  county  in  which  the  physician's 
principal  practice  is  located.  However,  a physician 
living  near  a county  line  may  hold  membership  in 
that  county  most  convenient  for  attending  meetings, 
with  concurrence  of  the  component  society  in  which 
the  principal  place  of  practice  is  maintained. 

Sec  7.  A member  whose  principal  practice  is 
moved  from  within  the  territorial  limits  of  a compo- 
nent medical  society  to  the  territory  of  another 
component  of  the  State  Society  shall  not  be  eligible  to 
continue  membership  in  the  first  such  society  after 
the  expiration  of  the  calendar  year  in  which  such 
move  shall  have  occurred.  Such  member  shall, 
however,  be  eligible  to  apply  for  membership  anew, 
or  by  transfer  to  the  society  into  whose  jurisdiction 
the  principal  practice  has  been  moved.  The  member 
shall  be  given  a written  certificate  of  transfer  for 
transmission  to  the  secretary  of  the  society  in  the 
county  to  which  he  has  moved.  Pending  acceptance 
or  rejection  by  the  society  in  the  county  to  which  he 
has  moved,  such  member  shall  be  considered  to  be  in 
good  standing  in  the  first  society  and  in  the  State 
Society  until  the  end  of  the  period  for  which  dues 
have  been  paid. 

Sec  8.  When  the  principal  practice  of  a member  in 
good  standing  in  a component  society  is  moved  out- 
side the  borders  of  this  state,  active  membership  in 
such  component  society  and  in  the  State  Society  may 


be  continued  by  fulfilling  all  requirements  of  mem- 
bership except  residence  pending  acceptance  as  a 
new  or  transfer  member  by  the  society  of  the  area  to 
which  the  practice  has  been  transferred.  The  period 
of  such  continuing  membership  in  this  state  shall 
cease  upon  acceptance  by  a society  in  the  new  area  of 
practice,  and  shall  in  no  event  continue  beyond  two 
full  calendar  years  after  that  in  which  the  practice 
location  has  been  transferred. 

Sec  9.  Membership  classifications.  Members  de- 
fined in  this  section,  except  affiliates,  shall  have  all 
the  rights  and  privileges  of  the  Society  and  shall  pay 
dues  and  assessments,  as  indicated,  as  a requirement 
of  continued  membership. 

A.  Regular.  Regular  members  of  this  Society  con- 
sist of  all  the  regular  members  in  good  standing  of 
the  component  county  societies. 

B.  Special.  Included  in  this  classification  are  the 
following  categories  of  members  who  by  virtue  of 
their  special  circumstances  are  entitled  to  reduced 
dues  or  waiver  thereof: 

(1)  Part-time  practice.  Any  physician,  regardless 
of  age,  who  practices  1,000  hours  or  less  dur- 
ing a calendar  year,  but  does  not  qualify 
under  section  9.B.(5),  may  upon  application, 
recommendation  by  the  county  medical  soci- 
ety, and  approval  by  this  Society,  be  placed  in 
this  special  category. 

(2)  Resident.  Physicians  in  approved  training 
programs  as  hospital  residents  or  as  research 
fellows  who  are  licensed  to  practice  medicine 
and  surgery  in  W isconsin.  Such  special  mem- 
bership category  can  be  maintained  for  a 
maximum  of  five  (5)  consecutive  years. 

(3)  Temporary  Military  Sendee.  Members  who  are 
inducted  into  the  United  States  Military  or 
Public  Health  Service  and  serve  in  such  capac- 
ity for  not  more  than  five  (5)  years. 

(4)  Associate.  Members  who  suffer  a disability 
preventing  them  from  practicing  medicine 
with  resulting  serious  financial  reverses 
which  would  make  the  payment  of  dues  a 
matter  of  personal  hardship.  Such  member- 
ship shall  be  on  an  annual  basis,  upon  recom- 
mendation of  the  county  society  and  approval 
by  the  Board  of  this  Society. 

(5)  Retired.  Members  who  have  retired  com- 
pletely from  the  practice  of  medicine,  or  who 
practice  240  hours  or  less  during  a calendar 
year,  upon  recommendation  of  the  county  so- 
ciety and  approval  by  this  Society. 

(6)  Life.  Those  members  of  the  State  Medical  So- 
ciety of  W isconsin  who  have  been  members  of 
this  or  other  state  medical  societies  for  fifty 
(50)  years,  or  are  past  presidents  of  the  State 
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Medical  Society  of  Wisconsin.  They  shall 
receive  a certificate  of  Life  Membership. 

(7)  Honorary.  Members  who  have  been  elected  to 
a similar  classification  by  their  county  society 
because  of  outstanding  contributions  to  the 
medical  profession,  upon  approval  by  the 
Board  of  this  Society. 

(8)  Over  Age  70.  Members  who  are  age  70  effec- 
tive January  1 of  the  following  year. 

C.  Affiliate.  Persons  who  are  not  otherwise  eli- 
gible for  membership  may  become  affiliated  with 
this  Society  in  one  of  the  following  categories.  Their 
dues  or  assessments,  as  well  as  rights  and  privileges 
as  affiliate  members,  shall  be  determined  by  the 
Board. 

(1)  Candidate.  Upon  application,  a county  medi- 
cal society  or  this  Society  may  confer  upon 
any  person  then  attending  a medical  school  in 
Wisconsin  or  fulfilling  a postgraduate  obliga- 
tion prior  to  eligibility  for  licensure  the  status 
of  Candidate  Member. 

(2)  Scientific  Fellow.  The  Board  may  by  invitation 
and  unanimous  consent  confer  upon  any  per- 
son engaged  in  teaching  of  or  research  in  one 
or  more  of  the  basic  sciences  at  an  accredited 
college  or  university,  and  not  holding  the  de- 
gree of  Doctor  of  Medicine  or  Osteopathy,  the 
status  of  Scientific  Fellow. 

(3)  Emeritus.  Retired  members  who  have  chosen 
not  to  renew  their  license,  at  the  discretion  of 
the  Board. 

Sec  10.  Dues  and  Assessments.  Members  shall  pay 
dues  and  assessments  as  follows: 

A.  Regular  members:  full  dues  and  assessments. 

B.  Physicians  in  part-time  practice  or  over  age  70: 
one-half  of  regular  member  dues  and  assess- 
ments. 

C.  Physicians  in  residency  or  fellowship  training: 
dues  and  assessments  are  to  be  determined  by 
the  Board  of  Directors.  Dues  and  assessments 
for  all  other  categories  shall  be  waived,  except 
as  may  be  determined  by  the  Board  for  affili- 
ate members. 


Chapter  II 
House  of  Delegates 

Section  1.  Each  component  county  society  shall  be 
entitled  to  send  one  delegate  and  one  alternate  to  the 
House  of  Delegates  for  each  forty  regular  and  special 
members  or  majority  fraction  thereof  in  this  Society, 
provided,  however,  that  each  county  society  shall  be 
entitled  to  at  least  one  delegate  and  one  alternate 
from  that  county  society.  For  purposes  of  this  sec- 
tion, the  number  of  members  as  of  the  close  of  the 


calendar  year  preceding  the  first  session  of  the 
House  of  Delegates  at  the  Annual  Meeting  shall 
determine  the  number  of  delegates  to  which  a county 
society  shall  be  entitled.  The  secretary  of  each  county 
society  will  send  a list  of  such  delegates  and  alter- 
nates to  the  executive  vice  president  of  this  Society 
by  the  end  of  each  calendar  year  preceding  the  year 
in  which  such  delegates  are  elected  to  serve. 

Sec  2.  One-fourth  of  the  members  of  the  House  of 
Delegates  registered,  representing  one-fourth  of  the 
county  medical  societies  in  the  state,  shall  constitute 
a quorum  of  the  House  of  Delegates.  All  meetings  of 
the  House  of  Delegates  shall  be  open  to  members  of 
the  Society. 

Sec  3.  The  speaker  shall  preside  at  the  meetings  of 
the  House  of  Delegates. 

Sec  4.  The  vice  speaker  shall  officiate  for  the 
speaker  in  the  latter's  absence  or  at  his  request.  In 
case  of  death,  resignation,  or  removal  of  the  speaker, 
the  vice  speaker  shall  officiate  during  the  unexpired 
term. 

Sec  5.  The  speaker  shall  appoint  members  of  ref- 
erence committees  from  among  the  members  of  the 
House  of  Delegates.  These  committees  shall  con- 
sider and  make  recommendations  to  the  House  rela- 
tive to  resolutions,  reports  of  officers,  reports  of 
commissions  and  committees,  financial  and  other 
matters  germane  to  the  business  of  the  House.  The 
speaker  shall  also  appoint  a credentials  committee 
and  such  other  committees  as  deemed  necessary. 

Sec  6.  The  House  of  Delegates  shall  elect  delegates 
to  the  House  of  Delegates  of  the  American  Medical 
Association  in  accordance  with  the  Constitution  and 
Bylaws  of  that  body.  No  person  who  has  served  12 
or  more  consecutive  years  as  a Wisconsin  delegate  to 
the  AMA  shall  be  eligible  to  serve  another  term 
unless  the  delegate  will  concurrently  serve  on  any  of 
the  following  American  Medical  Association  Coun- 
cils: Constitution  and  Bylaws,  Medical  Education, 
Medical  Service,  Ethical  and  Judicial  Affairs,  Long 
Range  Planning  and  Development,  Legislation,  Sci- 
entific Affairs;  or,  the  American  Medical  Political 
Action  Committee  Board  of  Directors. 

Sec  7.  The  House  of  Delegates  shall  have  author- 
ity to  create  committees  for  special  purposes  and  to 
appoint  members  of  the  Society  who  need  not  be 
members  of  the  House  of  Delegates.  Such  commit- 
tees shall  report  to  the  House  of  Delegates,  and  their 
members  may  be  present  to  participate  in  the  debate 
on  their  reports. 

Sec  8.  It  shall  receive  for  appropriate  action  the 
annual  reports  of  the  treasurer,  executive  vice  presi- 
dent, and  chair  of  the  Board  of  Directors. 

Sec  9.  Unanimous  consent  of  the  House  of  Dele- 
gates shall  be  required  for  the  introduction  of  any 
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new  resolution  or  business  not  filed  in  proper  form 
with  the  executive  vice  president's  office  of  the  Soci- 
ety two  months  before  the  first  session  of  the  House 
of  Delegates.  This  section  shall  not  apply  to  new 
business  or  resolutions  presented  by  the  Board  of 
Directors  or  any  member  thereof,  the  constitutional 
officers,  committees  of  the  Society  or  of  the  House  of 
Delegates,  or  officers  of  the  House  of  Delegates. 

Sec  10.  All  questions  of  an  ethical  nature  brought 
before  the  House  of  Delegates  shall  be  referred  to  the 
Board  of  Directors  without  discussion. 


Chapter  III 
Annual  election 

Section  1.  The  House  of  Delegates,  at  its  first  session 
of  the  annual  meeting,  shall  elect  a Committee  on 
Nominations  consisting  of  one  (1)  delegate  for  each 
district,  except  that  in  any  district  having  five 
hundred  (500)  or  more  regular  and  special  members, 
there  shall  be  elected  one  (1)  additional  delegate  for 
each  additional  five  hundred  (500)  members  or 
majority  fraction  thereof.  One  (1)  delegate  repre- 
senting the  specialty  sections  shall  also  be  appointed . 
Nominating  committee  members  shall  be  limited  to 
six  (6)  consecutive  terms.  Those  committee  members 
who  have  served  six  (6)  consecutive  terms  upon 
adjournment  of  the  final  session  of  the  1994  House  of 
Delegates  annual  meeting  and  following  years  shall 
have  met  this  requirement.  This  committee  shall 
become  operative  at  the  close  of  the  final  session  of 
that  annual  meeting  and  shall  function  until  the  close 
of  the  final  session  of  the  following  year's  Annual 
Meeting.  The  incoming  committee  shall  meet  with 
the  existent  committee  but  without  vote  during  the 
overlapping  days  of  the  annual  meeting.  Any  va- 
cancy occurring  in  the  Committee  on  Nominations 
between  the  date  of  its  formation  and  the  time  of  its 
reporting  shall  be  filled  by  appointment  by  the  direc- 
tor or  directors  of  the  district  in  which  the  vacancy 
occurs,  or  if  a nominating  committee  member  is 
unable  to  attend  a nominating  committee  meeting  or 
is  a candidate  for  an  office  a substitute  for  that 
member  shall  be  named  by  the  most  senior  director 
available  from  the  affected  district  by  written  notifi- 
cation to  the  executive  vice  president  prior  to  the 
meeting  of  the  nominating  committee,  provided  that 
if  the  vacancy  or  need  for  substitution  occurs  in  the 
representation  from  the  specialty  sections,  such  va- 
cancy or  substitution  shall  be  filled  by  ballot  from 
among  the  section  delegates.  The  Committee  on 
Nominations  shall  convene  at  least  two  (2)  months 
prior  to  the  annual  meeting  of  the  House  of  Delegates 
to  prepare  a slate  of  candidates.  This  meeting,  to  be 
held  at  a time,  date  and  location  published  to  the 


general  membership  at  least  two  (2)  months  before 
this  meeting,  shall  include  an  open  session  of  not  less 
than  one  (1)  hour  to  allow  individual  nomination  of 
candidates.  The  Committee  shall  report  the  result  of 
its  deliberations  to  the  House  of  Delegates  in  the 
form  of  a ticket  containing  the  name  of  the  Board 
nominee  for  treasurer  and  the  names  of  one  or  more 
members  for  each  of  the  other  positions  to  be  filled. 

Sec  2.  The  report  of  the  Committee  on  Nomina- 
tions and  elections  shall  be  the  first  order  of  business 
of  the  House  of  Delegates  at  the  third  session  of  the 
annual  meeting. 

Sec  3.  The  House  of  Delegates  shall  elect  the  presi- 
dent-elect, the  treasurer,  the  speaker  and  vice 
speaker  of  the  House  of  Delegates,  and  the  delegates 
and  alternates  to  the  American  Medical  Association. 
Where  there  is  no  contest,  a majority  vote  without 
ballot  shall  elect.  All  other  elections  shall  be  by 
separate  ballot  for  each  individual  position,  and  a 
majority  of  the  votes  cast  shall  be  necessary  to  elect. 
If  no  nominee  receives  a majority  of  the  votes  on  the 
first  ballot,  the  nominee  receiving  the  lowest  number 
of  votes  shall  be  dropped,  except  where  there  is  a tie, 
and  a new  ballot  taken.  This  procedure  shall  be 
continued  until  one  of  the  nominees  receives  a ma- 
jority of  the  votes  cast. 

Sec  4.  Nothing  in  this  chapter  shall  be  construed 
to  prevent  additional  nominations  being  made  from 
the  floor  by  members  of  the  House  of  Delegates. 

Chapter  IV 
Duties  of  officers 

Section  1 . The  president  is  the  chief  constitutional  of- 
ficer of  the  Society.  Within  the  limits  of  the 
Constitution,  Bylaws,  and  policies  of  the  House  of 
Delegates  and  Board  of  Directors,  the  president  shall 
have  the  following  responsibilities  and  commensu- 
rate authority: 

a.  deliver  an  annual  address  to  the  House; 

b.  serve  as  a member  with  right  to  vote  on  the 
Board; 

c.  preside  at  meetings  of  the  Executive  Commit- 
tee of  the  Board; 

d.  participate,  ex  officio  and  without  the  right  to 
vote,  in  sessions  of  the  House; 

e.  initiate  and  propose  policies  and  programs  that 
will  further  the  goals  and  objectives  of  the  Soci- 
ety for  consideration  by  the  House,  Board, 
commissions  and  committees; 

f.  support  and  articulate  policies  and  programs 
adopted  by  the  Board  and  the  House. 

g.  promote  physician  interest  and  active  partici- 
pation in  the  Society. 

Sec  2.  The  president-elect  shall  act  for  the  presi- 
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dent  in  his  absence  or  disability.  If  the  office  of 
president  should  become  vacant,  the  president-elect 
shall  succeed  to  the  presidency.  In  case  of  vacancy  in 
the  office  of  both  president  and  president-elect,  the 
Board  shall  appoint  one  of  its  members  as  acting 
president  until  the  next  meeting  of  the  House  of 
Delegates. 

Sec  3.  The  treasurer  shall  be  responsible  to  the 
Board  of  Directors,  and  shall  advise  and  assist  it  in 
making  decisions  on  investment  policy  and  financial 
matters.  The  duties  of  the  treasurer  shall  include  the 
following: 

a.  Be  responsible  for  all  funds  due  the  Society,  to- 
gether with  bequests  and  donations; 

b.  Pay  money  out  of  the  treasury  only  on  written 
order  of  the  secretary; 

c.  Subject  the  treasurer's  accounts  to  such  exami- 
nation as  the  House  of  Delegates  may  order; 

d.  Annually  report  on  the  financial  standing  of 
the  Society,  including  a balance  sheet  and  in- 
come and  expense  report; 

e.  Give  bond  in  such  amount  as  the  Board  may 
provide. 

f.  Serves  as  chair  of  the  Finance  Committee  of  the 
Board. 

Sec  4.  The  executive  vice  president  is  the  chief  ex- 
ecutive officer  of  the  Society  charged  with  the  execu- 
tion of  policy  as  created  and  defined  by  the  House  of 
Delegates  and  the  Board  of  Directors.  The  executive 
vice  president  shall  serve  as  an  ex  officio,  nonvoting 
member  of  the  Board;  be  responsible  to  the  Board 
and  serve  as  its  secretary;  assist  the  Board  and  offi- 
cers in  making  decisions  and  implementing  actions; 
share  convictions  and  argue  their  merits;  perform 
the  functions  ordinarily  assigned  to  the  office  of 
executive  vice  president,  and  make  an  annual  report 
to  the  House  of  Delegates.  "As  chief  executive 
officer  the  executive  vice  president  shall,  within  the 
limits  of  the  Constitution  and  Bylaws  and  Board  op- 
erating policies,  effectively  perform  the  general 
managerial  function  for  the  Society  and  all  of  its  di- 
visions, activities,  and  personnel  including  employ- 
ment and,  as  necessary,  termination  of  all  employ- 
ees; be  responsible  for  and  have  the  necessary  au- 
thority to  direct,  supervise,  and  coordinate  all  pro- 
grams, projects  and  major  activities  of  the  Society 
and  all  wholly  owned  subsidiaries;  formulate  and 
recommend  for  approval  of  the  Board  basic  policies 
and  programs  which  will  seek  to  achieve  the  objec- 
tives and  goals  of  the  Society;  fully  inform  the  Board 
on  the  condition  and  operation  of  the  association; 
cooperate  with  the  Board  and  Treasurer  in  establish- 
ing a program  of  fiscal  responsibility  for  the  Society 
including  development,  recommendation  and  upon 
approval,  operation  within  an  annual  budget;  act  to 


insure  that  all  funds,  physical  assets,  and  other  prop- 
erty of  the  Society  are  appropriately  safeguarded 
and  administered;  develop  and  maintain  effective 
internal  and  external  communications  with  the 
membership  and  other  organizations  and  agencies, 
both  public  and  private,  so  as  to  enhance  the  posi- 
tions of  the  Society  and  the  objectives  of  its  member- 
ship; and  through  effective  management  and  leader- 
ship, achieve  economic,  productive  performance, 
forward-looking  programming,  and  constructive 
growth  of  the  Society." 

Note:  Following  adoption  of  this  Bylaw  change  (Sec.  4 
above)  in  1987,  the  Board  agreed  to  dez>elop  and  maintain 
a set  of  current  "operating  policies"  between  itself  and  the 
secretary  to  detail  the  more  specific  duties  and  expecta- 
tions important  to  a good  working  relationship  between 
the  Board  and  the  secretary. 

Chapter  V 
Board  of  Directors 

Section  1.  The  Board  of  Directors  shall  be  the  execu- 
tive body  of  the  Society.  Between  meetings  of  the 
House  of  Delegates  it  shall  exercise  the  power  con- 
ferred on  the  House  of  Delegates  by  the  Constitution 
and  Bylaws. 

Sec  2.  The  Board  shall  meet  during  the  annual 
meeting  and  at  such  other  times  as  necessity  may 
require,  subject  to  the  call  of  the  chairman  or  on 
petition  of  three  directors.  It  shall  hold  an  annual 
meeting  for  purposes  of  organization  and  other  busi- 
ness. 

Sec  3.  The  Board  shall  elect  a chairman  and  a vice 
chairman  from  among  its  voting  members.  It  may 
create  such  further  offices  or  combine  or  abolish 
them  as  it  sees  fit  in  the  management  of  its  affairs  and 
in  the  discharge  of  its  responsibilities.  Its  chairman 
shall  submit  an  annual  report  to  the  House  of  Dele- 
gates including  all  major  actions  and  policy  deci- 
sions of  the  preceding  year. 

Sec  4.  Each  director  shall  be  the  organizer  and  me- 
diator for  the  district.  Directors  shall  visit  each 
county  in  their  district  as  needed  for  the  purpose  of 
organizing  component  societies  where  none  exist, 
for  inquiring  into  the  condition  of  the  profession,  and 
to  keep  informed  of  the  activities  of  the  component 
societies  in  the  district.  Each  director  shall  arrange 
for  an  annual  conference  or  caucus  with  the  societies 
or  their  delegates  within  the  district,  at  which  time 
information  shall  be  disseminated  concerning  the 
activities  of  the  State  Medical  Society  and  compo- 
nent societies  within  the  district.  Each  director  shall 
report  as  necessary  to  the  Board.  The  necessary  trav- 
eling expenses  incurred  by  each  director  in  the  line  of 
duties  herein  imposed  may  be  allowed  on  a proper 
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itemized  statement,  but  this  shall  not  be  construed  to 
include  the  expense  of  attending  the  annual  meeting 
of  the  Society. 

Sec  5.  The  Board  of  Directors  shall  be  the  judicial 
body  of  the  Society.  It  may  decide  any  questions  of 
conduct  or  discipline  of  members,  or  any  questions 
involving  the  rights  and  standing  of  members, 
whether  in  relation  to  other  members,  to  the  compo- 
nent societies,  or  to  this  Society.  It  shall  develop  and 
publish  procedures  for  discipline,  including  denial 
of  initial  or  continuing  membership,  for  those  physi- 
cians who  fail  to  provide  quality  health  care,  failure 
to  pay  dues,  loss  of  license  to  practice,  or  other  cause. 
Its  decisions  in  all  cases  shall  be  final,  including  the 
right  to  expel  a member  should  a component  society 
fail  to  do  so  after  being  so  requested  by  the  Board. 
The  Board's  right  to  original  jurisdiction  includes 
but  is  not  limited  to  the  right  to  decide  cases  when: 

a.  the  affected  parties  reside  within  the  bounda- 
ries of  a single  county  medical  society  and  that 
society  does  not  wish  to  assume  jurisdiction; 

b.  the  affected  parties  reside  in  two  or  more  com- 
ponent medical  society  jurisdictions.  The 
Board  also  has  within  its  authority  the  right  to 
appoint  a commission  or  commissions  to 
which  any  or  all  such  matters  may  be  referred 
for  investigation,  evaluation  and  decision  to 
acquit,  admonish,  or  otherwise  discipline  as 
appropriate.  A member  may  appeal  to  the 
Board  the  decision  of  such  commission  or  the 
action  of  a county  society  as  provided  in  Chap- 
ter X,  Section  3.  If  the  recommendation  is  for 
suspension  or  expulsion  of  a physician  from 
Society  membership,  final  action  must  be  taken 
by  the  Board. 

Sec  6.  Charters  shall  be  issued  to  county  societies 
only  on  approval  of  the  Board,  with  ratification  by 
the  House  of  Delegates,  and  shall  be  signed  by  the 
president  and  executive  vice  president  of  this  Soci- 
ety. Upon  the  recommendation  of  the  Board,  the 
House  of  Delegates  may  revoke  the  charter  of  any 
component  society  whose  actions  are  in  conflict  with 
the  letter  or  spirit  of  this  Constitution  and  Bylaws. 

Sec  7.  In  sparsely  settled  sections,  the  Board  shall 
have  authority  to  organize  the  physicians  of  two  or 
more  counties  into  societies.  These  societies,  when 
organized  and  chartered,  shall  be  entitled  to  all 
rights  and  privileges  provided  for  component  socie- 
ties until  such  counties  shall  be  organized  separately. 

Sec  8.  The  Board  shall  provide  for  and  superin- 
tend the  issuance  of  all  publications  of  the  Society  in- 
cluding proceedings,  transactions  and  memoirs,  and 
shall  have  the  authority  to  appoint  an  editor  of  the 
Journal  and  such  assistants  as  it  deems  necessary. 

Sec  9.  The  Board  shall  select  a qualified  independ- 


ent accounting  firm  and  receive  an  annual  audit  of  all 
accounts  of  this  Society.  With  the  treasurer,  it  shall 
supervise  the  investment  of  funds.  The  Board  shall 
adopt  an  annual  budget  providing  for  the  necessary 
expenses  of  the  Society. 

Sec  10.  The  Board  may,  by  interim  appointment, 
fill  any  vacancy  in  office  not  otherwise  provided  for 
which  may  occur  during  the  interval  between  annual 
meetings  of  the  House  of  Delegates.  The  appointee 
shall  serve  until  a successor  has  been  elected  and  has 
qualified.  When  a district  initially  qualified  for  an 
additional  director,  such  position  shall  be  consid- 
ered new  and  not  a vacancy  to  which  the  Board  is  au- 
thorized to  make  an  interim  appointment.  Such  new 
position  shall  be  filled  by  election  at  the  next  meeting 
of  the  House  of  Delegates  in  the  manner  provided  by 
Article  VI  of  the  Constitution.  The  initial  term  shall 
be  so  established  as  to  maintain  the  election  of  sub- 
stantially one-third  of  the  directors  each  year. 

Sec  11.  The  Board  may  elect  as  executive  vice 
president  one  who  need  not  be  a physician  or  a 
member  of  the  Society. 

Sec  12.  The  Board  shall  provide  such  facilities  for 
the  Society  as  may  be  required  to  properly  conduct 
its  business. 

Sec  13.  The  Board  shall  nominate  a director  to 
serve  as  treasurer  and  shall  report  the  nominee  to  the 
Committee  on  Nominations  in  the  manner  provided 
by  Chapter  III  of  the  bylaws. 

Sec  14.  There  shall  be  an  Executive  Committee  of 
the  Board  which  shall  consist  of  the  president,  the 
president-elect,  the  immediate  past  president,  the 
chair  and  vice  chair  of  the  Board,  the  chair  of  the 
Finance  Committee,  the  speaker,  and  two  additional 
district  directors  to  be  appointed  annually  by  the 
chair  of  the  Board.  The  Alliance  president  and  presi- 
dent-elect shall  be  ex-officio  non-voting  members. 
The  Executive  Committee  shall  possess  and  may 
exercise  all  the  powers  of  the  Board  of  Directors 
between  meetings  of  the  Board.  The  Executive 
Committee  shall  meet  prior  to  the  meetings  of  the 
Board  and  at  such  other  times  as  may  be  required, 
subject  to  the  call  of  the  chair  or  on  petition  of  three 
voting  members,  and  shall  report  all  actions  taken  by 
it  to  the  next  meeting  of  the  Board,  for  its  considera- 
tion. 

Chapter  VI 

Commissions  and  committees 
Section  1 . The  Board  shall  appoint  such  commissions 
and  committees,  either  permanent  or  ad  hoc,  as  it 
deems  necessary  to  properly  conduct  the  affairs  of 
the  Society.  Membership  on  such  committees  and 
commissions  shall  be  limited  to  members  of  the 
Society  and  its  Alliance.  Nonmembers  of  the  Society 
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or  its  Alliance  may  be  appointed  as  special  represen- 
tatives should  their  expertise  and  knowledge  be  of 
benefit  to  the  goals  of  such  commissions  or  commit- 
tees. Such  individuals  shall  not  have  the  right  to  vote 
or  hold  office.  Each  commission  and  committee  shall 
have  the  duty  of  being  informed  on  matters  within 
the  area  of  its  special  interest.  They  shall  represent 
the  Society's  interests  by  continual  contacts  with  vol- 
untary and  governmental  agencies  having  related 
concerns  with  the  intention  of  coordinating  efforts  to 
serve  the  health  interests  of  the  people  of  Wisconsin. 
They  shall  develop  recommendations  from  their 
studies  and  activities  for  action  by  the  Board  or 
House  of  Delegates. 

Sec  2.  Specialty  sections  shall  be  regarded  as  spe- 
cial committees  of  the  Society  from  which  the  Board 
or  any  commission  or  committee  may  seek  advice 
and  assistance  on  matters  of  special  or  general  con- 
cern to  the  profession  and  the  health  of  the  people  of 
Wisconsin.  The  specialty  sections  will  be  expected  to 
give  special  requests  prompt  consideration  and  re- 
sponse so  as  to  enable  the  Society  to  make  maximum 
use  of  their  resources. 

Chapter  VII 
Dues  and  assessments 

Section  1.  The  annual  dues  and  assessments  of  this 
Society  shall  be  determined  by  the  House  of  Dele- 
gates and  shall  be  levied  per  capita  on  the  members. 
Dues  and  assessments  shall  be  payable  as  deter- 
mined by  the  Board  of  Directors.  Any  member 
whose  current  year's  dues  have  not  been  received  by 
the  executive  vice  president  on  or  before  the  dues 
payment  deadline,  as  established  by  the  Board  of  Di- 
rectors, shall  be  deemed  in  arrears  and  shall  be 
removed  from  the  membership  rolls  of  the  county 
society  and  this  Society  until  such  time  as  full  dues 
for  the  current  year  have  been  received. 

Sec  2.  The  record  of  payment  of  dues  and  assess- 
ments on  file  in  the  offices  of  this  Society  shall  be  final 
as  to  the  fact  of  payment  by  a member  and  to  the  right 
to  participate  in  the  business  and  proceedings  of  the 
Society  or  the  House  of  Delegates  and  to  any  other 
benefits  and  privileges  of  membership. 

Chapter  VIII 

The  Board  of  Directors  shall  adopt  ethical  guidelines 
for  the  members  of  this  Society. 

Comment:  On  July  18,  1981  the  Board  of  Directors 
adopted  the  Principles  of  Medical  Ethics  of  the  AMA  as  the 
ethical  guidelines  of  the  Society. 

Chapter  IX 

The  current  edition  of  Sturgis  Standard  Code  of  Par- 


liamentary Procedure  governs  this  organization  in 
all  parliamentary  situations  that  are  not  provided  for 
in  the  law  or  in  its  charter,  constitution,  bylaws,  or 
adopted  rules. 

Chapter  X 
County  societies 

Section  1.  All  present  county  societies  or  those  that 
may  hereafter  be  organized  in  this  state  shall,  upon 
application  to  the  Board  of  Directors,  receive  char- 
ters from  this  Society,  provided  that  their  constitu- 
tions and  bylaws  have  been  submitted  to  the  Board 
and  found  in  conformity  with  the  Constitution  and 
Bylaws  of  the  State  Medical  Society.  All  revisions 
shall  be  submitted  to  the  Society,  approved  by  the 
Board,  and  filed  with  the  executive  vice  president. 
Where  a county  society  has  lost  or  misplaced  its 
constitution  and  bylaws,  the  model  constitution  and 
bylaws  for  county  medical  societies,  as  last  approved 
by  the  Board,  shall  be  deemed  to  apply. 

Sec  2.  Only  one  component  medical  society  shall 
be  chartered  in  each  county. 

Sec  3.  Any  physician  who  may  feel  aggrieved  by 
the  action  of  the  society  of  his  county  in  suspending 
or  expelling  him  shall  have  the  right  to  appeal  to  the 
Board  of  Directors  of  the  State  Society.  Its  decision 
shall  be  final.  A county  society  shall  at  all  times  be 
permitted  to  appeal  or  refer  questions  involving 
membership  to  the  Board  of  the  State  Society  for  final 
determination.  The  mechanisms  and  procedures 
which  apply  to  the  appeal  process  shall  be  those 
adopted  by  the  Board. 

Sec  4.  Each  component  county  society  shall  elect 
one  or  more  delegates  and  may  elect  an  equal  num- 
ber of  alternates  to  substitute  for  any  absent  dele- 
gates from  that  component  society,  for  a term  of  two 
calendar  years,  to  represent  it  in  the  House  of  Dele- 
gates of  this  Society,  in  accordance  with  Chapter  II, 
Section  1,  of  these  Bylaws.  The  term  of  office  shall  be- 
gin on  January  1 of  the  year  succeeding  the  election 
of  such  delegates  and  alternates. 

Sec  5.  The  secretary  of  each  county  society  shall 
keep  a roster  of  its  members. 

Chapter  XI 
Specialty  sections 

Section  1 . The  House  of  Delegates  shall  establish  spe- 
cialty and  special  sections  within  the  Society.  It  shall 
have  the  power  to  combine,  enlarge,  or  discontinue 
any  or  all  of  such  sections  so  established  using  the 
following  guidelines: 

a.  For  specialty  section  to  be  designated  it  must 
represent  a specialty  which  is  represented  in 
the  American  Medical  Association  House  of 
Delegates  and 
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b.  Have  at  least  twenty  (20)  members  of  the  spe- 
cialty who  are  members  of  this  Society. 

c.  If  no  representative  from  the  specialty  section 
registers  as  a representative  of  that  section  for 
three  (3)  consecutive  annual  meetings,  the  spe- 
cialty section  will  be  dropped  with  the  option 
of  reapplying  after  one  year,  provided  the 
above  criteria  are  met. 

d.  From  time  to  time  special  sections  not  meeting 
the  above  criteria  may  be  established  by  the 
House  of  Delegates. 

Sec  2.  Such  sections  so  established  shall  be  based 
upon  those  divisions  of  medicine  in  which  the  vari- 
ous members  possess  a special  interest.  Qualifica- 
tions for  membership  in  any  section  shall  be  estab- 
lished by  the  members  of  such  section,  subject  to 
approval  of  the  Board  of  Directors,  Scientific  meet- 
ings of  a section  shall  be  open  to  all  members  in  good 
standing  of  the  State  Medical  Society. 

Sec  3.  The  officers  of  each  section  shall  be  elected 
by  and  from  its  membership.  The  terms  of  such 
officers  shall  be  for  one  year,  but  any  officer  may  be 
reelected. 

Sec  4.  No  section  shall  have  the  power  to  bind  the 


State  Medical  Society  by  any  resolution  or  other  ac- 
tion. No  such  resolution  or  action  shall  be  publicized 
unless  it  shall  first  have  been  approved  by  the  House 
of  Delegates,  or  by  a majority  of  the  Board  when  the 
House  is  not  in  session.  No  resolution  adopted  by 
any  section  shall  be  effective  until  likewise  so  ap- 
proved. 

Sec  5.  Each  section  shall  elect  a delegate  and  an 
alternate  to  the  House  of  Delegates.  The  term  shall  be 
for  two  calendar  years  without  limitation  on  number 
of  terms. 

Sec  6.  The  specialty  sections  of  the  Society  shall  be 
considered  an  integral  part  of  the  working  commit- 
tee structure  of  the  Society  as  outlined  in  Chapter  VI 
of  these  Bylaws. 

Chapter  XII 
Amendments 

These  Bylaws  may  be  amended  at  any  annual  meet- 
ing by  a majority  vote  of  the  delegates  present,  if  the 
proposed  amendment  has  been  properly  submitted 
to  the  House  of  Delegates  and  has  laid  over  for  one 
session  of  that  annual  meeting. 


American  Medical  Association  Principles  of  Medical  Ethics 


PREAMBLE:  The  Medical  profession  has  long  sub- 
scribed to  a body  of  ethical  statements  developed  pri- 
marily for  the  benefit  of  the  patient.  As  a member  of  this 
profession,  a physician  must  recognize  responsibility 
not  only  to  patients,  but  also  to  society,  to  other  health 
professionals,  and  to  self.  The  following  Principles 
adopted  by  the  American  Medical  Association  are  not 
laws,  but  standards  of  conduct  which  define  the  essen- 
tials of  honorable  behavior  for  the  physician. 

I.  A physician  shall  be  dedicated  to  providing 
competent  medical  service  with  compassion  and  re- 
spect for  human  dignity. 

II.  A physician  shall  deal  honestly  with  patients 
and  colleagues,  and  strive  to  expose  those  physicians 
deficient  in  character  or  competence,  or  who  engage  in 
fraud  or  deception. 

III.  A physician  shall  respect  the  law  and  also  rec- 
ognize a responsibility  to  seek  changes  in  those  re- 


quirements which  are  contrary  to  the  best  interests  of 
the  patient. 

IV.  A physician  shall  respect  the  rights  of  patients, 
of  colleagues  and  of  other  health  professionals,  and 
shall  safeguard  patient  confidences,  within  the  con- 
straints of  the  law. 

V.  A physician  shall  continue  to  study,  apply  and 
advance  scientific  knowledge,  make  relevant  informa- 
tion available  to  patients,  colleagues  and  the  public, 
obtain  consultation,  and  use  the  talents  of  other  health 
professionals  when  indicated. 

VI.  A physician  shall,  in  the  provision  of  appropri- 
ate patient  care,  except  in  emergencies,  be  free  to 
choose  whom  to  serve,  with  whom  to  associate,  and  the 
environment  in  which  to  provide  medical  services. 

VII.  A physician  shall  recognize  a responsibility  to 
participate  in  activities  contributing  to  an  improved 
community. 
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That’s  why  Congress 
must  pass  the  Patient 
Protection  Act. 


There  are  things  insurance  companies  don’t 
want  you  to  know  about  their  health  plans. 
That’s  why  you  need  the  facts.  So  you  can  make 
informed  choices  and  get  quality  care  in  spite 
of  their  efforts  to  keep  you  in  the  dark. 

The  Patient  Protection  Act  will  require 
insurance  companies  to  give  you  all  the  infor- 
mation you  need  before  you  join  a health  plan. 
They’ll  have  to  tell  you  what  is  and  isn't  covered 
in  their  plan.  What  soil  of  incentives  they  give 
to  limit  the  care  you  get.  What  sort  of  approval 
process  you  have  to  go  through  to  get  the  care 
you  need.  .And  how  many  people  have  dropped 
out  of  their  plan  because  they  were  dissatisfied 
with  the  care  they  got. 

It  will  also  make  sure  your  doctor  has  a say  in 
your  plan’s  medical  policies  and  make  it  illegal 
for  your  plan  to  fire  your  doctor  for  giving  you 
all  the  care  you  need.  What’s  more,  it  will  allow 
you  to  choose  your  own  doctor  - instead  of 
having  one  chosen  for  you. 

In  short,  the  Patient  Protection  Act  requires 
insurance  companies  to  give  you  a full  explana- 
tion of  how  their  plan’s  limitations  affect  you. 
So  you  and  your  family  can  make  an  informed, 
intelligent  decision  about  the  one  thing  that’s 
more  important  than  any  other.  Your  health. 

This  is  the  moment  of  truth.  Call  your  senators 
and  representative  now.  Demand  that  they  sup- 
port the  Patient  Protection  Act.  Because  when 
you're  dealing  with  the  insurance  industry, 
what  you  don’t  know  really  can  hurt  you. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Annual  meeting 


1994  House  actions  on  resolutions  and  reports 


Resolution  1 directs  the  medical 
society  to  draft,  and  advocate  for 
passage,  the  American  Academy  of 
Pediatrics  model  bill:  "Protection  of 
Children  from  Handguns  Act." 
Action:  referred  to  SMS  Board  of 
Directors. 

Resolution  2 calls  for  the  SMS  to 
petition  the  Wisconsin  Legislature 
to  convene  a legislative  council  study 
on  violence  in  Wisconsin.  Action: 
adopted. 

Resolution  3 urges  the  medical 
society  to  inform  the  public  of  how 
malpractice  costs  increase  health  care 
costs.  Action:  substitute  resolution 
adopted. 

Resolution  4 gives  SMS  support  to 
the  position  that  only  malpractice 
settlements  by  insurance  carriers  in 
excess  of  $30,000  be  required  to  be 
reported  to  the  National  Practitio- 
ner Data  Bank  and  state  licensing 
boards  and  bring  this  position  to  the 
attention  of  lawmakers.  Action: 
adopted. 

Resolution  5 urges  the  medical 
society  to  oppose  the  development 
of  practice  guidelines  by  government 
and  support  current  SMS  efforts 
relating  to  practice-based  clinical 
outcomes  research.  Action:  substi- 
tute resolution  adopted. 

Resolution  6 calls  for  support  of 
legislation  making  participation  in 


the  Patients'  Compensation  Fund 
voluntary  and  allow  insurance  agen- 
cies to  once  again  sell  $1  million 
liability  policies.  Action:  substitute 
adopted. 

Resolution  7 gives  SMS  support  to 
the  AMA  position,  approved  at  the 
June  1993  AMA  meeting,  permit- 
ting use  of  an  alternative  data  bank 
by  state  medical  examining  boards. 


Action:  substitute  resolution 

adopted. 

Resolution  8 calls  for  the  SMS  to 
oppose  the  use  of  moratoria  of  un- 
determined length  by  the  Cost  Con- 
tainment Commission  to  defer  con- 
ducting reviews  and  determinations 
requiring  action  by  the  commission 
under  the  provisions  of  Chapter  250. 

Continued  on  next  page 
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Action:  substitute  resolution 

adopted. 

Resolution  9 calls  for  the  SMS  to 
support  legislation  providing  man- 
datory, prompt  and  binding  arbi- 
tration in  medical  malpractice  cases 
and  establishing  an  arbitration  panel. 
Action:  substitute  adopted. 

Resolution  10  requires  the  SMS  to 
encourage  the  Legislature  to  estab- 
lish a program  to  take  the  onus  of 
eligibility  off  the  physician's  office 
when  determining  a patient's  eligi- 
bility for  the  indigent  drug  program. 
Action:  rejected. 

Resolution  11  pertains  to  a proposal 
to  facilitate  admission  of  patients  to 
extended  care  facilities  and  calls  for 
a copy  and  explanation  of  1993 
Wisconsin  Act  187  in  the  Wisconsin 
Medical  Journal.  Action:  substitute 
resolution  adopted. 

Resolution  12  calls  for  the  SMS  to 
include  in  its  program  on  domestic 
violence  information  on  the  appro- 
priate discipline  of  children.  Action: 
substitute  resolution  adopted. 

Resolution  13  calls  for  the  SMS  to 
oppose  any  effort  to  increase  the 
registration  fees  for  vital  records  over 
and  above  administration  costs.  Ac- 
tion: rejected. 

Resolution  14  requires  all  fiscal  notes 
in  excess  of  "current  budgets"  be  re- 
viewed and  approved  by  the  SMS 
treasurer  and  speaker  of  the  House 
before  they  are  published  in  the 
delegates  annual  meeting  handbook. 
Action:  amended. 

Resolution  15  encourages  SMS 
members  to  support  the  Health 
Education  Center  of  Wisconsin 
through  publicity  efforts  and  liai- 
sons with  organizations  represent- 
ing the  targeted  audience  as  local 
county  societies  deem  appropriate. 
Action:  adopted. 


Resolution  16  calls  for  the  SMS  to 
replace  the  current  medical  student 
section  with  two  special  sections, 
one  for  Medical  College  of  Wiscon- 
sin students  and  one  for  University 
of  Wisconsin  Medical  School 
students.  Action:  substitute  resolu- 
tion adopted. 

Resolution  17  calls  for  the  establish- 
ment of  a group  practice  section 
formed  by  medical  group  presidents 
who  are  physicians  or  their  physi- 
cian designees.  Action:  amended. 

Resolution  18  urges  the  SMS  to 
develop  model  hospital  medical  staff 
bylaws  to  use  as  a guideline  for  the 
benefit  of  its  members.  Action: 
adopted. 

Resolution  19  calls  for  the  SMS  to 
work  with  the  Bureau  of  Quality 
Compliance  to  reexamine  the  ad- 
ministrative decision  that  antide- 
pressants are  viewed  as  chemical 
restraints.  Action:  amended. 

Resolution  20  directs  the  SMS  to 
work  with  the  Department  of  Health 
and  Social  Services  to  reexamine  and 
remove  the  diagnosis  of  depression 
as  a trigger  to  automatically  require 
level  I and  II  screening  in  the  annual 
review  of  nursing  home  residents. 
Action:  amended. 

Resolution  21  calls  for  the  SMS  to 
formally  request  that  the  Office  of 
the  Commissioner  of  Insurance  in- 
clude the  SMS  in  all  future  "strat- 
egy" documents  that  have  an  im- 
pact on  practicing  physicians  and 
establish  the  means  to  define  prac- 
tice guidelines  for  high  risk  issues  in 
each  specialty.  Action:  substitute 
adopted. 

Resolution  22  seeks  a review  of 
policy  calling  for  universal  vaccina- 
tion of  children  against  hepatitis  B. 
Action:  rejected. 

Resolution  23  directs  the  SMS  to 
develop  guidelines  as  to  the  proper 


scope  of  practice  for  physician  assis- 
tants and  nurse  practitioners  and 
promulgate  its  findings,  and  refer 
the  issue  to  the  AMA  for  develop- 
ment of  national  standards.  Action: 
substitute  resolution  adopted. 

Resolution  24  calls  for  SMS  to  de- 
velop liaisons  with  entities  involved 
in  primary  care  education  and  pre- 
pare an  annual  report  summarizing 
current  programs.  Action:  referred 
to  Board  of  Directors. 

Resolution  25  promotes  the  partici- 
pation of  SMS  members  in  state  and 
local  childhood  immunization 
initiatives.  Action:  adopted. 

Resolution  26  seeks  legislation  that 
would  require  peer  review  organi- 
zations to  be  registered  and  licensed 
through  the  Office  of  the  Commis- 
sioner of  Insurance.  Action:  rejected. 

Resolution  27  pertains  to  case 
management  of  AIDS  with  hospital 
pre-admission  screening.  Action: 
substitute  resolution  referred  to 
Board  of  Directors. 

Resolution  28  directs  SMS  staff  to 
work  to  repeal  the  prohibition 
against  reducing  or  eliminating  co- 
payments and  deductibles.  Action: 
amended. 

Resolution  29  states  that  phase  1,  2, 
and  3 cancer  research  protocols 
should  be  a covered  benefit  in  the 
State  of  Wisconsin  employees  bene- 
fit plan.  Action:  referred  to  Board  of 
Directors. 

Resolution  30  directs  SMS  staff  to 
study  and  make  a recommendation 
regarding  repeal  of  the  current  ex- 
emptions of  the  "willing  provider 
law"  enacted  in  Wisconsin.  Action: 
substitute  resolution  referred  to 
Board  of  Directors. 

Resolution  31  directs  the  SMS  to 
seek  legislation  in  the  spirit  of  health 
care  cost  containment  that  would 
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exempt  physicians  from  the  collec- 
tion of  Medicaid  coinsurance 
amounts  if  the  cost  of  the  collection 
effort  exceeds  the  amount  to  be 
collected.  Action:  adopted. 

Resolution  32  urges  efforts  to  pub- 
licize the  message  that  current 
Medicaid  and  Medicare  payments 
to  physicians  for  house  calls  do  not 
encourage  house  calls  and  do  not 
promote  cost  effective  care.  Action: 
substitute  resolution  adopted. 

Resolution  33  reaffirms  the  SMS 
position  that  physician  reimburse- 
ment for  the  same  service  not  vary 
based  on  specialty.  Action:  substi- 
tute resolution  adopted. 

Resolution  34  seeks  correction  of 
Medicare  reimbursement  inequities 
to  assistant  surgeons.  Action:  sub- 
stitute resolution  adopted. 

Resolution  35  calls  for  the  SMS  to 
take  appropriate  legal  action  against 
Medicare  and  seek  legislation  to 
ensure  prompt  appeals.  Action:  re- 
jected. 

Resolution  36  requests  the  SMS  to 
take  legal  action  against  Medicare 
to  ensure  that  when  downcoding  is 
performed  by  Medicare  a prompt 
and  immediate  appeals  process  be 
available  to  the  physician  and  his  or 
her  patient.  Action:  rejected. 

Resolution  37  pertains  to  legal  ac- 
tion and  legislative  initiatives  to 
ensure  rural  physicians  are  compen- 
sated at  the  same  level  as  urban 
physicians.  Action:rejected. 

Resolution  38  seeks  specific  legal 
action  pertaining  to  non-payment 
of  rural  physicians'  usual  and  cus- 
tomary professional  fees.  Action:  re- 
jected. 

Resolution  39  also  seeks  specific 
legal  action  pertaining  to  non-pay- 
ment of  rural  physicians'  usual  and 
customary  fees.  Action:  rejected. 


Resolution  40  urges  legal  action 
against  Medicare  to  ensure  that  re- 
imbursement for  rural  hospitals  be 
elevated  to  the  levels  of  urban 
hospitals.  Action:rejected. 

Resolution  41  urges  reorganization 
of  the  SMS  as  a professional  physi- 
cian guild  for  purposes  of  negotia- 
tion and  representation.  Action:  re- 
jected. 

Resolution  42  calls  for  the  SMS  to 
identify  efforts  to  oversell  medical 
services  to  the  public  and  call  atten- 
tion to  the  increased  costs  resulting 
from  overselling.  Action:  rejected. 

Resolution  43  directs  the  SMS  to 
advocate  for  extension  of  medical 
care  services  to  the  state's  urban  and 
rural  under-served  areas  by  work- 
ing closely  with  those  organizations 
committed  to  developing  proposals 


to  correct  the  problems  of  accessibil- 
ity to  medical  care  in  Wisconsin  and 
by  ensuring  that  minority  physicians 
serving  populations  in  under-served 
areas  participate  in  those  activities. 
Action:  substitute  resolution 

adopted. 

Resolution  44  directs  the  SMS  to 
take  immediate  action  with  the  state 
and  relevant  federal  agencies  to 
identify  and  eliminate  disruptions 
created  in  continuous  prenatal  care 
by  uncoordinated  government  pro- 
grams so  pregnant  women  are  able 
to  maintain  a continuous  relation- 
ship with  a single  physician  through- 
out pregnancy.  Action:  adopted. 

Resolution  45  urges  the  AMA  to 
include  the  following  in  health  sys- 
tem reform  to  better  address  the 
needs  of  children:  an  adequate  pe- 
Continued  on  next  page 
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riodicity  schedule  similar  to  the  one 
included  in  the  HCFA-developed 
"Bright  Futures  Project";  hearing 
aids;  tort  reforms  including  a 
$250,000  cap  on  non-economic 
damages,  a statute  of  limitations  of  6 
plus  2 years  and  a limitation  of  plain- 
tiff lawyer  fees  through  the  use  of  a 
sliding  scale;  and  standards  of  eligi- 
bility for  long-term  care  of  children 
based  on  limitations  of  activities. 
Action:  substitute  resolution 

adopted. 

Resolution  46  calls  for  organized 
medicine  to  oppose  the  creation  of  a 
National  Health  Board  as  defined  in 
the  Health  Security  Act  and  for  SMS 
delegates  to  submit  this  resolution 
to  the  AMA  for  consideration. 
Action:  amended  substitute  resolu- 
tion adopted. 

Resolution  47  opposes  the  Health 
Security  Act  of  1993  proposal  of  an 
all-payor  health  care  fraud  and  abuse 
enforcement  program  as  it  specifi- 
cally applies  to  the  seizure  of  prop- 
erty; support  efforts  to  clearly  de- 
fine health  care  fraud  and  establish 
an  intergovernmental  commission 
to  investigate  fraud  and  abuse;  pur- 
sue enactment  of  laws  that  ensure 
equal  application  of  due  process 
rights  to  physicians  in  health  care 
fraud  prosecution;  and  submit  a 
resolution  on  this  subject  to  the 
AMA.  Action:  substitute  resolution 
adopted. 

Resolution  48  calls  for  the  SMS  to 
oppose  the  Health  Security  Act  of 
1993  proposal  of  an  all-payor  health 
care  fraud  and  abuse  system.  Action: 
amended  substitute  resolution 
adopted. 

Resolution  49  opposes  any  arbitrary, 
inequitable  or  discriminatory  appli- 
cation of  plan  benefits  or  medical 
care  under  any  state  or  national 
health  care  plan  and  specifically 
opposes  discriminatory  allocation  of 
medical  care  on  the  basis  of  class, 


means,  age  or  gender.  Action:  sub- 
stitute resolution  adopted. 

Resolution  50  urges  the  SMS  to 
oppose  restrictions  on  fee-for-serv- 
ice  in  any  plan  introduced  to  change 
the  health  care  system  and  create  a 
written  advisory  for  use  by  physi- 
cians in  creating  fee-for-service 
plans.  Action:  referred  to  Board  of 
Directors. 

Resolution  51  calls  for  the  SMS  to 
oppose  efforts  to  impose  quotas  in 
training  programs  forcing  practice 
and  specialty  selection.  Action: 
adopted. 

Resolution  52  requests  that  the  SMS 
develop  and  promulgate  a defini- 
tion of  primary  care  and  primary 
care  physicians,  based  on  training 
and  experience  so  that  uniformity 
can  be  developed  as  discussions 
regarding  access  and  availability  of 
primary  care  occur.  Action:  filed. 

Resolution  53  asks  the  SMS  to  pro- 
mote inclusion  of  medical  IRAs  as 
part  of  a comprehensive  health  sys- 
tem reform  initiative  as  a way  for 
patients  to  establish  a tax-deferred 
account  to  which  employers  and 
patients  can  directly  deposit  money 
to  pay  for  health  care  costs  such  as 
deductibles,  co-payments  and  drugs. 
Action:  substitute  resolution 

adopted. 

Resolution  54  asks  the  SMS  to  des- 
ignate obstetricians  and  gynecolo- 
gists as  primary  care  providers  for 
women  and  include  that  definition 
in  Wisconsin  Care.  Action:  filed. 

Resolution  55  requests  that  the  SMS 
continue  to  support  health  care  re- 
form that  includes:  universal  access 
for  all  Wisconsin  citizens;  continu- 
ity of  care  and  patient  choice  of  phy- 
sician; basic  benefits  for  all  patients; 
support  for  continued  quality  medi- 
cal services;  and  reform  that  deals 
effectively  with  factors  mitigating 
against  efficient  health  care  deliv- 


ery including  malpractice  reforms, 
undersupply  of  primary  care  physi- 
cians, inadequate  reimbursement, 
and  simplication  of  paperwork  and 
plan  administration.  Action:  filed. 

Resolution  56  seeks  SMS  support  of 
tax  deductible  medical  savings  ac- 
counts as  an  option  for  all  Ameri- 
cans and  urges  opposition  of  any 
reform  plan  that  would  force  pa- 
tients to  participate  in  managed  care, 
HMOs  or  government  medical  care. 
Action:  substitute  resolution 

adopted. 

Resolution  57  asks  for  the  SMS  to 
recommend  enactment  of  a tax  code 
that  will  treat  the  health  care  ex- 
penses of  all  workers  in  the  same 
manner,  and  if  any  special  favors 
are  to  be  granted  by  the  tax  code  to 
anyone  then  such  special  exemp- 
tions should  only  be  granted  to  those 
who  are  buying  true  insurance  with 
the  payment  of  actuarily  sound 
premiums  for  unexpected,  unusual, 
or  catastrophic  illnesses  and 
expenses.  Action:  rejected. 

Resolution  58  calls  for  the  SMS  to 
support  the  goal  of  removal  of  PCB- 
contaminated  sediments.  Action: 
referred  to  Board  of  Directors. 

Report  A of  the  Board  of  Directors 
recommends  that  1993  Resolution  8 
regarding  liability  for  Medical  As- 
sistance obstetric  care  not  be 
adopted;  calls  for  submission  of  a 
recommendation  on  1993  Resolu- 
tion 38  mandatory  arbitration  in 
medical  malpractice  cases  to  the  1995 
House  of  Delegates;  continues  anti- 
tobacco campaign  to  oppose  tobacco 
use  in  nursing  homes  and  protect 
workers  from  tobacco  smoke  in  the 
work  place;  and  adopts  a policy  on 
crime  injury  reporting  and  domes- 
tic violence.  Action:  adopted. 

Report  B of  the  Board  of  Directors 
includes  the  1994  budget;  a recom- 
mendation for  a $10  dues  recom- 
mendation; proposes  a constitu- 
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tional  amendment  removing  a cap 
on  Board  of  Directors  size;  approves 
a plan  to  separate  the  scientific  por- 
tion from  the  SMS  annual  meeting; 
and  provides  an  update  on  the  Min- 
nesotaCare  tax  on  non-resident 
physicians.  Action:  section  on 
budget  and  MinnesotaCare  tax  filed; 
dues  recommendation  and  annual 
meeting  change  adopted. 

Report  C of  the  Board  of  Directors 
recommends  SMS  support  for  driver 
blood  alcohol  testing  in  fatal  crashes; 
opposes  legislation  on  physician-as- 
sisted suicide;  adopts  policies  on 
euthanasia  and  withdrawal  and 
withholding  of  treatment;  recom- 
mends the  SMS  develop  a medical 
quality  research  foundation  with 
CESF  for  the  purpose  of  developing, 
funding  and  implementing  medical 
quality  outcomes  research  in  Wis- 
consin; authorizes  the  SMS  to  co- 
sponsor a managed  care  credential- 
ing  demonstration  project  in  Wis- 
consin; provides  guidelines  for  ter- 
minal care;  gives  continued  endorse- 
ment to  a document  on  practice  para- 
meters; adopts  a policy  concerning 
hospital  discharge  criteria;  concurs 
with  an  SMS  Commission  that  in- 
stallation of  school  bus  seat  belts  not 
be  adopted;  and  approves  an  inter- 
professional code  on  dispute 
resolution.  Action:  adopted. 

Report  D rejects  House  of  Dele- 
gates Resolution  19  on  a survey  for 
the  establishment  of  a Medicare 
single  payment  area  and  concurs 
with  an  SMS  commission  that  no 
action  be  taken  on  1993  House  of 
Delegates  Resolution  35— nonpay- 
ment of  rural  physicians'  usual  and 
customary  professional  fees  based 
on  inappropriate  out-of-state  re- 
viewers; and  1993  House  of 
Delegates  Resolution  36  on  non- 
payment of  rural  physicians  usual 
and  customary  professional  fees. 
Action:  adopted. 

Report  E discusses  health  system 
reform;  1993  House  of  Delegates 

Wisconsin  Medical  Journal  • July  1994 


resolutions  33  and  45— Adequate 
Public  Funding  for  Predoctoral  and 
Graduate  Medical  Education;  and 
1993  House  of  Delegates  Resolution 
44  on  long  term  care.  Action: 
adopted. 

Report  F of  the  Board  of  Directors 
deal  with  expansion  of  Medicaid 
drug  prior  authorization  and  sup- 


ports the  exemption  of  certain  drugs. 

Action:  adopted. 

Report  G discusses  future  health 
system  reform  activities  for  the  SMS 
and  reiterates  strength  for  the  eight 
essential  elements  of  Wisconsin  Care 
while  noting  policy  must  continue 
to  be  clarified  and  strengthened. 
Action:  adopted. ❖ 


House  of  Delegates  Nominating 
Committee:  1994-1995 

District  1 

Lucille  B.  Glicklich,  MD,  2000  W Kilbourn  Ave,  Milwaukee  53233 
William  J.  Listwan,  MD,  205  Valley  Ave,  West  Bend  53095 
Timothy  G.  McAvoy,  MD,  1751  East  Main,  Waukesha  53186 
Thomas  A.  Reminga,  MD,  330  E Kilbourn  Ave,  Ste  730,  Milwaukee 
53202 

John  E.  Ridley,  III,  MD,  2315  N Lake  Dr,  Ste  1001,  Milwaukee  53211 
Gregory  A.  Shove,  MD,  3807  Spring  St,  PO  Box  085001,  Racine  53408- 
5001 

Frank  H.  Urban,  MD,  3645  Emberwood  Dr,  Brookfield  53005 
District  2 

Adam  H.  Balin,  MD,  753  N Main  St,  Oregon  53575 
Jerry  M.  Ingalls,  MD,  1515  Tenth  St,  Monroe  53566 
Paul  A.  Wertsch,  MD,  4221  Venetian  Ln,  Madison  53704 

District  3 

Mark  H.  Andrew,  MD,  125  W Jefferson,  Viroqua  54665 
District  4 

Robert  E.  Phillips,  MD,  1000  N Oak  Ave,  Marshfield  54449 
District  5 

David  R.  Weber,  MD,  80  Sheboygan  St,  Fond  du  Lac  54935 
District  6 

Joseph  C.  DiRaimondo,  MD,  1636  Miriam  Rd,  Manitowoc  54220,  chair 
District  7 

Philip  J.  Happe,  MD,  PO  Box  1510,  Eau  Claire  54702-1510,  secretary 
District  8 

Joseph  M.  Jauquet,  MD,  1625  Maple  Ln,  Ashland  54806-3610 
Specialty  sections 

Richard  S.  Kane,  MD,  945  N 12th  St,  PO  Box  17932,  Milwaukee  5321 7* 
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Presidential  address 
A great  flame  follows  a little  spark 


This  past  year  as  SMS  president 
has  been  a rewarding  time  for 
me,  with  truly  never  a dull  moment. 
My  one  regret  is  that  the  parameters 
of  distance  and  getting  enough  sleep 
set  irreducible  limits  on  what  I would 
like  to  have  done. 

Attending  county  medical  soci- 
ety meetings  was  both  an  enjoyable 
experience  and  probably  the  best 
way  to  understand  our  most  active 
members'  concerns  and  ideas.  The 
field  staff  is  particularly  helpful  and 
does  an  excellent  job  of  liaison  be- 
tween madison  and  all  of  the  rest  of 
us  out  there. 

I also  appreciated  the  many  tele- 
phone calls  and  letters  I received 
from  physicians  who  took  the  time 
to  express  their  opinions  about  how 
the  medical  society  can  be  most 
helpful  to  them  and  to  their  patients. 

Wisconsin  physicians  and  our 
organization  enjoy  an  outstanding 
reputation  among  our  colleagues 
elsewhere.  Three  quarters  of  the 
American  public  may  not  know 
where  Wisconsin  is  because  the 
national  weather  reports  generally 
skip  right  over  us,  but  other  physi- 
cians do  know— as  I learned  during 
the  AMA  functions  I attended.  It  is  a 
good  feeling  to  be  part  of  such  an  ex- 
ceptional family. 

I have  down-played  my  status  as 
the  first  woman  president  of  the  SMS 
because  I believe  such  distinctions 
are  no  longer  necessary.  It  is  gratify- 
ing to  see  increasing  numbers  of 
women  at  county  medical  society 
meetings  who  are  taking  leadership 
roles.  Perhaps,  however,  we  women 
should  posthumously  thank  the 
members  of  the  Wisconsin  State 
Medical  Society  of  1872  who  first 
opened  membership  to  women  with 
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this  questionably  encouraging  re- 
mark. This  is  a quote:  "St  Paul  may 
have  ruled  her  out  of  the  pulpit,  but 
St  Paul  never  did  say  that  she  would 
not  make  a good  Samaritan." 

Well,t  hat  may  not  have  sounded 
welcoming  enough  to  the  women  of 
the  time,  and  it  was  another  13  years 
before  the  first  woman  physician 
actually  joined  the  State  Medical 
Society.  One  hundred  and  twenty- 
two  years  later,  here  we  are. 

I want  to  thank  my  fellow  physi- 
cians for  giving  me  this  responsibil- 
ity and  the  SMS  staff  for  their  superb 
assistance. 

My  efforts  to  help  publicize  the 
problem  of  tobacco  addition  by 
young  people  brought  a diverse 
array  of  reactions,  as  expected,  from 
thoughtful  recognition  to  times 
when  I felt  it  best  to  leave  by  the 


nearest  exit.  In  keeping  with  that  ex- 
perience, I shall  close  with  an  admo- 
nition from  Dante's  Divine  Comedy, 
which  supports  our  continued  mo- 
tivation to  improve  the  health  of 
Wisconsin  citizens. 

In  this  passage,  Dante  is  express- 
ing his  idealistic  views  of  mankind 
and  denouncing  what  he  believes  to 
be  corruptions.  He  is  visited  by  an 
ancestor  who  arms  him  that  this 
degree  of  outspokenness  will  keep 
him  in  exile  and  make  him  depend- 
ent on  a patron.  Nonetheless,  he  goes 
ahead  to  say:  "Avoiding  every  lie, 
make  your  entire  vision  manifest. 
And  where  it  itches,  let  the  people 
scratch.  You  will  experience  the  salty 
taste  of  someone  else's  bread  and 
know  how  hard  to  climb  up  and 
down  by  someone  else's  stair." 

Thank  you.*:* 
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Address  of  the  president  elect 

Children,  gun  violence  and  the  healing  community: 
Wisconsin  physicians  together  making  the  difference 


Richard  G.  Roberts,  MD,  JD 


Springtime  in  Wisconsin  means 
storm  clouds  and  rain  show- 
ers—sometimes  hour  after  hour.  To- 
night, however,  I want  to  describe  to 
you  storm  clouds  of  a different  kind . 

I see  new  storm  clouds  gathered 
over  Wisconsin.  From  our  Lake 
Michigan  beaches  in  the  east  to  our 
Mississippi  bluffs;  from  our  pine 
woods  in  the  north  to  the  rolling 
pastures  in  the  south.  The  growing 
maelstrom  is  gun  violence  and  chil- 
dren. Like  cracks  of  lightning,  gun 
shots  explode  the  lives  of  our  young 
people  and  flood  their  families  in  a 
torrent  of  tears. 

Mushrooming  thunderheads  and 
lighting  bolts  of  gunpowder  threaten 
our  future:  either  by  striking  our 
children  dead  or  by  robbing  them  of 
the  security  of  a safe  childhood. 

From  the  back  roads  of  Wiscon- 
sin to  the  mean  streets  of  Washing- 
ton D.C.  to  the  boulevards  of  Cali- 
fornia, I've  learned  to  read  the 
weather  and  tonight  I'd  like  to  share 
with  you  the  lessons  I've  learned. 

The  first  lesson  occurs  in  January 
1980;  it's  a clear,  frigid  night  in 
metropolitan  Washington  D.C.  Four 
months  from  my  medical  school 
graduation,  my  wife  Laura  and  I 
dance  with  joy  watching  the  exploits 
of  the  United  States  hockey  team  at 
the  13th  Winter  Olympiad  in  Lake 
Placid,  NY.  Just  the  two  of  us,  cele- 
brating in  front  of  the  television  in 
our  third  floor  apartment.  In  the 
midst  of  our  celebration  we  hear  a 
distant  sound,  like  someone  kicking 
the  firedoors  that  lead  to  each  apart- 
ment. Who  could  be  so  rude  to  dis- 
rupt our  Olympics? 

Screams  from  below  freeze  us, 
for  a moment.  We  race  down  two 
flights  of  stairs  to  find  a 24-year  old 
man,  our  neighbor,  slumped  back 
against  his  door.  He  is  in  the  throes 


of  dying,  with  three  45  caliber  gun 
shot  wounds  to  his  chest.  He  smells 
of  blood  and  vomit,  and  sounds  of 
death. 

Laura,  a teacher,  has  just  been 
certified  in  CPR— she  figures  it  will 
help  if  a student  is  struck  by  light- 
ning. But  this  is  more  than  "Andy, 
Andy  are  you  all  right?"  What  has 
happened  to  our  night?  This  is  for 
me,  too  far  removed  from  the  com- 
forting camaraderie  of  the  hospital. 
This  is  for  me,  too  close  to  home. 

We  start  CPR  with  a practiced 
efficiency  that  deceptively  suggests 
it's  just  another  weeknight  at  home 
for  the  Roberts  family.  We  are  re- 
lieved to  see  the  paramedics  arrive 
within  a few  minutes.  But  our  relief 
turns  to  astonishment  when  they 
refuse  to  enter  the  glass  doors  to  the 
building  without  police  escort. 

"It's,  after  all,  a dangerous  situ- 
ation;" they  shout  through  the  glass, 
"Regulations  require  us  to  wait." 

The  minutes  drag  on— compres- 


sion, breath,  a glance  up  at  the  faces 
in  the  glass.  Where  are  the  cops? 
Where  is  the  killer?  Repeat  the  cycle: 
compression,  breath.  More  red  lights 
and  sirens.  Finally. 

I learned  the  lesson  on  vulnera- 
bility: You  can't  afford  to  ignore  the 
weather  when  you  hear  the  thunder 
roll.  "You  don't  need  a weatherman 
to  know  which  way  the  wind  blows." 

The  next  lesson.  February  1983. 
It's  a crisp  Monday  night  in  a Los 
Angeles  emergency  room.  Monday 
nights  are  good  duty  for  a moon- 
lighting resident.  The  weekend  cra- 
zies have  gone  back  to  their  jobs;  I 
will  probably  get  in  some  reading 
and  sleeping. 

But  this  Monday  night  is  differ- 
ent. This  Monday  night  a member  of 
one  gang  has  crossed  the  turf  of 
another.  Offense  is  taken.  Gunfire 
results. 

At  a distance,  gang  members  are 
notoriously  bad  shots.  Perhaps  they 
Continued  on  next  page 
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Continued  from  preceding  page 
don't  take  enough  target  practice. 
On  this  Monday  night,  a badly  aimed 
bullet  crosses  the  street,  shatters  a 
window  and  blasts  through  the  body 
of  a fourteen  year  old  girl  doing  her 
homework.  She  is  several  weeks  shy 
of  her  quince,  her  15h  birthday— a 
major  event  of  the  life  of  a young 
latina. 

On  this  Monday  night  the  ambu- 
lance delivers  to  my  emergency 
room  the  body  of  a dead  teenager.  In 
hot  pursuit  are  a dozen  raging  rela- 
tives, expecting  medical  miracles. 
But  there  are  no  medical  miracles  on 
this  Monday  night.  It  falls  to  me  to 
inform  the  worried  and  suspecting 
family.  The  waiting  room  is  packed 
with  angry  young  men  wearing  tat- 
toos and  waving  Uzi  machine  guns. 
I've  never  before  seen  an  Uzi;  at 
least  not  so  close  to  my  nose.  It  looks 
like  a toy,  but  this  doesn't  feel  like  a 
game. 

The  family's  English  is  poor;  my 
Spanish  is  worse.  "L o siento  mucho. 
Puedo  ayudar?"  Into  the  awkward 
breach,  steps  the  head  nurse,  a small 
woman  from  Guatemala.  When  I 
say  small,  even  I tower  over  her.  She 
glides  up  to  the  gang  leader,  the 
biggest  person  in  the  room  flashing 
the  biggest  gun.  She  whispers  some 
soothing  Spanish.  She  speaks  so 
softly  that  everyone  has  to  lean  in  to 
hear.  The  room  is  comically  trans- 
formed into  a football  huddle,  mean 
guys  with  big  guns  leaning  in  to 
listen  to  little  coach. 

They  all  leave  a few  minutes  later, 
satisfied  that  nothing  more  could 
have  been  done.  I learned  the  lesson 
of  leadership:  A gentle  hand  and  a 
helping  heart  can  evaporate  the 
storm  clouds. 

That  Monday  night  in  the  Los 
Angeles  emergency  room  taught  me 
another  lesson.  I had  experienced 
personal  danger  and  had  feared  for 
my  own  safety  before,  that  was  a 
familiar  emotion.  But  now  I had  an 
8-month-old  son.  Matt,  toddling 
around  at  home  and  I realized  for 
the  first  time  that  if  I did  something 


macho  or  stupid,  he  might  be  left 
without  a dad.  I was  responsible  for 
a future.  I learned  the  lesson  of  a 
greater  power:  We  are  all  affected 
by  the  weather. 

After  residency,  Laura  and  I ea- 
gerly returned  to  the  family  and 
refuge  of  our  native  Wisconsin. 
Leaving  the  sunshine  of  southern 
California  was  hard,  leaving  the 
menacing  tempest  of  violence  was 
easy.  Of  course,  we  were  smart 
enough  to  move  back  to  temperate 
southern  Wisconsin.  The  best  part 
of  our  years  back  in  Wisconsin  has 
been  family.  Family  has  made  my 
journey  possible.  More  importantly, 
family  has  made  my  journey  worth 
the  effort. 

The  stories  I share  with  you  are 
intensely  personal.  They  are  my 
eyewitness  accounts  of  how  gun  vio- 
lence wounded  my  life  when  it 
wasted  the  lives  of  people  who  were 
too  young  to  die.  I have  other  les- 
sons I could  share;  I expect  that  you 
do  too.  My  stories  are  a bit  unusual 
in  that  the  killer  and  victim  did  not 
know  each  other.  The  cold  truth  is 
that  about  half  of  firearm  deaths  are 
suicides.  Of  the  remaining  half  that 
are  homicides,  half  of  those  are 
committed  by  a family  member  or 
friend. 

Firearm  violence  has  become  a 
major  public  health  problem.  Gun- 
shot injuries  are  now  the  second 
leading  cause  of  death  for  children 
and  young  adults  aged  10  to  34  years. 
In  several  states,  the  overall  number 
of  deaths  due  to  firearms  now  ex- 
ceeds the  number  of  deaths  due  to 
auto  accidents.  A black  man  in 
America  must  survive  into  his  40s 
before  something  other  than  gun 
violence  becomes  his  most  likely 
reason  for  dying.  If  you  think  this 
affects  only  inner  cities,  you're 
wrong.  If  you  think  this  doesn't  af- 
fect you,  than  think  again.  Think 
about  which  way  you're  going  to 
turn  when  you  step  outside  the  hotel 
this  evening.  Right  or  left.  It  may 
make  a difference. 

If  you  think  this  is  about  slam- 


ming the  National  Rifle  Association, 
then  think  again.  I have  a number  of 
relatives  who  are  avid  hunters.  I 
admire  their  dedication  to  firearm 
safety.  They  appreciate  that  guns 
are  serious  business. 

No,  this  is  about  a 4-year-old 
playing  with  a loaded  rifle— Bang! 
Bang!  You're  dead!  You  are  dead! 
What's  dead?  No,  this  is  about  a 
depressed  15-year-old  grabbing  a 
.38  because  there  seems  to  be  no 
alternatives.  No  this  is  about  a 19- 
year-old  protecting  turf  by  pulling 
out  a Raven.  Edgar  Allen  Poe  re- 
minds us  of  what  the  raven  said. 

Thinking  about  a problem  like 
gun  violence  and  kids  can  seem 
overwhelming.  How  can  we  get  our 
arms  around  it?  What  can  we  do? 
Albert  Camus  wrote,  "The  most 
difficult  task  of  all,  is  to  reconsider 
everything  from  the  ground  up,  so 
as  to  shape  a living  society  inside  a 
dying  society."  We  need  to  recon- 
sider everything  from  the  ground 
up.  We  need  to  rebuild  a living  soci- 
ety. 

As  physicians,  this  thought  terri- 
fies us.  Our  daily  experience  is 
plagued  with  uncertainty,  fraught 
with  doubt.  We  live  in  a world  of  life 
and  death  decisions  that  depend  on 
an  inexact  science  with  incomplete 
information  and,  yes,  all  the  while 
we  are  shadowed  by  malpractice 
lawyers.  We  seek  certainty  through 
the  controlled  environments  we  are 
able  to  shape  in  the  hospital  and  the 
clinic.  We  grow  wearied-or  worse, 
hardened— by  the  suffering  we  wit- 
ness each  and  every  day.  We  incre- 
mentally slip  into  cynicism.  We  pri- 
vately drift  into  despair. 

The  storm  clouds  that  now  gather 
over  Wisconsin,  gather  over  Wis- 
consin's physicians,  too.  How  can 
we  possibly  reach  out  to  assist  our 
communities  with  the  problem  of 
gun  violence  and  children  when  our 
energies  seem  consumed  with  indi- 
vidual patient  and  family  needs,  our 
attention  distracted  by  the  chaotic 
swirl  called  health  system  reform? 
How  can  we  help  society  get  its  act 
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together,  when  medicine  can't  seem 
to  get  its  act  together?  We  have  our 
own  gang  wars:  specialties  and 
medical  enterprises  divided  and 
fighting  over  turf.  How  can  we  re- 
build a living  society  and  weather 
the  storm? 

We  can  do  it  the  same  way  we 
heal  a patient.  One  child  at  a time; 
one  community  at  a time.  Offering 
each  a place  under  the  umbrella.  We 
do  it  through  leadership,  profession- 
alism, and  unity. 

We  show  our  leadership  by  prov- 
ing to  our  communities  that  we  can 
end  the  killing  of  our  kids,  that  we 
can  stop  the  slaughter.  We  can 
achieve  limited  access  to  guns  by 
children.  Trigger  locks,  gun  swaps 
and  hunter  safety  programs  can  all 
help.  Ask  your  adult  and  pediatric 
patients  if  there  are  guns  at  home. 
How  secure  are  the  weapons?  How 
safe  do  they  feel?  Why  should  it  be 
easier  for  a kid  to  get  into  a box  of 
bullets  than  a bottle  of  Tylenol? 

We  show  our  professionalism  by 
our  willingness  to  step  forward. 
Recall  that  in  Hippocrates'  time, 
being  a professional  meant  that  you 
professed,  that  you  declared  pub- 
licly that  you  were  a healer  and  a 
helper  of  the  sick.  We  will  need  to 
build  on  our  ancient  heritage  by 
developing  new  skills  and  perspec- 
tives. New  skills  and  perspectives 
require  courage  and  practice.  Aris- 
totle noted  that  character  and  virtue 
are  developed  by  practice.  Of  course, 
some  of  us  need  more  practice  than 
others. 

We  show  our  unity  by  working 
together  on  behalf  of  our  communi- 
ties through  our  medical  society.  This 
is  our  umbrella,  our  shield  against 
the  storm.  New  skills  and  perspec- 
tives are  integral  to  the  continued 
development  of  our  medical  soci- 
ety. We  need  the  leadership  of  the 
growing  number  of  women,  minor- 
ity, and  international  physicians  who 
have  so  much  to  share  but  who  have 
felt  kept  out  or  put  out  by  participa- 
tion in  the  Medical  Society. 

We  do  it  through  a series  of  small 
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acts  and  grand  gestures.  Dr  Stephen 
Hargarten  is  an  emergency  physi- 
cian here  in  Milwaukee  who  de- 
cided to  speak  out  against  gun  vio- 
lence. He  had  committed  himself  to 
the  removal  of  the  Black  Talon  bul- 
let which  explodes  into  a barbed 
starburst  which  is  designed  to 
tumble  and  tear  through  human 
tissue,  achieving  maximum  destruc- 
tion. I should  say  was  designed.  It 
cost  Dr  Hargarten  a 29-cent  postage 
stamp  to  mail  an  exploded  Black 
Talon  casing  to  Sen  Patrick 
Moynihan.  Senator  Moynihan  was 
so  affected  that  he  proposed  a 
10,000%  tax  on  Black  Talon  bullets. 
The  public  outcry  over  the  bullet 
drove  Winchester  to  halt  its  produc- 
tion. 

We  can  blow  away  the  clouds  of 


gun  violence  for  our  kids.  We  can 
reach  beyond  self-interest  to  lead 
our  communities.  We  can  profess 
our  commitment  to  serve  our  pa- 
tients, families  and  communities.  We 
can  unite  around  an  issue  that  joins 
us  together:  our  future,  our  chil- 
dren. 

Small  acts  and  grand  gestures. 
One  child  at  a time.  Make  room 
under  the  umbrella.  Side  by  side, 
Wisconsin's  physicians  and  their 
communities  together  making  the 
difference. 

I've  looked  ahead  and  read  to- 
morrow's weather  report.  I see  that 
the  cold,  hard  rain  is  going  to  let  up. 
I see  a morning  full  of  fresh  possibil- 
ity. I see  that  it's  going  to  be  a fine 
day.* 
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Special  issue  on  violence 

SMS  President  Richard  Roberts,  MD,  JD,  hopes  to  help  physicians 
fight  the  rise  of  death  and  injury  from  gun  violence  in  Wisconsin 
during  his  term.  In  coordination  with  the  campaign,  the  Wisconsin 
Medical  Journal  is  seeking  articles  from  Wisconsin  physicians  on  the 
subject  of  gun  violvence,  exploring  its  nature,  causes,  costs,  effects,  and 
possible  solutions.  The  special  issue  is  tentatively  set  for  September. 

There  is  room  in  the  WMJ  for  approaching  the  issue  from  many 
angles:  scientific,  socioeconomic,  and  organizational  articles,  as  well  as 
letters  of  opinions  and  expression  of  personal  experiences  and  feelings 
in  "Soundings." 

Guidelines  for  writers  are  available  from  the  WMJ:  257-6781 
(Madison  area)  or  800-362-9080.* 
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EVP  report  to  the  House  of  Delegates 
Crazy  times  demand  crazy  organizations 


Welcome  to  the  nano-second 
'90s:  These  are  wild  and 
woolly  times.  How  wild  are  they? 
Let  me  paraphrase  for  you  some  of 
the  things  management  guru  Tom 
Peters  has  been  saying  on  the  lec- 
ture circuit  and  in  his  syndicated 
newspaper  column. 

Item:  The  industrial  age  came  to 
an  end  on  an  unsung  day  in  January 
1992.  On  that  day,  the  total  stock 
market  value  of  the  Microsoft  Cor- 
poration surged  past  the  total  stock 
market  value  of  the  General  Motors 
Corporation. 

Item:  In  the  new  economy,  of 
which  health  care  is  a large  part. 
Madonna's  trade  balance  is  greater 
than  Detroit's.  Two  thirds  of  Ma- 
donna's income  is  from  overseas, 
while  Detroit  is  still  running  a trade 
deficit  of  $30  billion  to  $40  billion  a 
year. 

Item:  Today  there  are  some  75 
cable  networks  available  nation- 
wide, and  by  the  end  of  the  year  the 
number  of  available  channels  may 
reach  500. 

Item:  On  average  a new  grocery 
product  is  produced  every  half  hour. 

Item:  The  time  it  took  from  the 
Jonestown  massacre  to  the  first  TV 
movie  about  it  was  513  days;  from 
the  Waco  tragedy  to  TV  was  just  34 
days. 

These  are  crazy  times:  A year  or 
so  ago,  the  presidents  of  General 
Motors,  IBM,  Westinghouse,  Kodak 
and  American  Express  were  all  fired 
within  180  days  of  each  other. 

Why  were  they  fired?  Because 
the  times  are  wild,  and  their  corpo- 
rations were  not.  Crazy  times  de- 
mand crazy  organizations,  and  the 
average  American  organization- 
including  the  typical  medical  soci- 
ety-bores you  to  death.  Sober  or- 
ganizations just  aren't  going  to  sur- 
vive in  an  unsober  economy. 

The  problems  that  Peters  de- 


scribes pose  significant  challenges 
to  a 150-year-old  organization  like 
the  SMS.  You  face  profound  chal- 
lenges to  the  way  you  interact  with 
your  patients.  That  is  true  whether 
you  practice  alone  in  the  heart  of 
downtown  Milwaukee  or  as  part  of 
the  state's  largest  multi-specialty 
clinic  in  Marshfield. 

So,  as  you  may  have  guessed,  I 
am  not  going  to  talk  to  you  this 
afternoon  about  medical  practice  or 
health  system  reform.  Instead,  I am 
going  to  spend  the  next  few  minutes 
talking  about  your  organization: 
What  it  is  today  and  what  it  needs  to 
be  in  the  future  if  it  is  to  remain 
relevant. 

Yesterday,  you  and  your  state 
medical  society  could  get  by  simply 
being  prudent  stewards  of  a health 
care  system  that  worked  pretty  well. 
In  this  century  alone,  the  American 
life  expectancy  increased  from  47 
years  to  75.  But  tomorrow  will  re- 
quire us  to  be  dreamers,  to  be  entre- 
preneurs, and  to  be  a little  bit  crazy. 
Tomorrow  will  require  us  to  rethink 
and  reorder  our  priorities. 

Albert  Einstein  once  said  that 
imagination  is  more  important  that 
knowledge,  and  it  seems  that  the 
1990s  are  proving  him  right.  Ours  is 
not  an  era  in  which  the  SMS  should 
be  doing  things  the  way  we  have 
always  done  them.  It  is  time  to  shake 
things  up. 

For  instance,  government  rela- 
tions—the  mainstay  of  medical  so- 
cieties everywhere  for  as  long  as 
anyone  can  remember— will  not  dis- 
appear, but  will  fade.  Its  importance 
will  diminish  partly  from  health 
system  reform,  partly  from  the  re- 
alization that  with  the  complexity  of 
massive  pieces  of  legislation  we're 
going  to  have  fewer  clear-cut  legis- 
lative victories,  and  partly  because 
we  are  engaging  a set  of  very  differ- 
ent-looking competitors,  adversar- 


ies, and  politicians. 

The  compression  of  time  and  the 
pace  of  change,  that  Tom  Peters  talks 
about  means  that  our  medical  soci- 
ety cannot  afford  to  be  reactive.  We 
must  lead.  The  future  never  just 
happens;  it  is  always  created-a  fact 
that  provides  us  with  opportunity. 
The  physicians  of  Wisconsin  have  a 
long  history  of  leadership,  and  I am 
confident  that  your  tradition  of  being 
among  the  first  to  identify  issues 
and  creatively  seek  solutions  will 
continue  to  serve  you  well. 

Although  my  crystal  ball  is  in  the 
repair  shop,  there  are  a few  possi- 
bilities that  seem  to  have  a reason- 
able chance  of  becoming  realities. 

If  Microsoft's  stock  value  surpass- 
ing that  of  GM's  signifies  the  pass- 
ing of  the  industrial  age,  it  also  indi- 
cates the  dawn  of  the  cerebral  age. 
Information  has  become  a leading 
national  resource,  a dominant  prod- 
uct in  today's  economy. 

It  is  likely,  then,  that  one  of  our 
focal  points  in  the  future  will  be  the 
continuing  education  of  physicians 
and  their  office  staffs.  There  will  be 
new  concepts  to  understand,  new 
procedures  to  follow  and  new  regu- 
lations to  observe:  And  a medical 
society  is  an  ideal  vehicle  to  act  as  a 
clearinghouse  for  this  information. 

We  can  monitor  the  field,  collect 
and  analyze  the  data,  package  the 
information  so  that  the  relationships 
among  data  from  various  sources 
are  clear,  explain  why  the  informa- 
tion is  relevant  and  present  the  data 
in  user-friendly  form. 

We  do  a great  deal  of  this  now,  so 
the  future  shift  in  emphasis  would 
be  a natural  for  us. 

The  need  for  physicians'  office 
staff  training  has  already  led  us  to 
start  a program  that  now  serves  more 
than  7,000  people  annually  and  has 
grown,  in  4 years,  into  our  Medical 
Business  Specialist  Certificate  Pro- 
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gram.  We  have  copyrighted  this 
program  and  franchised  it  to  other 
state  societies— a success  that  has 
already  made  us  unusual  for  a state- 
level  association,  and  caused  us  to 
broaden  our  thinking  and  stretch 
our  sights  beyond  the  natural  geo- 
graphic boundaries  of  a state  asso- 
ciation. 

Educating  the  public,  and  help- 
ing you  educate  your  patients,  is 
likely  to  take  on  a greater  role  in 
medical  society  activities,  too.  Pub- 
lic health  issues  become  increasingly 
important  as  society  as  a whole  more 
closely  examines  where  it  incurs  its 
health  care  costs.  Tobacco  use,  alco- 
hol and  drug  abuse,  violence  at  home 
and  in  the  streets,  sexually  transmit- 
ted disease,  occupational  health— 
these  issues  and  others  will  begin  to 
occupy  more  of  our  time  and  en- 
ergy. 

Who  we  are,  as  well  as  what  we 
do,  is  most  assuredly  going  to 
change.  According  to  a recent  Cen- 
sus Bureau  report,  by  the  year  2050, 
nearly  half  the  people  in  this  coun- 
try will  be  members  of  minority 
groups.  By  the  year  2000,  more  than 
three  quarters  of  the  emerging  work 
force  will  be  a minority  member,  a 
woman,  or  both. 

It  is  obvious  that  more  persons  of 
color  need  to  be  recruited  into  both 
medically  related  careers  and  asso- 
ciation management.  It  is  equally 
obvious  that  the  lack  of  role  models, 
the  overwhelming  cost  of  education 
and  the  continued  existence  of  bar- 
riers built  on  prejudice  make  this 
recruitment  particularly  difficult. 
Overcoming  that  difficulty  will  re- 
quire the  best  of  our  efforts  and  the 
most  creative  of  our  ideas. 

Our  changing  environment  is  also 
likely  to  cause  us  to  reconsider  the 
way  we  work  with  each  other,  with 
other  medical  societies,  and  with 
the  various  publics  we  are  trying  to 
reach. 

The  federation  of  medicine  will 
need  to  clarify  the  most  appropriate 
and  effective  roles  for  each  of  its 
components.  From  the  county  so- 


cieties to  specialty  societies,  state 
societies  and  the  AMA,  we  must 
ask:  Who  is  going  to  do  what— and 
why? 

The  process  of  asking  those  ques- 
tions, and  others  like  them,  began 
last  year  when  the  AMA  House  of 
Delegates  approved  the  creation  of 
a "Federation  Study  Consortium" 
to  analyze  the  functions,  processes, 
and  structural  relationships  among 
physician  organizations  and  to  rec- 
ommend improvements. 

The  goals  of  this  consortium  are 
to  create  an  environment  in  which 
all  of  medicine  can  better  speak  with 
one  voice  about  issues  affecting 
patients  and  physicians,  and  to 
develop  mechanisms  through  which 
organized  medicine  can  function 
more  efficiently  and  effectively. 

Your  state  medical  society  was 
asked  to  nominate  a representative 
to  this  consortium.  Dr  Susan  Turney 
has  been  asked  to  represent  us  and  I 
am  confident  that  she  will  do  an 
outstanding  job.  Although  the  study 
is  not  yet  under  way,  I view  it  as  a 


positive  development. 

Internal  roles  at  each  of  the  fed- 
eration's component  societies  will 
also  need  to  be  examined.  Are  our 
human  resources  allocated  in  a way 
that  best  meets  the  new  needs  of  our 
physician  members?  Is  our  organ- 
izational structure  appropriate  for 
the  times?  Will  our  structure  and 
resource  allocation  allow  us  to 
change  as  times  change? 

Forming  a committee,  however, 
is  not  exactly  the  creative  response 
required  by  these  crazy  times,  so 
your  state  medical  society  has  al- 
ready begun  making  changes.  More 
than  a year  ago,  we  adopted  a 
modified  total  quality  management 
model  that  flattened  our  internal 
structure.  Your  medical  society  staff 
now  has  far  greater  ability  to  react  to 
changes,  detect  and  respond  to 
member  demands  and  employ  much 
more  of  their  own  creativity,  skill, 
and  intelligence. 

The  staff  reorganized  around  a 
new  emphasis  of  teamwork.  Rather 
Continued  on  next  page 
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than  having  the  old  departments 
plowing  the  same  old  furrow  over 
the  same  old  turf,  we  now  form 
specific  teams  to  address  specific 
issues,  projects  or  problems.  These 
teams  are  formed  by  bringing  to- 
gether members  from  various  in- 
house  fields  and  perspectives,  and 
they  are  led  by  whomever  seems 
most  appropriate  for  the  task. 

When  Y ogi  Berra  was  asked  what 
made  a great  baseball  manager,  his 
answer  was  simple:  "A  great  team." 
Likewise,  a great  medical  society 
can  only  be  created  with  a great 
team  of  physicians  and  professional 
staff.  I believe  that  team  has  been 
assembled,  and  I face  the  new  sea- 
son with  great  confidence. 

As  we  progress  through  this  new 
season  for  medicine,  it  is  likely  that 
we  will  be  moved  to  look  at  our  very 
foundations  and  ask:  "Is  the  society 
itself  built  to  best  serve  its  members 
of  tomorrow?" 

For  instance,  medicine  in  Wis- 
consin is  witnessing  the  creation  of 
many  large  group  practices,  some  of 
which  may  have  clinics  in  eight  or 
10  counties.  What  role  might  the 
county  medical  societies— long  the 
foundation  of  our  federation— play 
if  the  new  physician's  first  allegiance 
is  to  something  other  than  their 
county  of  residence?  What  becomes 
of  the  county  societies  that  have  no 
staff,  and  how  can  the  state  society 
help  enhance  the  role  of  those  that 
do? 

We  may  also  ask:  "Is  our  House 
of  Delegates,  organized  along  county 
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lines,  suited  to  serve  the  needs  of 
physicians  whose  economic  and 
practice  ties  cross  county  bounda- 
ries?" The  cry  that  it  is  unfair  to  vest 
all  political  power  in  county  delega- 
tions when  personal  loyalties  lie 
elsewhere  has  its  merits.  How  do  we 
answer  that  challenge? 

Assuming  House  approval,  next 
year,  we  will  experiment  by  sepa- 
rating scientific  and  policy  portions 
of  our  annual  meeting.  The  hope  is 
that  this  will  allow  more  physicians 
to  take  part  in  the  policy-making 
discussions  and  elections.  If  partici- 
pation is  not  increased,  then  we  will 
need  to  explore  what  other  policy- 
making mechanisms  can  be  em- 
ployed to  enhance  member  involve- 
ment in  the  Society. 

The  exploration  of  where  the  SMS 
should  be  heading  and  what  the 
SMS  should  be  doing  has  already 
begun.  Last  month,  the  SMS  con- 
ducted its  most  detailed  survey  ever 
of  its  members'  opinions.  That  sur- 
vey is  being  followed  by  a series  of 
focus  group  studies,  giving  both 
qualitative  and  quantitative  data. 

This  data  will  provide  the  raw 
materials  for  the  next  phase  in  the 
development  of  a new  strategic  plan 
for  SMS.  The  work  on  the  strategic 
plan  will  begin  this  summer.  When 
it  is  finished,  we  should  have  a clearer 
image  of  what  you  would  like  your 
medical  society  to  be. 

These  are  extraordinary  times, 
and  extraordinary  measures  are 
necessary.  The  first  rule  must  be 
that  there  are  no  rules.  Not  to  dream 
boldly  may  turn  out  to  be  irrespon- 


sible. In  times  of  great  upheaval, 
only  the  adaptable  survive— size  and 
strength  mean  nothing.  Just  ask  any 
dinosaur  you  happen  to  meet. 

In  closing,  I want  to  tell  you  about 
another  meeting  held  214  years  ago. 
It  was  a beautiful  sunny  morning 
with  a bright  blue  sky  as  the  Con- 
necticut House  of  Representatives 
gathered  in  Hartford.  But  at  noon 
the  sky  suddenly  turned  gray  and 
by  mid-afternoon  it  was  black. 

People  were  frightened.  Many  of 
them  feared  it  was  the  end  of  the 
world  and  fell  to  their  knees  to  offer 
a final  prayer.  Many  members  of  the 
House  clamored  for  immediate  ad- 
journment. But  the  Speaker  of  the 
House  came  to  his  feet  and  silenced 
his  comrades  with  these  words: 

"The  day  of  judgment  is  either 
approaching  or  it  is  not.  If  it  is  not, 
there  is  no  cause  for  adjournment.  If 
it  is,  I choose  to  be  found  doing  my 
duty.  I move,  therefore,  that  candles 
be  brought  to  enlighten  this  hall." 

Today,  it  is  not  difficult  to  look  to 
the  skies  over  medicine  and  see  dark 
clouds  gathering.  Fear  and  confu- 
sion have  gripped  many  among  our 
ranks.  Some  are  ready  to  panic. 

Our  duty,  however,  is  here- 
working  for  the  good  of  your  pro- 
fession, working  for  the  health  of 
your  patients,  and  working  for  the 
future  of  American  medicine.  Let 
candles  be  brought  to  enlighten  this 
hall,  too.  And  let  us  be  fierce  in  our 
resolve  to  press  on  through  the  dark- 
ness. 

Thank  you.*> 
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Awards  given  by  the  SMS  in  1994 


Each  year,  during  its  annual 
meeting,  the  SMS  recognizes 
leaders  in  health  care,  both  physi- 
cians and  non-physicians,  who  have 
made  significant  contributions  to  the 
health  and  well-being  of  Wisconsin 
residents.  The  following  awards  were 
presented  during  the  1994  annual 
meeting  in  Milwaukee. 

Fifty  Year  Club 

The  SMS  honors  those  members  each 
year  who  have  served  the  profes- 
sion and  patients  for  more  than  50 
years.  This  year,  36  physicians  were 
inducted  into  the  50  Year  Club  dur- 
ing the  Board  of  Directors  luncheon 
at  the  annual  meeting.  Graduates  of 
the  class  of  1944  include: 

Armin  R.  Baier,  MD,  of  Wauwatosa 
John  Bareta,  MD,  of  Waukesha 
Henry  J.  Barina,  MD,  of  Racine 
Dean  Becker,  MD,  of  Oshkosh 
James  F.  Bigalow,  MD,  of  Merrill 
Warren  C.  Bogle,  MD,  of  Milwaukee 
Harry  Colgan,  MD,  of  Neenah 
Arch  E.  Cowle,  MD,  of  Madison 
Harold  Danforth,  MD,  Oshkosh 
Herbert  A.  Dasler,  MD,  of  Amery 
Robert  K.  Dodge,  MD,  of  Brownsville, 
Texas 

June  L.  Grinney,  MD,  of  Tucson, 
Ariz 

Leo  R.  Grinney,  MD,  of  Tucson,  Ariz 
Raymond  Headlee,  MD,  of 
Wauwatosa 

James  T.  Houlihan,  MD,  of  Minocqua 
Lorraine  F.  Houslihan,  MD,  of 
Minocqua 

Roger  H.  Lehman,  MD,  of  Brookfield 
William  J.  Little,  Jr.,  MD,  of  Racine 
John  Mulvaney,  MD,  of  Ridge  Manor, 
Ha 

George  Nadeau,  MD,  of  Green  Bay 
Frank  J.  Pulito,  MD,  of  Milwaukee 
Martin  H.  Sahs,  MD,  of  Hayward 
Kendall  E.  Sauter,  MD,  of  Wauwatosa 
Jonathan  Slomowitz,  MD,  of 
Milwaukee 

Max  A.  Smith,  MD,  of  Madison 


Kenneth  Viste,  Jr,  MD,  (r)  receives  the  Directors  Award,  the  highest  honor  bestowed 
by  the  SMS,  from  SMS  Board  Chair  Richard  Ulmer,  MD,  (l). 


Reuben  J.  Snartemo,  MD,  of 
Milwaukee 

Lloyd  Steffan,  MD,  of  Plymouth 
Walter  P.  Stenborg,  MD,  of 
Pewaukee 

Ralph  E.  Teitgen,  MD,  of  Milwaukee 
Walton  Thomas,  MD,  of  Naples,  Fla 
Robert  F.  Thorpe,  MD,  of  Sun  City 
West,  Ariz 

Marvin  Magner,  MD,  of  Milwaukee 
Darwin  D.  Waters,  MD,  of  Lake 
Wylie,  SC 

Marshall  L.  Weber,  MD,  of 
Milwaukee 

Lloyd  P.  Williams,  MD,  of  Appleton 
Robert  G.  Wochos,  MD,  of  Green 
Bay 

The  Director's  Award 

The  Director's  Award  is  the  highest 

award  bestowed  by  the  SMS  and  is 


granted  only  on  occasion  to  those 
who  have  served  with  outstanding 
distinction  the  science  of  medicine, 
physicians  and  the  citizens  of  the 
^tate  of  Wisconsin. 

Kenneth  M.  Viste,  Jr.,  MD,  of 
Oshkosh,  was  presented  with  the 
Director's  Award  by  SMS  Board  of 
Directors  chair  Richard  H.  Ulmer, 
MD,  of  Marshfield,  during  the  SMS 
annual  meeting  in  Milwaukee. 

Dr  Viste  was  honored  for  his  many 
years  of  distinguished  service  to 
medicine.  He  is  a former  president 
of  the  Wisconsin  Neurologic  Society 
and  the  current  president  elect  of 
the  American  Academy  of  Neurol- 
ogy. Dr  Viste  served  as  president  of 
the  SMS  in  1987-1988.  Recently,  he 
was  elected  vice  chair  of  the  Chari- 
Continued  on  next  page 
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table  Educational  and  Scientific 
Foundation  of  the  State  Medical 
Society.  As  the  chair  of  the  Wiscon- 
sin Health  Reform  Task  Force  of  the 
SMS,  he  played  an  important  role  in 
the  development  of  Wisconsin  Care, 
a major  universal  coverage  initia- 
tive sponsored  by  the  SMS  in  the 
current  legislative  session. 

A Wisconsin  native.  Dr  Viste  has 
been  advising  state  and  federal 
elected  officials  on  medical  issues 
for  more  than  10  ten  years.  In  March 
of  this  year,  he  was  selected  by  Health 
Secretary  Donna  Shalala  to  serve  on 
the  Practicing  Physicians  Advisory 
Council  of  the  Health  Care  Financ- 
ing Administration.  He  recently 
completed  7 years  of  service  on  the 
Wisconsin  Medical  Examining 
Board,  and  is  currently  an  advisor 
on  health  care  issues  to  Gov  T ommy 
Thompson. 

Distinguished  Service  Award 

The  Distinguished  Service  Award 
has  been  presented  since  1964  in 
recognition  of  outstanding  contri- 
butions to  the  art  and  science  of 
medicine  by  individuals  engaged  in 
teaching  or  research. 

John  W.  Beasley,  MD,  of  Madi- 
son, was  presented  with  the  honor 
in  1994  in  recognition  of  his  out- 
standing contributions  to  medicine 
through  his  work  to  establish  and 
develop  innovations  to  improve 
access  to  health  care. 

Dr  Beasley,  associate  professor  in 
the  Department  of  Family  Medicine 
at  the  University  of  Wisconsin 
Medical  School,  has  earned  the  re- 
spect and  admiration  of  his  col- 
leagues through  his  pioneering  work 
to  expand  access  to  health  care  in 
under-served  areas.  In  his  position 
in  the  Department  of  Family  Medi- 
cine at  the  University  of  Wisconsin, 
he  initiated  a family  medicine  pro- 
gram that  provided  incentives  to 
medical  students  for  placement  in 
the  offices  of  rural  physicians.  The 
value  of  these  efforts  was  recognized 
two  years  ago  when  the  University 


of  Wisconsin  established  a required 
primary  care  clerkship. 

As  a co-founder  of  the  Wisconsin 
Institute  of  Family  Medicine  (WIFM), 
Dr  Beasley  helped  to  create  a sum- 
mer internship  program  that  places 
first  year  medical  students  in  inner 
city  and  rural  practice  sites.  He  also 
founded  and  directs  the  Wisconsin 
Research  Network  (WReN),  a na- 
tionally renowned  model  in  general 
practice-based  research,  linking  over 
400  Wisconsin  primary  care  physi- 
cians located  in  60  of  the  state's  72 
counties. 

Dr  Beasley  helped  to  create  the 
Advanced  Life  Support  in  Obstet- 
rics (ALSO)  program,  an  innovative 
two-day  training  seminar  that  pro- 
vides doctors  the  opportunity  to 
refresh  critical  skills  in  managing 
obstetrical  emergencies.  The  pro- 
gram has  helped  family  physicians 
in  rural  hospitals  to  continue  offer- 
ing obstetrical  care.  Recently,  ALSO 
has  been  touted  throughout  the 
country  by  the  American  Academy 
of  Family  Physicians  as  a model 
program  for  continuing  medical  edu- 
cation in  obstetrics. 

Health  Leadership  Award 

The  SMS  selected  Gregory  Frigo  as 
the  recipient  of  its  1993  Health  Lead- 
ership Award.  The  SMS  Health 
Leadership  Award  is  given  annu- 
ally to  an  outstanding  person  in 
government  service  in  recognition 
of  contributions  to  the  development 
of  health  care  policies  that  benefit 
the  people  of  Wisconsin. 

As  an  administrator  with  the 
Wisconsin  Department  of  Industry, 
Labor  and  Human  Relations,  Frigo's 
career  has  been  marked  by  a com- 
mitment to  formulating  effective 
public  policy  through  the  inclusion 
of  all  concerned  parties  and  consen- 
sus building. 

Currently  serving  as  the  director 
of  the  Bureau  of  Legal  Affairs  for  the 
Unemployment  Compensation  Di- 
vision of  DILHR,  Frigo  held  the 
position  of  Worker's  Compensation 
division  administrator  at  DILHR 


from  January  1990  to  November 
1993.  During  that  time,  he  oversaw 
the  implementation  of  several  ini- 
tiatives helpful  to  the  general  public 
and  the  medical  community.  While 
also  serving  as  the  chair  of  the 
Worker's  Compensation  Advisory 
Council,  Frigo  ensured  a fair  hear- 
ing of  the  concerns  of  health  care 
providers  by  securing  a seat  at  the 
table  for  an  SMS  representative 
during  Worker's  Compensation 
Advisory  Council  deliberations.  In 
addition,  he  directed  the  promulga- 
tion of  administrative  rules  designed 
to  minimize  the  frequency  of  rea- 
sonableness of  fee  disputes  and 
necessity  of  treatment  disputes. 

A graduate  of  UW-Oshkosh  and 
the  University  of  San  Diego  Law 
School,  Frigo's  career  of  public  serv- 
ice at  DILHR  includes  serving  as  the 
director  legal  affairs  and  adminis- 
trative law  judge  for  the  Division  of 
Unemployment  Compensation,  the 
chair  of  the  Unemployment  Com- 
pensation Advisory  Council,  and 
attorney  for  the  Labor  and  Industry 
Review  Committee. 

Erwin  R.  Schmidt  Interstate 
Teaching  Award 

Established  in  1966,  the  Erwin  R. 
Schmidt  Interstate  Teaching  Award 
is  given  every  three  years  to  a physi- 
cian from  Wisconsin  who  is  deserv- 
ing of  special  recognition  for  medial 
teaching  within  the  boundaries  of 
our  state.  This  year's  recipient  is 
Thomas  C.  Meyer,  MD,  of  Madison. 

Dr  Meyer  received  his  medical 
degree  from  Witwatersrand  Univer- 
sity in  1950.  He  completed  his  in- 
ternship in  Johannesburg,  South 
Africa,  and  Edinburgh,  Scotland.  In 
1954,  Dr.  Meyer  moved  to  North 
America  to  serve  residencies  in  car- 
diology and  neurology  at  Johns 
Hopkins  Hospital  and  the  Univer- 
sity of  Saskatchewan  in  Canada. 

In  1961,  Dr  Meyer  was  appointed 
assistant  professor  of  pediatrics  at 
the  University  of  Wisconsin  and,  in 
1965,  was  selected  assistant  dean  of 
the  University  of  Wisconsin  Medi- 
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cal  School  and  chair  of  continuing 
medical  education.  Dr  Meyer  was 
appointed  associate  dean  and  chair 
of  continuing  medical  education  in 
1967  and  in  1970,  professor  of  pedi- 
atrics and  continuing  medical  edu- 
cation. 

Dr  Meyer  is  active  in  many  pro- 
fessional associations  including  the 
Association  for  Hospital  Medical 
Education,  American  Board  of  Pedi- 
atrics, the  State  Medical  Society  and 
the  American  Medical  Association. 
Dr  Meyer's  affiliations  at  the  Uni- 
versity of  W isconsin  include  chair  of 
the  continuing  medical  education 
committee,  member  the  University 
Hospital's  board,  chair  of  the  Edu- 
cational Improvement  Grant  Com- 
mittee, and  a member  of  the  Educa- 
tional Policy  Council. 

Houghton  Award 

The  Houghton  award  is  presented 
annually  to  senior  medical  students 
who  demonstrate  scholastic  excel- 
lence, extra-curricular  achievement, 
and  interest  in  medical  organiza- 
tion. Winners  receive  a check  for 
$500  and  an  engraved  plaque,  both 
of  which  are  presented  at  the  Soci- 
ety's annual  meeting.  The  1994 
winners  were:  George  J.  Rhodes,  of 
the  Medical  College  of  Wisconsin, 
and  Kevin  E.  Wasco,  of  the  Univer- 
sity of  Wisconsin  Medical  School. 

Beaumont  Lecture  Award 

Established  by  the  SMS  in  1957,  the 
William  Beaumont  Lecture  com- 
memorates one  of  Wisconsin's  pio- 
neer surgeons.  Sponsored  by  the 
SMS  Charitable,  Educational  and  Sci- 
entific Foundation,  it  is  designed  to 
present  to  members  of  the  Society, 
distinguished  medical  scientists 
whose  research  and  clinical  experi- 
ence may  enrich  the  knowledge  and 
skills  of  Wisconsin  practitioners.  The 
lecture  is  given  each  year  during  the 
surgery  meeting  of  the  SMS  annual 
meeting  to  honor  William  Beaumont, 
who  in  the  1830s  performed  a series 
of  experiments  on  digestion  that  laid 
the  foundation  for  understanding 


the  digestive  phenomenon. 

The  1994  William  Beaumont 
Memorial  Lecture  Award  was  pre- 
sented to  Jeremiah  G.  Turcotte,  MD, 
professor  of  surgery  and  director  of 
the  organ  transplant  center  and  liver 
transplant  program  at  the  Univer- 
sity of  Michigan  in  Ann  Arbor. 

Medical  Issues  Reporting  Award 

Steve  Busalacchi  was  selected  to 
receive  the  1994  Medical  Issues 
Reporting  Award  from  the  State 
Medical  Society  of  Wisconsin. 

Busalacchi,  a medical  and  politi- 
cal correspondent  for  Wisconsin 
Public  Radio,  has  a well-earned 
reputation  for  fair  and  well-balanced 
reporting.  Busalacchi  participated  in 
the  lay  internship  program  offered 
through  SMS  and  spent  a weekend 
with  Wood  County  doctors  partici- 
pating in  and  observing  their  work. 

Established  in  1990,  the  SMS 
medical  issues  reporting  award  is 
presented  to  a Wisconsin  journalist 
for  in-depth,  evencoverage  of  medi- 
cal issues  during  the  preceding  cal- 
endaryear.  Criteria  includesquality 
of  writing,  depth  of  research,  accu- 
racy, clarity,  impact  in  Wisconsin, 
fairness  and  originality. 

All  print  and  broadcast  reporters 
covering  medical  issues  in  Wiscon- 
sin are  eligible  to  receive  the  SMS 
award. 

Meritorious  Service  Award 

Recipients  of  the  1994  Meritorious 
Service  Award  presented  by  then- 
SMS  President  Pauline  M.  Jackson, 
MD,  are: 

• Joseph  C.  DiRaimondo,  MD,  for  9 
years  of  service  to  the  SMS  Board 
of  Directors; 

• Philip  J.  Happe,  MD,  for  9 years  of 
service  to  the  SMS  Board  of  Direc- 
tors; 

• John  K.  Scott,  MD,  for  19  years  of 
service  on  the  SMS  delegation  to 
the  AMA; 

• Patricia  J.  Stuff,  MD,  for  19  years 
of  service  on  the  SMS  delegation 
to  the  AMA; 

• David  G.  Benzer,  DO,  for  9 years 


Steve  Busalacchi,  of  Wisconsin  Public 
Radio,  won  the  1994  Health  Issues 
Reporting  Award. 


of  service  on  the  Commission  on 
Addictive  Diseases; 

• Kathy  P.  Belgea,  MD,  for  10  years 
of  service  on  the  Commission  on 
Continuing  Medical  Education; 

• Charles  A.  Capasso,  MD,  for  8 years 
of  service  on  the  Commission  on 
Environmental  and  Occupational 
Health; 

• PaulF.  Durkee,  MD,  for  9 years  of 
service  on  the  Commission  on 
Environmental  and  Occupational 
Health; 

• Paul  E.  Hankwitz,  MD,  for  9 years 
of  service  on  the  Commission  on 
Geriatric  Health; 

• Michael  C.  Reineck,  MD,  for  10 
years  of  service  on  the  Commis- 
sion on  Governmental  Affairs  and 
seven  years  of  service  on  the 
Commission  on  Medical  Liability 
and  Risk  Management; 

• Charles  L.  Steidinger,  MD,  for  11 
years  of  service  on  the  Commis- 
sion on  Governmental  Affairs; 

• Richard  H.  Christianson,  MD,  for 
8 years  of  service  on  the  Commis- 
sion on  Health  Care  Financing  and 
Delivery; 

• Charles  A.  Hammond,  MD,  for  9 

Continued  on  next  page 
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years  of  service  on  the  Commis- 
sion on  Maternal  and  Child  Health; 

• Perry  A.  Henderson,  MD,  for  9 
years  of  service  on  the  Commis- 
sion on  Maternal  and  Child  Health; 

• William  V.  Dovenbarger,  MD,  for 
8 years  of  service  on  the  Commis- 
sion on  Mediation  and  Peer  Re- 
view; 


• Dorothy  V.  Skye,  MD,  for  9 years 
of  service  on  the  Commission  on 
Mediation  and  Peer  Review; 

• Lucille  B.  Glicklich,  MD,  for  7 years 
of  service  on  the  Commission  on 
Medical  Liability  and  Risk  Man- 
agement; 

• Kenneth  I.  Gold,  MD,  for  4 years  of 
service  as  vice  speaker  of  the  SMS 
House  of  Delegates; 


• Stephen  W.  Hargarten,  MD,  for  9 
years  of  service  on  the  Commis- 
sion on  Safe  Transportation; 

• Susan  K.  Kinast-Porter,  MD,  for  9 
years  of  service  on  the  Commis- 
sion on  Safe  Transportation; 

• Andrew  B.  Crummy,  Jr.,  MD,  for  9 
years  of  service  on  the  Editorial 
Board  of  the  Wisconsin  Medical 
Journal. 

President  Citation  Award 

Since  1959,  the  president  of  the  SMS, 
with  the  approval  of  the  Board  of 
Directors,  has  had  the  privilege  of 
presenting  a presidential  citation  to 
a physician  or  non-physician  who 
has  made  an  outstanding  contribu- 
tion to  medicine  or  public  health. 

Patricia  J.  Stuff,  MD,  of  Bonduel, 
was  awarded  the  1994  Presidential 
Citation.  Then-President  Pauline  M. 
Jackson,  MD,  of  La  Crosse,  presi- 
dent of  SMS,  presented  the  award  to 
Dr  Stuff  during  the  medical  soci- 
ety's annual  meeting  in  Milwaukee. 

A recognized  leader  among  phy- 
sicians, Dr  Stuff  has  given  three 
decades  of  service  to  medical  pro- 
fessional associations.  She  has  been 
a Wisconsin  delegate  to  the  Ameri- 
can Medical  Association  (AMA) 
since  1979,  and  an  alternate  dele- 
gate from  1977  to  1978.  She  was 
selected  to  serve  on  the  AMA's  ad 
hoc  committee  on  women  physi- 
cians, the  association's  first  commit- 
tee of  its  kind.  A former  chair  of  the 
state's  AMA  delegation,  she  is  also 
treasurer  of  the  AMA  Women's 
caucus. 

Dr  Stuff  was  the  first  woman 
physician  to  hold  an  SMS  elective 
office,  serving  as  vice  speaker  and 
later  as  speaker  of  the  SMS  House  of 
Delegates  from  1973  to  1977.  She  has 
served  as  a member  of  the  SMS 
Nominating  Committee  and  of  the 
House  of  Delegates  reference  com- 
mittees, and  chaired  the  SMS  Com- 
mittee on  Women  Physicians.  Dr 
Stuff  is  the  medical  director  of  the 
Shawano  Hospice  and  the  Heart- 
land of  Shawano  Nursing  Home. 

In  addition  to  her  commitment  to 
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Reference  committees:  1994 

State  and  National  Issues 

Wendelin  Schaefer,  MD, 

James  Youker,  MD, 

Sheboygan 

Milwaukee,  chair 

Anthony  Balcom,  MD, 

Charles  Holmburg,  MD, 

Milwaukee,  alternate 

Menomonee  Falls 

William  Wood,  MD, 

Socioeconomic  Activities 

Madison 

Benjamin  Wedro,  MD, 

James  Siepmann,  MD, 

La  Crosse,  chair 

Oshkosh 

Gerald  Gehl,  MD, 

William  Chleborad,  MD, 

Chippewa  Falls 

Sheboygan 

Wayman  Parker,  MD, 

Heather  Flanery,  MD, 

Milwaukee 

La  Crosse,  alternate 

Alan  Schwartzstein,  MD, 
Madison 

Organization  and  Finances 

Gurdon  Hamilton,  MD, 

Mark  Belknap,  MD, 

Marshfield 

Ashland,  chair 

Jim  Concannon,  MD, 

Health  System  Reform 

Kenosha 

Clarence  Chou,  MD, 

Ron  Stark,  MD, 

Mequon,  chair 

Milwaukee 

David  Murdy,  MD, 

Elizabeth  Sanfelippo,  MD, 

Janesville 

Fond  du  Lac 

Charles  Link,  MD, 

James  Beix,  MD, 

La  Crosse 

River  Falls 

William  Yanke,  MD, 

Dannen  Mannschreck,  MD, 

Park  Falls 

Fennimore,  alternate 

Raymond  Johnson,  MD, 
Wauwatosa 

Scientific  Activities 

Vernon  Hunt,  MD, 

Kay  Heggestad,  MD, 

Madison 

Madison,  chair 

Sally  Schlise,  MD, 

Credentials 

Green  Bay 

Kathleen  Wick,  MD, 

John  Whitcomb,  MD, 

Beloit,  chair 

Milwaukee 

Steven  Azuma,  MD, 

Dean  Stueland,  MD, 

Kenosha 

Marshfield 

Wesley  McNeal,  MD, 
Green  Bay* 
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patients  and  professional  associa- 
tions, Dr  Stuff  has  given  many  years 
of  community  service  to  the  Sha- 
wano area.  Nearly  20  years  ago,  she 
organized  a committee  of  citizens  to 
study  the  feasibility  of  establishing 
an  area  mental  health  center  which 
led  eventually  to  the  construction  of 
a Shawano  County  clinic  for  mental 
health,  developmental  disabilities 
and  chemical  dependency.  For  these 
efforts.  Dr  Stuff  earned  the  Woman 
of  the  Year  Award  of  the  Shawano 
County  Business  and  Professional 
Women's  Association.  She  also 
serves  on  the  Board  of  Directors  of 
Community  Programs  of  Shawano 
County,  and  is  a former  church  elder 
at  First  Presbyterian  Church  of  Sha- 
wano. 

Service  Recognition  Awards 

The  following  physicians  have  been 
selected  to  receive  1994  Service 
Recognition  Awards: 

Alfred  Dally,  MD,  of  Madison 
Scott  Erickson,  MD,  Marshfield 
Guenther  Pohlmann,  MD,  Bayside 


Physician-Citizen 
of  the  Year  Awards 

District  1— Stephen  Hargarten,  MD, 
Milwaukee 

District  2— Norval  Bernhardt,  MD, 
Madison 

District  3— Jeff  Flynn,  MD,  Arcadia 
District  4— Tom  Peterson,  MD, 
Wausau 

District  5-Jerry  Salan,  MD,  Waupaca 
District  6— Reynold  Nesemann,  MD, 
Kewaunee 

District  7— John  Simenstad,  MD, 
Osceola 

District  8— Joseph  M.  Jauquet,  MD, 
Ashland 

Physician  Citizen  of  the  Year 
1994  Nominees 

The  following  physicians  were 
nominated  by  members  of  their 
communitites  for  the  Physician  Citi- 
zen of  the  Year  Award: 

Merne  W.  Asplund,  MD,  Bloomer 
Michael  K.  Augustson,  MD,  Beaver 
Dam 

Mark  P.  Bishop,  MD,  Dodgeville 


Vinoo  Cameron,  MD,  Athens 
Douglas  D.  DeLong,  MD, 
Ladysmith 

Paul  Dvorak,  Madison 
Victor  Falk,  MD,  Edgerton 
John  S.  Garman,  MD,  Waterloo 
Brad  Garber,  MD,  Fairchild 
Robert  J.  Glinert,  MD,  Madison 
Kenneth  I.  Gold,  MD,  Beloit 
Bahri  O.  Gungor,  MD,  Neillsville 
Perry  A.  Henderson,  MD,  Madison 
Harold  J.  Hoops,  MD,  Green  Bay 
Eugene  R.  Jonas,  MD,  Ellsworth 
Edward  Kramper,  MD,  McFarland 
Christopher  L.  Larson,  MD, 
Sheboygan 

Larry  Larson,  MD,  Milwaukee 
John  E.  Lent,  MD,  Fond  du  Lac 
Robert  C.  Mead,  MD,  Green  Bay 
Donald  H.  McDonald,  Winneconne 
Judith  S.  Pagano,  MD,  Rhinelander 
Alfred  G.  Pennings,  MD, 

Fond  du  Lac 

Dennis  J.  Saran,  MD,  Waukesha 
William  E.  Scheckler,  MD,  Madison 
Dan  Sherry,  MD,  Ellsworth 
Paul  William  Sletten,  MD,  Osceola 
Jon  Van  der  Hagen,  MD,  Ashland 
John  Warren,  MD,  Green  Bay*:* 


Guess  which  baby’s  mother 
smoked  while 
she  was  pregnant. 


If  you’re  pregnant,  see  a doctor  now. 
Fight  low  birthweight. 

March  of  Dimes 
Campaign  For  Healthier  Babies 
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CES  Foundation 


A CESF  guide  to  gifts 


Gifts  to  the  foundation  may 
take  a number  of  forms:  cash, 
bequests,  trusts,  life  insurance,  real 
estate,  stock  or  other  securities--some 
physicians  are  making  the  founda- 
tion a beneficiary  of  their  wills.  Such 
gifts  may  be  designated  as  unre- 
stricted or  for  specific  immediate 
use  at  the  discretion  of  the  founda- 
tion trustees.  They  may  also  be  re- 
stricted or  earmarked  for  specific 
purposes  of  interest  to  the  donor. 
Likewise,  these  gifts  may  also  be 
designated  for  permanent  invest- 
ment with  only  the  income  used  to 
support  foundation  programs. 

The  foundation  currently  asks  for 
a voluntary  donation  of  $60  from 
the  SMS  membership  through  the 
membership  dues  statement  and 
other  direct  mail  solicitations. 

Contributions  provide  financial 
aid  to  Wisconsin  students  of  medi- 
cine and  allied  health  professions, 
stimulates  research  into  areas  of 
medicine  and  public  health  and 
promotes  the  preservation  of  medi- 
cal history. 

Cash  gifts.  Most  gifts  received  by 
the  foundation  are  in  the  form  of 
cash,  and  personal  checks  are  made 
payable  to  the  CES  Foundation. 
These  gifts,  as  well  as  others,  may  be 
designated  in  honor  of  a relative, 
friend  or  associate.  The  foundation 
maintains  a memorial  program 
which  gives  the  donor  an  opportu- 
nity to  remember  someone  through 


a gift  to  the  foundation— a living 
memorial.  A memorial  card  is  sent 
to  the  family  with  the  name  of  the 
deceased  and  the  name  of  the  do- 
nor. The  donor  will  receive  a card 
thanking  them  for  their  contribu- 
tion. 

Bequests.  A bequest  is  the  giving  of 
property  by  will.  The  will  is  de- 
signed to  assure  that  upon  death  the 
property  is  distributed  exactly  in 
accord  with  the  donor's  wishes.  One 
of  the  purposes  of  a will  can  be  to 
perpetuate  the  donor's  name  or  that 
of  a friend  through  an  organization 
such  as  the  CES  Foundation. 

A codicil  is  an  amendment  or 
revision  of  a previously  executed 
will.  An  attorney  can  draft  it  with 
minimal  cost  should  donors  wish  to 
add  a bequest  to  the  CES  Founda- 
tion to  their  will. 

Gifts  of  life  insurance.  Life  insur- 
ance offers  an  easy  means  to  make  a 
substantial  gift  as  well  as  to  provide 
tax  advantages  for  the  donor.  The 
CES  Foundation  is  pleased  to  offer 
the  Endowment  Plus  irrevocable  in- 
surance program  which  is  under- 
written by  Transamerica  Assurance 
Company. 

With  a one-time  gift  or  pledge 
payment  agreement  over  five  years- 
-donors  agree  to  let  the  CES  Foun- 
dation purchase  an  endowment  life 
insurance  policy  in  their  name.  The 
CES  Foundation  will  own  the  policy 


and  be  the  designated  beneficiary. 

The  contribution  is  fully  tax  de- 
ductible and  there  are  no  personal 
or  medical  questions  asked  and  no 
physical  exam  is  required.  For  an- 
nual gifts  as  low  as  $500,  a substan- 
tial endowment  can  be  created  in 
your  name.  This  insurance  concept 
is  a wonderful  way  to  build  an 
endowment  for  the  future  needs  of 
the  CES  Foundation. 

Real  estate.  Any  standard  form  of 
warranty  deed  or  acceptable  quit 
claim  deed  may  be  used  to  deliver 
real  estate  to  the  foundation. 

Stock  or  other  securities.  Current 
gifts  may  take  the  form  of  stock  or 
other  securities  which  have  appreci- 
ated in  value.  Gift  of  appreciated 
securities  permit  the  donor  to  real- 
ize substantial  tax  advantages. 

Personal  property.  Some  donors 
prefer  to  make  gifts  of  art,  jewelry, 
antiques,  rare  books,  furniture,  or 
collectibles  of  other  types  such  as 
stamps,  coins,  etc.  For  tax  purposes, 
the  donor  must  determine  the  value 
of  a personal  property  gift  on  the 
date  of  its  transfer  to  the  foundation. 

Trusts.  Some  find  it  advantageous 
to  make  a contribution  to  the  foun- 
dation, but  retain  the  income  from 
the  contribution  for  the  duration  of 
their  life  or  the  lives  of  others.  There 
are  important  tax  advantages  to  these 
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arrangements.  The  trustee  of  such 
"living  trusts"  may  be  a bank,  trust 
company  or  the  foundation. 

Among  the  several  types  of  "liv- 
ing trusts"  are:  annuity  gifts;  pooled 
income  gifts;  unitrust  gifts,  deferred 
payment  gift  annuities,  revocable 
life  income  plans. 

Pooled  income  fund.  The  CESF  is 
pleased  to  announce  the  establish- 


ment of  a Pooled  Income  Fund  which 
currently  has  three  donors  in  the 
fund  for  a total  of  $42,000.  This 
planned  giving  opportunity  permits 
the  donor  to  combine  the  advantage 
of  bequests  and  lifetime  gifts  in  one 
package.  The  gift  is  commingled 
with  other  similar  gifts  which  are 
held  in  a fund;  hence  the  name 
"pooled." 

Participants,  their  beneficiaries. 


or  both,  will  receive  interest  income 
throughout  their  lives.  Upon  the 
death  of  the  investor's  last  benefici- 
ary, the  CESF  will  receive  the  princi- 
pal to  reinvest  or  use  for  whatever 
purposes. 

If  you  are  interested  in  the  Pooled 
Income  Fund,  you  are  urged  to 
contact  your  legal  adviser,  account- 
ant, or  Julie  A.  Hein  in  the  CESF 
office  at  257-6781. 


CESF  facts 

The  SMS  Charitable,  Educa- 
tional and  Scientific  Founda- 
tion is  a non-profit,  non-stock  Wis- 
consin corporation,  chartered  in  June 
1955.  As  stated  in  the  by-laws,  the 
foundation's  purpose  is  to  "engage 
in,  assist,  and  contribute  to  the  sup- 
port of  charitable,  educational,  and 
scientific  activities  and  projects  and 
to  contribute  to  the  support  of,  and 
to  create  and  maintain,  charitable, 
educational,  and  scientific  institu- 
tions, organizations,  and  funds  of 
any  and  every  kind. 

Management 

The  foundation's  governing  power 
is  vested  in  a board  of  trustees 
composed  of  directors  and  officers 
of  the  SMS,  other  medical  and  non- 
medical members  elected  by  the 
board  of  directors  and  one  represen- 
tative elected  by  each  component 
medical  society.  Non-medical  mem- 
bers may  be  elected  from  time  to 
time  by  the  SMS  Board  of  Directors, 

I but  the  number  of  such  trustees  shall 
not  at  any  time  be  less  than  five  or 
more  than  ten. 

The  board  of  directors  of  the  cor- 
porate trustees  consists  of  18  mem- 
bers including  the  president,  vice 
president  and  treasurer  of  CESF,  and 
in  addition,  12  members,  seven  of 
whom  may  be  non-medical  trustees, 
each  elected  for  staggered  three  year 
terms. 


Registration 

The  foundation  is  registered  with 
the  Secretary  of  State  as  a charitable 
organization  for  purposes  of  contri- 
butions and  fund-raising  under 
§440.41(2)  of  the  Wisconsin  Statutes. 

Legal 

The  foundation  retains  Robert  B.L. 


Murphy  of  the  firm  Murphy  & 
Desmond,  SC,  2 E Mifflin  St,  Madi- 
son, WI  53703;  (608)  257-7181,  for 
advice  on  legal  and  tax  matters.  Julie 
Ann  Hein  serves  as  the  managing 
director  who  works  directly  with 
the  executive  vice  president  and 
deputy  executive  vice  president  of 
Continued  on  next  page 


AMA  Trustee  Donald  Lewers,  MD,  answers  questions  on  reform  issues. 
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Continued  from  preceding  page 
SMS  and  is  responsible  for  all  duties 
of  the  foundation. 

Tax  information 

Contributions  to  the  CES  Founda- 
tion are  tax  deductible  under  both 
state  and  federal  tax  laws.  The  foun- 
dation is  a 501(c)(3)  non-profit  cor- 
poration. As  in  all  matters  relating 
to  your  financial  affairs,  the  valu- 
ation, form  and  tax  aspects  of  gifts, 
to  the  foundation  should  be  dis- 
cussed with  your  attorney,  account- 
ant or  other  advisor. 

Officers 

President:  Stephen  B.  Webster, 

MD,  LaCrosse 


CESF  history 

The  Charitable,  Educational 
and  Scientific  Foundation  was 
chartered  by  the  SMS  in  1955  as  a 
private,  non-profit,  non-stock  cor- 
poration to  enable  physicians  and 
other  friends  of  the  profession  to 
support,  through  gifts  and  grants, 
projects  vitally  affecting  scientific 
medicine  and  public  health.  The 
foundation's  scope  of  interest  has 
grown  because  of  bequest  contribu- 
tions; therefore,  a number  of  worthy 
programs  affecting  medical  educa- 
tion and  health  care  needs  in  Wis- 
consin can  be  accomplished.  The 
future  of  the  foundation  holds  an 
array  of  opportunities  and  chal- 
lenges. 

Benevolent  assistance 

The  CES  Foundation  is  ever  sensi- 
tive to  the  needs  of  people  who  are 
the  victims  of  adversity.  Although 
the  foundation's  capacity  in  dollars 
has  been  limited,  it  has  often  been 
able  to  arouse  the  spirit  of  caring 
among  physicians  and  the  public 
when  special  needs  arise.  Assistance 
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Vice  president:  Kenneth  M.  Viste 
Jr,  MD,  Oshkosh 
Treasurer:  Richard  W.  Edwards, 
MD,  Richland  Center 
Secretary:  Thomas  L.  Adams,* 
Madison 

Finance  Committee  chair:  Richard 
W.  Edwards,  MD,  Richland 
Center 

Assistant  treasurer:  John  K. 

Scott,  MD,  Madison 

Directors 

Rockne  G.  Flowers,  Stoughton 
Helen  Hacker,*  Marshfield 
Julie  A.  Hein,*  Madison 
Pauline  M.  Jackson,  MD,  La  Crosse 


is  looked  at  as  an  investment  in  the 
future  and  not  as  charity. 

Education 

Funding  from  the  foundation's  Bar- 
bara Scott  Maroney  Memorial  Fund 
for  Research  on  Diabetes  support 
special  research  projects,  summer 
camp  scholarships  for  diabetic  chil- 
dren, publication  of  scientific  articles 
or  presentation  of  scientific  speak- 
ers on  the  subject. 

The  foundation  makes  grants 
available  to  organizations  striving 
to  stimulate  student  interest  in  sci- 
ence and  expose  them  to  wide  varie- 
ties of  science  related  careers.  An- 
nually, the  CES  Foundation  recog- 
nizes outstanding  achievements  in 
student  science  research  by  high 
school  and  middle  school  students 
in  Wisconsin  through  contributions 
for  awards  to  the  Wisconsin  Science 
Congress  and  the  Wisconsin  Science 
Olympiad. 

As  a project  of  the  county  auxilia- 
ries, the  Workshop  on  Health,  a 
health  education  program  for  high 


J D Kabler,  MD,  Madison 
Russell  F.  Lewis,  MD,  Madison 
Robert  B.  L.  Murphy,  Madison 
Marcia  Richards,  MD,*  Milwaukee 
Richard  Roberts,  MD,*  Madison 
John  Suby,  CPA,  Madison 
Eric  Temte,  Prairie  du  Chien 
Earl  R.  Thayer,  Madison 
Janet  Treacy,  Waukesha 
Ronald  G.  White,  Madison 
*ex  officio 

Staff 

Managing  Director:  Julie  A.  Hein, 
Madison 

Administrative  Assistant: 

Jane  Anderson,  Madison*:* 


school  students,  has  featured  such 
topics  as  anorexia  nervosa,  eating 
disorders,  sexually  transmitted  dis- 
eases, teen  suicide,  alcohol  and  drug 
abuse,  and  wellness.  Lastly,  the 
foundation  has  helped  to  sponsor 
the  "Hands  on  Health"  exhibit  at  the 
Madison  Children's  Museum. 

Student  loans,  grants 
and  scholarships 

One  of  the  most  important  activities 
of  the  CES  Foundation  is  the  student 
loan  program.  Established  in  1955, 
the  foundation's  general  student 
loan  fund  is  designed  to  assist  needy, 
deserving  students  preparing  for 
careers  in  medicine,  dentistry,  phar- 
macy, nursing,  and  other  allied 
health  fields.  Long-term,  low-inter- 
est loans  are  interest-free  until  after 
the  student  graduates.  Personnel  in 
the  financial  aid  departments  of  Wis- 
consin medical  schools  cooperate 
with  the  foundation  in  identifying 
needy  and  deserving  students. 

Many  young  men  and  women 
can  achieve  their  medical  careers 
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only  because  of  the  availability  of 
low-interest  loans.  In  fact,  the  aver- 
age medical  student  today  can  an- 
ticipate graduating  with  debt  obli- 
gations ranging  from  $50,000  to 
$75,000.  Through  fiscal  year  ending 
June,  1993,  the  foundation  granted 
74  loans  to  medical  and  allied  health 
students  for  a total  of  $215,000. 
Repayments  during  fiscal  year  1992- 
93  totalled  $86,168.  Since  the  loan 
fund  was  established,  1302  students 
have  received  $1,986,648  in  long- 
term, low-interest  loans. 

Although  the  foundation's  pri- 
mary emphasis  is  in  loans,  some 
outright  scholarships  and  grants  are 
made  to  fulfill  the  wishes  of  some 
donors  and  the  needs  of  certain 
potential  recipients.  These  special 
health  career  student  loan  and  schol- 
arship funds  are  administered  by 
the  foundation  according  to  the 
wishes  of  the  individual  or  organi- 
zation establishing  and  supporting 
the  fund. 

The  Edward  W.  Vetter,  MD 
Medical  Education  Scholarship 
Fund  has  been  established  for  medi- 
cal students  in  all  specialty  fields  of 
medicine. 

A contribution  was  received  to 
begin  the  Goodman-Goodell  Schol- 
arship Fund.  Awards  are  to  be  given 
to  a second  year  medical  student 
from  the  Portage  area  planning  to 
specialize  in  pulmonary  or  in  gen- 
eral or  family  practice. 

Nelson  Industries  provides  a 
scholarship  to  an  outstanding  medi- 
cal student  from  an  area  in  which 
their  plant  facilities  are  located. 

The  Amy  Louise  blunter- Wilson, 
MD  Scholarship  has  been  established 
to  assist  American  Indians  who 
pursue  training  or  advanced  educa- 
tion as  doctors  of  medicine,  nurses, 
technicians  or  in  a related  health 
field. 

Each  year  at  the  SMS  Annual 
Meeting,  the  CESF  awards  two 
Houghton  scholarships  for  the  out- 
standing senior  at  the  University  of 
Wisconsin-Madison  Medical  School 
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Thanks  to  the  efforts  of  a tre- 
mendous number  of  physi- 
cians, the  foundation  is  supporting 
a greater  number  of  programs  on  a 
broader  spectrum. 

The  list  of  grants  provided  by  the 
foundation  during  this  past  year 
spells  substantial  achievement. 
Through  physician  support  and 
leadership,  the  foundation  hopes  to 
encourage  similar  support  from 
others.  With  education  as  its  van- 
guard, the  CESF  prides  itself  in 
supporting  medical  education,  re- 
search and  history  programs. 

During  1993,  the  foundation 
contributed  to  a number  of  worthy 
projects  through  unrestricted  and 
restricted  contributions: 

• Wisconsin  Junior  Academy  to 
support  Wisconsin  Science  Con- 
gress for  high  school  research 
projects; 

• Volunteer  Braillists  & Tapists, 
Inc.; 

• Wisconsin  Medical  Journal  medi- 
cal student  writing  contest; 

• Madison  Children's  Museum  to 
sponsor  an  exhibit  entitled, 
"Hands  on  Health"; 


and  the  Medical  College  of  Wiscon- 
sin. 

The  L.C.  Pomainville,  MD  Fund 
was  created  in  1968  by  Dr.  Pomain- 
ville from  Wisconsin  Rapids  for  a 
scholarship  award  to  contestants  for 
papers  on  medical  history.  Cur- 
rently, the  award  is  being  admini- 
stered with  the  assistance  of  the 
Department  of  History  of  Medicine 
at  the  University  of  Wisconsin 
Medical  School. 

Applications  may  be  procured 
from  the  CES  Foundation,  330  E 


• Barbara  Scott  Maroney  Fund  to 
sponsor  a lecture  on  diabetes; 

• Wisconsin  Public  Health  Asso- 
ciation for  awareness  week  and 
centennial; 

• Wisconsin  Research  Network 
conference; 

• Nelson  Industries  Scholarship  for 
a senior  medical  student; 

• NEWIST  for  a video  on  teens  and 
domestic  violence; 

• UW  Department  of  Entomology 
for  a Lyme  disease  exhibit; 

• Commission  on  Continuing 
Medical  Education  for  learning 
modules; 

• UW  Department  of  Surgery  for  a 
research  project; 

• Marathon  County  Medical  Aux- 
iliary to  sponsor  a family  vio- 
lence conference;  and 

• J.G.  Crownhart  Memorial  Fund 
for  the  WMJ  July  issue. 

For  further  information  regard- 
ing the  CES  Foundation,  please 
contact  Julie  A.  Hein,  CES  Founda- 
tion, PO  Box  1109,  Madison,  WI 
53701;  (608)  257-6781.-0* 


Lakeside  St,  Madison,  WI,  53715;  or 
the  medical  college's  financial  aids 
offices.  The  CES  Foundation  fur- 
nishes an  annual  accounting  to  the 
benefactor  or  sponsoring  organiza- 
tion. 

To  inquire  how  you  or  your  or- 
ganization can  establish  a special 
student  loan  or  scholarship  fund, 
contact  Julie  A.  Hein,  330  E Lakeside 
St,  PO  Box  1109,  Madison,  WI  53701; 
or  phone  (608)  257-6781  (Madison 
area)  or  toll-free  in  Wisconsin  800- 
362-9080.* 
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The  Fort  Crawford  Medical  Museum 


The  Fort  Crawford  Medical  Mu- 
seum is  unique  among  educa- 
tional institutions.  Far  more  than  a 
museum,  it  stands  as  a tribute  to 
Wisconsin's  physicians  who  have 
dedicated  their  lives  to  ensuring  the 
health  of  the  state's  citizens. 

The  Fort  Crawford  military  hos- 
pital has  been  designated  a national 
landmark,  and  is  located  in  Prairie 
du  Chien  near  the  Mississippi  River. 
On  this  site  in  the  1830s,  Dr  William 
Beaumont  carried  out  his  famous 
experiments  on  the  physiology  of 
digestion. 

The  actual  planning  for  the  mu- 
seum began  in  the  1930s  when  the 
SMS  placed  a granite  memorial  near 
the  crumbling  remains  of  the  sec- 
ond Fort  Crawford,  which  had  been 
abandoned  in  1872. 

The  property  was  deeded  to  the 
SMS  Charitable,  Educational  and 
Scientific  Foundation  in  the  1950s, 
and  the  SMS  approved  the  comple- 
tion of  the  museum  complex.  In  1962, 
the  Stovall  Flail  of  Health  was  added, 
in  honor  of  Dr  William  Stovall  to 
provide  additional  exhibit  space. 

The  museum  houses  relics  of 
nineteenth  century  medicine  in 
Wisconsin,  including  displays  of 
Indian  herbal  remedies,  a drug  store, 
and  dentist  and  physicians'  office. 

The  museum  is  open  Wednesday 
through  Sunday,  10  am  to  5 pm, 
May  1 through  Oct  31. 

In  1981,  the  Fort  Crawford  Medi- 
cal Museum  Endowment  Fund  was 
established  to  provide  financial 
support  for  the  museum.  Over  the 
years,  more  than  200,000  visitors 
have  toured  the  museum,  yet  it 
continues  to  face  financial  hardship 
and  is  in  need  of  frequent  repair. 

Named  in  honor  of  Dr  William 
Beaumont,  the  fund  has  received 
over  $165,000  from  a select  group 
known  as  the  Beaumont  500.  With  a 
gift  or  pledge  of  $1,000,  donors  re- 
ceive a specially  designed  Beaumont 
medallion. 


The  goal  is  to  build  a trust  fund  of 
500  contributors  or  $500,000  in 
monies.  The  fund  is  earmarked  to 
provide  for  the  staffing,  utilities, 
repairs  and  maintenance,  new  ex- 
hibit construction  and  renovation, 
and  museum  promotion. 

A future  goal  is  to  develop  a 
contemporary  medical  exhibit  that 
would  incorporate  healthcare  issues. 

For  more  information  about  the 
Fort  Crawford  Medical  Museum, 
please  contact  Julie  A.  Hein  at  the 
CES  foundation  at  800-362-9080  or 
(608)  257-6781. 


Beaumont  500  members: 

1980 

Pierce-St  Croix  County  Medical 
Society 

1981 

Mr  and  Mrs  Robert  B.  Murphy 
Guy  W.  Carlson,  MD 
W.  Bruce  Fye,  MD 
Pauline  M.  Jackson,  MD 
Dr  and  Mrs  William  D.  Janssen 
Dr  and  Mrs  T.  A.  Leonard 
E.  J.  Nordby,  MD 
Karver  L.  Puestow,  MD 
John  D.  Riesch,  MD 

1982 

anonymous 


John  Beasley,  MD,  won  the  1994  Distinguished  Sendee  Award. 
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Marion  Crownhart 
E.  M.  Dessloch,  MD 
Melvin  F.  Huth,  MD 
Michael  F.  Ries,  MD 
E.  A.  Steffen,  MD 
Kenneth  M.  Viste,  Jr,  MD 

1983 

W.  Bradford  Martin,  MD 
Earl  R.  and  Alice  Thayer 

1984 

Dr  and  Mrs  K.  Alan  Stormo 
Dr  and  Mrs  Chesley  Erwin 
Dr  and  Mrs  Leonard  B.  Torkelson 
Leland  C.  Pomanville,  MD 
Mrs  W.  D.  Hoard 
Dr  and  Mrs  Ralph  Hudson 

1985 

Dr  and  Mrs  Roger  von  Heimburg 
Dr  and  Mrs  Bertram  H.  Dessel 
Mace  Garrison  Zinggeler 
Dr  and  Mrs  Benjamin  Brunkow 
Robert  T.  Cooney,  MD 
Staff  of  the  State  Medical  Society 
of  Wisconsin 

1986 

Dr  and  Mrs  William  Listwan 
Richard  W.  Edwards,  MD 
Amy  Hunter-Wilson,  MD 
Kari,  Doran  and  Kenneth  Viste 
Roy  Selby,  MD 

1987 

Sandra  Osborn,  MD 
Timothy  T.  Flaherty,  MD 
Washington  County  Medical 
Society 

Dr  and  Mrs  Roland  R.  Liebenow 
Racine  County  Medical  Auxiliary 
State  Medical  Society  of  Wisconsin 

1988 

Jefferson  County  Medical  Society 
Milwaukee  County  Medical  Auxil- 
iary 

Milwaukee  County  Medical  Society 
Dr  and  Mrs  Victor  Wong 
Physicians  Insurance  Company  of 
Wisconsin 

Dr  and  Mrs  Ken  Smigielski 
Kenneth  M.  Viste,  Jr,  MD,  in  honor 
of  the  SMS  staff 
Joan  Flaherty 

Edward  A.  Burg,  Jr,  MD,  family 
SMS  Services,  Inc 


1989 

Dr  and  Mrs  Stephen  Webster 
Dr  and  Mrs  Kermit  Newcomer 
Sauk  County  Medical  Society 
Wood  County  Medical  Society 
Dr  and  Mrs  John  D.  Wegenke 
La  Crosse  County  Medical  Society 
Auxiliary 

1990 

Green  County  Medical  Society 
Winnebago  County  Medical 
Society  Auxiliary 
Dr  and  Mrs  Louis  Hacker 

1991 

Brown  County  Medical  Society 
Auxiliary 

Dr  Robert  and  Roberta  Baldwin 
Cyril  M.  Hetsko,  MD  and  Theresa 
M.  Hottenroth 
Dr  and  Mrs  J D Kabler 
State  Medical  Society  of  Wisconsin 
Auxiliary 

1992 

Columbia,  Marquette,  Adams 
Medical  Society 
Dane  County  Medical  Society 
Eau  Claire,  Dunn,  Pepin 
Medical  Society  Auxiliary 
Fond  du  Lac  County  Medical 
Society 

Fond  du  Lac  County  Medical 
Society  Auxiliary 

Dr  and  Mrs  Gerald  C.  Kempthorne 
La  Crosse  County  Medical  Society 
Patricia  J.  Stuff,  MD 
Vernon  County  Medical  Society 
Waukesha  County  Medical  Society 
Auxiliary 

Dr  and  Mrs  David  Weber 
Winnebago  County  Medical 
Society 

Dr  and  Mrs  Raymond  C.  Zastrow 

1993 

Dr  and  Mrs  Joseph  C.  DiRaimondo 
Marathon  County  Medical  Society 
Richland  County  Medical  Society 
Dr  Robert  and  Laura  Roberts 
Dr  Ken  and  Jan  Viste 

Beaumont  500  pledges 
Thomas  and  Diane  Adams 
Manitowoc  County  Medical  Society 
Auxiliary*:* 


American 
Academy  of 
Pediatrics 


Child  Safety  Tips 

Injuries  have  been  the  leading  cause 
of  death  in  children,  adolescents  and 
young  adults  for  nearly  40  years.  This 
year,  one  out  of  every  four  children  in 
the  U.S.  will  suffer  an  injury  serious 
enough  to  require  medical  attention. 


Children 
Our  Future 


The  American  Academy  of  Pediat- 
rics is  working  to  reduce  childhood 
injuries.  As  part  of  the  effort,  the 
nation's  45,000  pediatricians  have 
declared  October  as  Child  Health 
Month  Together  we  can  place  solu- 
tions before  problems.  Here  are  a 
fewr  safety  precautions  to  start  with. 

• Give  your  home  a safety  check. 

Use  smoke  detectors.  Turn  down 
your  w'ater  heater  to  120".  Use  win- 
dow' guards  and  stairway  gates. 
Never  leave  children  alone  in  the 
tub.  Store  poisonous  cleaners, 
chemicals,  matches,  lighters  and 
small  objects  out  of  reach.  Use 
childproof  caps  on  medicines. 
Don't  use  baby  walkers.  Know' 
how  to  access  emergency  services. 
Learn  CPR.  If  you  have  a gun, 
keep  it  unloaded  and  locked  aw'ay. 

• Help  your  children  to  be  safer. 

Buy  bike  helmets  and  insist  they 
wear  them.  Children  up  to  age  4 
should  be  in  safety  seats  when  in 
vehicles.  All  others  should  wear 
safety  belts.  Install  a 4-foot-high, 
4-sided  fence  with  a self-latching 
gate  if  you  own  a pool  or  hot  tub. 
Inspect  playgrounds  for  hazards 
such  as  concrete  or  hard  dirt  sur- 
facing under  climbing  equipment. 

For  more  information,  send  a 
stamped,  self-addressed  envelope  to: 
Safety  Tips,  Dept.  C,  American  Acad- 
emy of  Pediatrics,  P.O.  Box  927,  Elk 
Grove  Village,  IL  60009-0927. 
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for 

30  years. 

It’s  too  late I 


“I’ve  tried  a 
million  times, 
but  I just 


can  t: 


‘What  difference  does 
it  make?  I’m  already 
52  years  old? 


“It’s  one  of  the 
few  pleasures 
I have  left? 


“I’ve  got . 
other  things 
to  worry  about? 


“I’ll  quit 
next  year.” 


“The  damagi 
is  done? 


They  know  why  they  can’t. 
Now  tell  them  how  they  can. 


Too  many  older  smokers  are  still  making  excuses  instead  of  making  a determination  to 
quit.  And  w hile  most  of  them  know'  about  the  more  common  long  term  effects  of  smoking, 
far  too  few  of  them  know  the  facts  about  the  immediate  health  benefits  of  quitting. 

As  a doctor,  you  can  play  a unique  role  in  getting  your  older  patients  w'ho  smoke  to  quit  for 
good.  Take  a little  extra  time  and  educate  your 
patients  about  the  immediate  benefits  of  quitting. 

Like  a decreased  risk  of  heart  attacks  and 
strokes.  Improved  circulation.  And  most  of  all, 
the  years  they  can  add  to  their  lives. 

So  listen  to  their  reasons  for  not  quitting, 
then  go  ahead  and  give  them  the  facts.  , Name_ 


For  a free  copy  of  “Clinical  Opportunities  for  Smoking  Intervention 
A Guide  for  the  Busy  Physician"  complete  the  form  below. 

Mail  to 

The  National  Heart,  Lung,  and  Blood  Institute 
Information  Center 

4733  Bethesda  Avenue,  Suite  530,  Bethesda.  MD  20814 
(301)951-3260 


Let  them  know: 
it’s  never  too  late  to  quit. 


Specialty. 
Address _ 


US.  Department  of  Health  &.  Human  Services 


L 


J 


Organizational 


SMS  headquarters  gains  new  security  system 


As  of  July  1,  visitors  to  the  SMS 
headquarters  in  Madison 
will  encounter  a couple  of  changes 
in  the  building  security  system.  The 
changes  are  necessary  responses  to 
a world  and  a body  of  tort  law  that 
are  not  always  changing  for  the 
better.  The  SMS  has,  however, 
worked  to  keep  these  changes  as 
unobtrusive  as  possible.  The  goal  is 
to  provide  the  SMS  staff,  members, 
and  visitors  a greater  level  of  secu- 
rity without  undue  disruptions. 

The  change  that  will  be  most 
noticeable  to  you  is  that  when  you 
enter  the  SMS  building,  you  will  be 
asked  to  clip  on  a member  name  tag. 
If  you  are  attending  a scheduled 
SMS  activity,  such  as  a commission 
meeting,  you  will  find  a preprinted 
name  tag  waiting  for  you.  If  you  are 
just  dropping  in  or  have  an  appoint- 
ment with  a member  of  our  staff, 
you  will  be  asked  to  stop  at  the  front 
desk  and  pick  up  a badge,  and  to 
drop  it  off  at  the  front  desk  as  you 
leave  the  building. 

All  SMS  staff  and  all  visitors  will 
also  be  wearing  name  badges  while 
they  are  in  the  building. 

One  positive  side  effect  of  the 
new  system  will  be  that  the  entire 
staff  will  immediately  recognize  you 
as  a member  physician.  Few  of  the 
staff  have  the  opportunity  to  meet 
physicians  in  the  field  or  at  meet- 
ings, but  during  the  course  of  a typi- 
cal year  more  than  1,000  physicians 
visit  the  SMS  headquarters,  and  we 
hope  the  new  system  will  enhance 


the  value  of  those  visits.  Getting  to 
know  you  better  is  one  of  the  first 
steps  in  intensifying  the  SMS  serv- 
ice-to-members  philosophy. 

Another  change  you  may  notice 
is  that  all  exterior  doors,  except  the 
main  entrance,  will  be  kept  locked 
at  all  times  (as  will  the  door  to  our 
main  computer  room).  The  front 
door  will  be  unlocked  during  nor- 
mal business  hours.  Surveillance 
cameras,  operating  around  the  clock, 
will  keep  an  eye  on  all  doors  and 
loading  docks. 

Don't  worry:  The  SMS  has  not 
experienced  any  serious  security 
problems  at  SMS  headquarters.  We 
would  like  to  keep  it  that  way. 

Pick  up  any  newspaper,  turn  on 
any  news  broadcast,  and  the  trend 
toward  a more  violent  America  is 
evident  in  the  headlines.  Part  of  the 
increased  violence  in  America  is 
found  in  the  work  place — so  much 
so  that  counseling  employers  on  the 
legal  issues  associated  with  work 
place  violence  has  become  as  much 
as  10%  of  some  law  firms'  business. 
Last  fall,  the  Society  of  Human  Re- 
source Management  surveyed  479 
companies:  more  than  one  third 
reported  violent  incidents  at  work. 
In  1992,  work  place  violence  cost 
employers  an  estimated  $4.2  billion 
in  lost  work  and  legal  expenses. 

Not  only  does  violence  damage 
the  lives  of  valuable  employees,  it 
can  burden  the  employer  with  higher 
costs  for  health  care,  lawsuits.  Work- 
ers' Compensation  premiums  and 


other  expenses. 

The  legal  liability  threat  is  not 
insignificant.  An  emerging  body  of 
tort  law  suggests  that  companies 
large  and  small  should  adopt  poli- 
cies and  procedures  that  better  de- 
fine what  they  are  doing  to  prevent 
work  place  violence.  The  courtroom 
terms  are  usually  something  like 
"failure  to  exercise  reasonable  care 
and  due  diligence."  (As  with  other 
legal  employment  standards,  this 
applies  with  equal  force  to  physi- 
cian offices.)  The  new  security  sys- 
tem is  an  effort  to  exercise  that  care 
and  diligence,  and  thereby  protect 
SMS  assets  from  legal  threats. 

The  new  procedures  should  not 
make  your  visits  to  SMS  headquar- 
ters any  less  pleasant  or  productive, 
but  any  time  a new  system  is  imple- 
mented "bugs"  are  discovered  and 
must  be  worked  out.  If  the  new 
system  creates  a problem,  please  let 
the  staff  know.* 


Self-Therapy  for 
the  Stutterer 


The  192-page  hook  explains  how  stutterers 
can  help  themselves.  Ask  for  hook  =12  and 
enclose  $3(00  for  postage  and  handling. 


I Stuttering 
Foundation 
■ of  America 

is..  1 17-t‘l  • Mimi'lii.. TN  Kill  0 

1-800-992-9392 
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Physician  briefs 


The  * indicates  a member  of  the  SMS. 

Masood  Akhtar,  MD,  of  Elm  Grove, 
is  the  newly  elected  president  elect 
of  the  American  Heart  Association 
of  Wisconsin.  Dr  Akhtar  is  a profes- 
sor of  medicine  at  UW  Medical 
School— Milwaukee  Clinical  Cam- 
pus; director  of  arrhythmia  service 
and  clinical  electrophysiology  at 
Milwaukee  heart  Institute,  Sinai 
Samaritan  Medical  Center;  and  staff 
electrophysiologist  at  St  Luke's 
Medical  Center  in  Milwaukee. 

Toni  Almond,  MD,*  of  Wausau, 
recently  joined  Merrill  Medical 
Associates,  SC,  specializing  in  the 
practice  of  internal  medicine  with 
critical  care  emphasis.  Dr  Almond 
received  her  medical  degree  from 
the  University  of  Missouri-Colum- 
bia  in  1987.  She  completed  her  in- 
ternship and  residency  at  the  Uni- 
versity of  Missouri.  Dr  Almond  is 
board  eligible  in  internal  medicine. 

Steven  Annus,  MD,  has  joined  the 
staff  of  Lakeland  Medical  Center's 
Outpatient  Club.  Dr  Armus  attended 
the  University  of  Wisconsin  Medi- 
cal School  and  completed  his  intern- 
ship at  Morristown  Memorial  Hos- 
pital. Prior  to  coming  to  southeast 
Wisconsin,  he  completed  a 3 year 
residency  in  dermatology  at  State 
University  of  New  York  in  Buffalo. 

Paul  A.  Capelli,  MD,  a specialist  in 
obstetrics  and  gynecology  who  has 
practiced  in  Kenosha  for  more  than 
30  years,  has  been  hired  as  the 
medical  director  of  the  Aurora  Health 
Care  Center  there.  Dr  Capelli  will  be 
responsible  for  recruiting  physicians, 
maintaining  quality  of  care,  com- 
munity relations,  planning  and  es- 
tablishing the  clinic's  insurance 
contracts. 

Thomas  Driscoll,  MD,  of 
Wauwatosa,  has  been  named  senior 


vice  president  for  medical  affairs  at 
St  Joseph's  Hospital  in  Milwaukee. 
For  the  past  20  years.  Dr  Driscoll  has 
served  as  an  active  member  of  the  St 
Joseph's  Hospital  medical  staff,  as 
an  internist  specializing  in  endocri- 
nology. 

Nicholas  Gianitsos,  MD,  a urolo- 
gist, has  been  awarded  certification 
as  a diplomate  of  the  American 
College  of  Urology.  Dr  Gianitsos 
earned  his  medical  degree  from  the 
Boston  University  School  of  Medi- 
cine and  completed  his  internship 
and  residency  at  the  University  of 
Wisconsin  Hospital  and  Clinics  in 
Madison. 

Kurt  Landauer,  MD,  a family  phy- 
sician, has  joined  the  staff  of 
Marshfield  Clinic-Lakeland  Center. 
Dr  Landauer,  MD,  earned  his  medi- 
cal degree  from  the  University  of 
Wisconsin  Medical  School.  He  served 
his  residency  in  family  practice  at 
the  University  of  Minnesota-River- 
side  Unit  in  Minneapolis. 

A.  James  Liedtke,  MD,  professor  of 
medicine  at  the  University  of  Wis- 
consin Medical  School,  is  the  newly 
elected  president  of  the  American 
Heart  Association  of  Wisconsin. 

Florentino  Lleva,  MD,  was  recently 
honored  for  providing  excellent 
health  care  for  more  than  30  years  at 
the  Arcadia  Medical  Center.  Dr  Lleva 
is  a past  president  of  the  Tri-County 
Medical  Society,  past  president  of  St 
Joseph  Hospital's  medical  staff  and 
chief  surgeon  at  St  Joseph's  Hospi- 
tal. He  now  practices  with  Memorial 
Medical  Hospital  in  Neillsville. 

Paul  McGinnis,  MD,  of  Hudson, 
was  recently  named  medical  direc- 
tor for  HMO  Midwest.  In  practice 
with  Hudson  Physicians,  Dr  McGin- 
nis is  a second  vice  president  of  the 
Hudson  Medical  Center  board  of 


directors  and  medical  director  of 
Hudson  Medical  Center  Hospice. 

Robert  McNutt,  MD,  has  joined  the 
faculty  of  the  University  of  Wiscon- 
sin Medical  School's  Milwaukee  clini- 
cal campus  at  Sinai  Samaritan  Medi- 
cal Center.  Dr  McNutt  is  director  of 
clinical  health  services  research  for 
Aurora  Health  Care. 

Gilbert  Nock,  MD,*  a psychiatrist, 
has  joined  Wisconsin  Community 
Mental  Health  Counseling  Centers, 
working  out  of  its  Grafton  and  Hart- 
ford clinics.  A graduate  of  the  Mar- 
quette University  medical  school,  Dr 
Nock  resides  in  the  Cedar  Grove- 
Belgium  area. 

Philip  A.  Swanson,  MD,  has  joined 
the  staff  of  Marshfied  Clinic-Chip- 
pewa  Center.  Dr  Swanson,  an  anes- 
thesiologist, earned  his  medical 
degree  from  the  University  of  Illi- 
nois College  of  Medicine  in  Chicago. 
He  served  his  residency  in  anesthe- 
siology at  Wilford  Hall  U.S.  Air  Force 
Hospital  in  San  Antonio. 

Jonathan  Towne,  MD,  has  been 
selected  to  receive  the  Distinguished 
Service  Award  from  the  Medical 
College  of  Wisconsin.  The  award 
honors  Dr  Towne's  contribution  as 
chair  of  vascular  surgery  and  his  19 
years  of  service  to  the  Medical  Col- 
lege. 

Jerome  Veranth,  MD,  a board-certi- 
fied otolaryngologist  has  joined 
Rhinelander  Medical  Center.  For- 
merly in  practice  in  Racine,  Dr  Ver- 
anth earned  his  medical  degree  at 
Marquette  University  and  served  a 
general  rotating  internship  at  St 
Mary's  Hospital  in  Duluth.  He 
completed  his  residency  in  otolar- 
yngology at  Marquette,  and  has 
served  as  an  instructor  and  profes- 
sor for  the  Medical  College  of 
Wisconsin. ♦ 
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County  society  news 


Dane.  The  following  members  have 
been  accepted  by  the  Dane  County 
Medical  Society:  James  Andersen, 
MD;  Richard  Auchter,  MD;  Mark 
Bogner,  MD;  David  Chakoian,  MD; 
Michael  Garren,  MD;  Lynn 
Hahnfeld,  MD;  Philip  Kober,  MD; 
Kenneth  Lay,  MD;  Mark  Moffett, 
MD;  Bruce  Potenza,  MD;  Ann 
Schmidt,  MD;  Michael  Sheehan,  MD; 
and  Susan  Toth,  MD. 

Fond  du  Lac.  The  Fond  du  Lac 
County  Medical  Society  Meeting 
was  held  April  28, 1994,  at  the  South 
Hills  Country  Club.  Newly  elected 
president  of  the  SMS,  Dr  Richard 
Roberts,  spoke  on  the  major  thrust 


Obituaries 

Bachhuber,  Max  O.,  MD,  died  April 
20, 1994.  He  was  bom  Feb  28, 1906, 
in  rural  Clark  County.  He  gradu- 
ated from  the  UW-Madison  Medi- 
cal School.  He  practiced  medicine  in 
the  Alma  area  from  1936  until  1978, 
when  he  retired.  He  also  served  as 
Buffalo  County  coroner.  Dr 
Bachhuber  was  a member  of  the 
American  Academy  of  Family  Prac- 
tice, a life  member  of  the  SMS,  and  a 
member  of  the  Trempealeau- 
Jackson-Buffalo  County  Medical 
Society  and  AM  A.  He  is  survived  by 
two  daughters,  Susan  Smith,  of 
Milwaukee,  and  June  Ellen  Land- 
messer,  of  Sarasota,  Fla;  one  son, 
Max  Bachhuber,  of  Alma;  five  grand- 
children; one  great-grandson;  and 
one  sister. 

Cupery,  Dowe  P.,  MD,  died  June  2, 
1994,  in  Markesan,  where  he  was  a 
family  practitioner  for  35  years.  He 
graduated  from  Marquette  Univer- 


of his  presidency  this  year,  hand 
guns  and  children.  Information  was 
presented  about  the  mini-internship 
program,  designed  to  provide  an 
opportunity  for  local  businessmen, 
politicians  and  community  leaders 
to  join  a physician  during  a routine 
work  day  to  better  understand  the 
daily  life  of  a physician.  The  current 
Fond  du  Lac  County  Medical  Soci- 
ety vice  president,  Dr.  Yuhas,  has 
decided  not  to  serve  as  president 
next  year.  Anyone  interested  in  serv- 
ing a leadership  role  in  the  society 
should  contact  Dr  Strigenz. 

Oneida-Vilas.  The  Oneida-Vilas 
County  Medical  Society  met  on  May 


sity  Medical  School  in  1939.  He  was 
a member  of  the  Green  Lake  County 
medical  Society,  SMS,  AMA,  and 
the  American  Association  of  Family 
Practitioners.  He  and  his  wife  served 
as  medical  missionaries  in  Ethiopia 
in  1963.  He  also  served  on  the  medi- 
cal staff  of  Waupun,  Ripon,  Beaver 
Dam,  and  Fond  du  Lac  Hospitals. 


24,  1994,  at  the  Claridge  Motor  Inn 
in  Rhinelander.  The  guest  speaker 
was  Rep.  James  Holperin,  who  spoke 
on  his  experiences  as  a legislator  for 
the  past  12  years.  The  next  meeting 
will  be  held  in  the  fall,  probably  in 
the  Eagle  River  area  in  October.  The 
guest  speaker  will  be  Dr.  Richard 
Roberts. 

Washington.  The  Washington 
County  Medical  Society  approved 
membership  for  the  following  phy- 
sicians: Mary  C.  Fernandez,  MD; 
Patricia  J.  Liethen,  MD;  Paul  R. 
Glunz,  MD;  Rajesh  Kumar,  MD; 
Jeffrey  H.  Lovell,  MD;  and  Jefferson 
D.  Watts,  MD.* 


Dr  Cupery  is  survived  by  his  son.  Dr 
James  Howard  Cupery,  of  Eau 
Claire;  four  daughters,  Susan,  of  La 
Crosse,  Jo  Anne,  of  Beaverton,  Ore, 
Diann,  of  Lancaster,  and  Nancy,  of 
Edina,  Minn;  10  grandchildren,  one 
sister  and  one  brother. 

Continued  on  next  page 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to  pro- 
vide a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  informa- 
tion, contact  the  foundation  staff  at  the  SMS.<* 
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Continued  from  preceding  page 
Johnson,  John  M.,  MD,  died  May  8, 
1994,  in  Oconomowoc.  He  was  bom 
Aug  8, 1896,  in  Wheaton,  Minn.  He 
graduated  from  Northwestern  Uni- 
versity Medical  School  in  1924.  Dr 
Johnson  practiced  medicine  in  Ri- 
pon  until  his  retirement  in  1985.  He 
was  a life  member  of  the  SMS.  Dr 
Johnson  is  survived  by  his  daugh- 
ter, Joyce  Chapman  of  Oconomowoc; 
four  grandchildren,  and  five  great- 
grandchildren. 

Lakritz,  Leo  W.,  MD,  died  May  12, 
1993,  in  Beloit.  Dr  Lakritz  had  two 
careers:  musician  and  physician.  He 
was  bom  in  Milwaukee  and  was  a 
scholarship  student  at  the  Julliard 
School  in  New  York.  His  education 
there  was  interrupted  by  4 years  of 
service  during  World  War  II  in  the 
Army  Air  Force.  Upon  discharge,  he 
returned  to  New  York  and  was  en- 
gaged as  a professional  musician  by 
Leonard  Bernstein  for  the  New  Y ork 
City  Symphony.  He  was  a member 
of  the  orchestra  for  the  City  Center 
Opera  Company.  His  instrument 
was  the  clarinet.  He  also  played  in 
the  New  York  Philharmonic  under 
Bruno  Walter  and  Dimitri  Mitro- 
polous.  His  second  career  began  with 
graduation  from  the  Marquette 
University  Medical  School  in  Mil- 
waukee. This  was  followed  by  a 
residency  in  ophthalmology  at  the 
Illinois  Eye  and  Ear  Infirmary.  He 
established  a practice  in  this  spe- 
cialty in  Beloit  in  February,  1959.  He 
retired  in  1990.  He  was  a member  of 
the  SMS  and  the  Rock  County 
Medical  Society.  Dr  Lakritz  is  sur- 
vived by  his  wife,  Esther;  three  chil- 
dren, Simeon  of  San  Diego,  David  of 
San  Mateo,  and  Naomi  of  Winnipeg, 
Canada;  three  grandchildren;  and 
his  brother. 

Polacheck,  Walter  S.,  MD,  died  May 
3,  1994,  at  the  age  of  83.  He  was  a 
practicing  pediatrician  for  50  years 
in  Shore  wood.  Dr  Polacheck  re- 
ceived his  medical  training  at  Rush 
Medical  School  in  Chicago.  He  was 


a life  member  of  the  SMS  and  a 
member  of  the  Medical  Society  of 
Milwaukee  County.  He  is  survived 
by  his  wife,  Rosalie,  and  his  chil- 
dren, John  W.  of  Tucson,  Ariz;  Linda 
P.  Mellis  of  Chicago,  Mary  Ickes  of 
Salem,  Ore,  Tom  Polacheck,  of 
Hobart,  Australia,  and  Andrew  Kops 
of  London,  England;  and  nine  grand- 
children. 

Rudman,  Daniel,  MD,  died  April 
17, 1994,  in  Wauwatosa.  Dr  Rudman, 
an  endocrinologist,  geriatrician,  and 
nutritionist,  was  an  associate  chief 
of  staff  for  extended  care  at  the 
Zablocki  Veterans  Affairs  Center  and 
a professor  of  medicine  at  the  Medi- 
cal College  of  Wisconsin.  Dr  Rudman 
received  his  medical  degree  in  1949 
at  Yale  University  School  of  Medi- 
cine. He  completed  his  residency 
training  in  medicine  at  Columbia 
University  and  served  a research 
fellowship  at  the  New  York  Heart 
Association.  He  held  faculty  ap- 
pointments at  Columbia  University 
College  of  Physicians  and  Surgeons, 
Emory  University  School  of  Medi- 
cine and  the  University  of  Health 
Sciences-The  Chicago  Medical 
School,  before  joining  the  Medical 
College  of  Wisconsin  in  1988.  Dr 
Rudman  is  survived  by  his  wife, 
Inge;  a daughter,  Nancy,  San  Jose, 
Calif;  a son,  Richard  Rudman,  Bos- 
ton, and  a brother. 

Sanfelippo,  Anthony  }.,  MD,  died 
May  16, 1994,  in  San  Diego.  He  re- 
ceived his  medical  degree  from  Mar- 
quette School  of  Medicine  in  1938,  at 
which  time  he  opened  his  private 
practice.  He  served  as  a surgeon  in 
the  Army  from  1944  through  1946. 
Dr  Sanfelippo  was  a member  of  the 
Wisconsin  Medical  Examining 
Board  from  1969  through  1973,  serv- 
ing as  chair  in  1972.  He  was  chief  of 
staff  at  St  Mary's  Hospital  from  1970 
through  1972,  and  was  later  named 
chair  of  the  hospital's  executive 
committee  in  1972.  Dr  Sanfelippo 
was  a member  of  the  SMS  50  Year 
Club,  the  Medical  Society  of  Mil- 


waukee County,  AMA,  and  the 
Milwaukee  and  Wisconsin  Academy 
of  Family  Physicians.  He  is  survived 
by  his  daughter,  Mary  L.  Sanfelippo 
of  Escondido,  Calif;  two  sons,  An- 
thony J.  Sanfelippo,  Jr.,  of  Fond  du 
Lac,  and  John  F.  Sanfelippo  of  Jeffer- 
son City,  Mo;  one  brother  and  two 
sisters. 

Scheunemann,  Wallace  E.,  MD, 

died  May  18, 1994  at  the  age  of  77. 
He  received  his  medical  degree  from 
Marquette  University  in  1950,  and 
completed  his  ophthalmology  resi- 
dency at  the  former  Milwaukee 
County  Hospital.  He  established  his 
practice  in  West  Bend,  and  was  a 
staff  member  of  Sinai  Samaritan 
Medical  Center  in  Milwaukee,  Chil- 
dren's Hospital  of  Wisconsin,  John 
Doyne  Hospital  in  Wauwatosa,  St 
Joseph's  Community  Hospital  of 
West  Bend,  Hartford  Memorial 
Hospital  and  the  former  St  Alphon- 
sus  Hospital  in  Port  Washington.  Dr 
Scheunemann  is  survived  by  his 
wife,  Marion;  three  children,  Jean 
Schacht  and  Mary  Rozek,  of  West 
Bend,  and  Kay  Eggert  of  Appleton; 
and  12  grandchildren. 

Schroeder,  Charles  Morrison,  MD, 

died  in  Milwaukee  May  5, 1994.  He 
was  bom  July  11, 1908.  He  received 
his  medical  degree  at  Washington 
University,  St  Louis,  and  served  a 
surgical  residency  at  Louisville  City 
Hospital.  He  served  as  a medical 
officer  in  the  Army  from  1940 
through  1946.  Dr  Schroeder  was  on 
the  surgical  faculty  of  the  Marquette 
University  School  of  Medicine.  He 
had  been  on  the  staffs  of  Milwaukee 
County  General,  Veterans  Admini- 
stration, Columbia,  and  St  Luke's 
hospitals.  He  retired  as  professor  of 
surgery,  emeritus,  from  the  Medical 
College  of  Wisconsin  in  1978.  He 
was  a diplomate  of  the  American 
Board  of  Surgery,  a fellow  of  the 
American  College  of  Surgeons  and 
he  had  been  president  of  the  Wis- 
consin Surgical  Society  of  the  Mil- 
waukee Academy  of  Surgery  and  of 
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the  Milwaukee  Academy  of  Medi- 
cine. He  was  a member  of  the  SMS, 
AMA,  and  the  Medical  Society  of 
Milwaukee  County.  He  is  survived 
by  his  wife,  Lillian,  his  sister,  Jen- 
nette  Schroeder  of  Racine,  a brother, 
John  M.  Schroeder,  MD  of  Madison, 
a stepson,  Joel  Lefton  of  St  Louis, 
and  four  grandchildren. 


Yatso,  Michael  G.,  MD,  died  April 
20,  1994.  Dr  Yatso  graduated  from 
Marquette  Medical  School  and  spe- 
cialized in  obstetrics  and  gynecol- 
ogy. He  was  a physician  for  Wiscon- 
sin Electric  Power  Company.  Dr 
Yatso  received  his  medical  degree 
from  Marquette  University  and 
served  an  internship  at  Misericor- 
dia  Hospital  in  Milwaukee.  He  is 
survived  by  he  wife,  LaVerne;  seven 
daughters,  Kathryn,  Laguna  Beach, 
Calif,  Susan,  Ellen,  Jayne,  and  Ju- 
dith, all  of  Wauwatosa,  Jeanne  Ish- 
erwood  of  Germantown  and  Bette 
of  Laguna  Beach;  two  sons,  James  of 
Wauwatosa  and  John  of  German- 
town; one  granddaughter  and  two 
sisters. ❖ 


The  power 
to  become. 


WISCONSIN 
DONOR  NETWORK 


SIGN  UP  FOR  LIFE, 
fem  BE  AN  ORGAN  DONOR. 


UNIFORM  DONOR  CARD 


Print  or  type  your  name 


Signature Date 

In  the  hope  that  I may  help  others,  I hereby  make  this  anatomical  gift,  if  medically  acceptable,  to  take 
effect  upon  my  death  I agree  to  donate: 

(a)  any  needed  organs  or  tissues,  or; 

(b)  only  the  following  organs  or  tissues: 

(c)  my  body  for  anatomical  study,  if  needed. 

Limitations  or  special  wishes  (if  any): 
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child-reach 

(chlld-rech)  n. 

1.  Formerly  Foster  Parents  Plan,  the  largest  non- 
sectarian sponsorship  organization  in  the  world. 
Founded  in  1937  to  help  needy  children  and  their 
families  overseas.  2.  A way  to  reach  a child  and 
family  and  release  them  from  the  crushing  grip 
of  poverty.  3 . A wonderful  thing  to  do.  A.  An 
easy  thing  to  do. 


The  above  definitions  do  not  come  from  a dictionary. 
They  come  from  the  heart.  If  you  want  to  do 
something  wonderful  for  a child  and  family 
overseas  that's  not  a handout,  but  something 
that  will  touch  them  for  the  rest  of  their 
lives,  call  1-800-323-2822.  Or  fill  out 
and  mail  the  coupon  below. 

Childreach.  It'll  do  your  heart 
good! 


childreach 


YES!  I want  to  know  more 
about  Childreach . 

Name 

Address 


City 


State  Zip 


Phone 


M3011 


Mail  to:  Childreach 
155  Plan  Way 
Warwick,  RI  02886-1099 


Classified  ads 


EMERGENCY  MEDICINE:  Be  a part- 
ner in  your  own  independent  demo- 
cratic group  in  family  oriented  commu- 
nity located  30  miles  northwest  of  Mil- 
waukee. ED  with  7,500  patient  visits. 
Medical  director  and  staff  positions 
available  (moonlighting  opportunities 
also  available).  Call  414-332-6228  or  send 
CV  to  the  Emergency  Resources  Group, 
509  W.  Montclaire  Avenue,  Milwaukee, 
Wisconsin,  53217.  7,9/94 

SOUTHERN  WISCONSIN  - Dean 
Medical  Center  seeks  BC/BE  family 
physicians  for  regional  offices.  Options 
include  traditional  family  practice  and 
ambulatory  care  settings.  Relaxed  call 
schedule,  competitive  guarantee,  com- 
prehensive benefits.  Proximity  to  Madi- 
son, Milwaukee  and  Chicago.  Strong 
economic  climate,  exceptional  schools, 
affordable  housing.  Call  or  send  C.V.  to 
Steve  Valenti,  800-765-3055,  222  S.  Cen- 
tral, Suite  700,  St.  Louis,  MO  63105,  Fax 
314-726-3009.  7/94 

INTERNAL  MEDICINE.  Unique  oppor- 
tunity for  BE/BC  internist!  Join  a new 
fee-for-service  hospital-based  internal 
medicine  group  at  St.  Joseph's  Hospital 
in  Milwaukee,  Wisconsin.  Available  July 
1, 1994.  Excellent  projected  income  (over 
$100,000  to  start). Very  attractive  sched- 
ule, minimal  administrative  hassles, 
maximum  autonomy  and  equitability. 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 
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Every  3rd  month  completely  off!  Hospi- 
tal-based practice  in  university-affiliated 
500+  bed  tertiary  care  hospital.  Admit 
unassigned  patients,  provide  in-patient 
and  outpatient  follow-up  care,  super- 
vise residents,  teach,  and  perform  pro- 
cedures. Superb  ground-floor  opportu- 
nity! Contact  Rita  Hanson,  MD,  at 
(414)438-8738  or  send  CV  to  2751  West 
Deer  Creek  Court,  Milwaukee,  Wiscon- 
sin 53217.  7/94 

E.R.  PHYSICIAN,  S.E.  WISCONSIN. 

Stable  group  covers  2 ER's,  now  needs 
full  time  physician  with  prior  ER  experi- 
ence. Competitive  salary  & full  benefit 
package.  Contact:  John  Linstroth,  414- 
835-7761.  6-8/94 

GENERAL  SURGEON  position  in  ru- 
ral Iowa  community  group  practice.  Sole 
surgeon  needs  partner  to  handle  refer- 
rals from  10  F.P.'s  and  one  general  inter- 
nist. Prefer  C-Section  training,  as  well  as 
endoscopy,  laparoscopy  and  usual  gen- 
eral surgery  cases.  Community  of  12,000 
located  60  miles  from  Des  Moines.  Please 
send  C.V.  to  Office  Manager,  Family 
Medical  Center,  P.C.,  1225  C Avenue 
East,  Oskaloosa,  IA  52577  or  call  515- 
673-6762.  Fax#  515-672-2258.  6-7/94 


Expand  Your  Horizons 

ARE  YOU  LOOKING  FOR... 

A Change  of  Pace 

A Fresh  Start 

A New  Outlook 

A Change  of  Scenery 

Control  of  Your  Future 

We  are  your  source  for  up-to-date  in- 
formation on  practice  opportunities  in 
your  state  and  surrounding  area.  We 
currently  represent  hospitals  and  clin- 
ics throughout  the  midwest  and  north- 
east in  a variety  of  primary  care  and 
surgical  specialties,  and  subspecialties. 
Locations  and  settings  vary  from 
prominent,  multi-site  clinics,  to  tradi- 
tional resort-town  practices.  For  spe- 
cific answers  and  pertinent  informa- 
tion, please  call  1-800-243-4353  or  414- 
241-9500. 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 

Mequon,  WI  53092 


INTERNAL  MEDICINE  AND  GAS- 
TROENTEROLOGY PRACTICE  OP- 
PORTUNITIES. Four  person  Internal 
Medicine  and  two  person  Gastroenterol- 
ogy group  is  looking  for  motivated  per- 
sons to  join  their  practice.  Excellent  earn- 
ing opportunities  and  benefit  package. 
The  clinic  is  located  within  two  blocks  of 
an  acute-care  210  bed  modern  hospital 
with  state  of  the  art  diagnostics.  Great 
recreational  opportunities.  If  you  are 
interested  in  a community  that  can  offer 
you  a quality  life-style  and  outstanding 
practice  potential,  please  send  your  CV 
and  cover  letter  to:  Rita  S.  Woller,  Clinic 
Administrator,  Westhill  Medical  Special- 
ists, 2800  Westhill  Dr.,  Suite  200,  Wau- 
sau, WI  54401.  7-8/94 

NATIONWIDE  - Opportunities  for  the 
following:  IM,  FP,  OB/GYN,  PED,  ONC, 
CD,  and  more.  Send  CV  to  Stan  Kent, 


Child/General  Psychiatrist 

A full-time  general  or  child/ gen- 
eral psychiatrist  is  needed  in  beau- 
tiful northern  Wisconsin! 

This  area  affords  the  best  in  rural 
living  with  many  beautiful  lakes, 
streams  and  rivers.  We  are  a 20 
bed  acute,  JCAHO  accredited, 
psychiatric  unit  located  at  Saint 
Mary's  Hospital  in  Rhinelander, 
WI.  We  service  both  inpatients 
and  outpatients  within  a 75  mile 
radius.  Our  goal  is  to  make  this 
the  mental  health  center  of  the 
northwoods.  We  have  an  excel- 
lent salary  and  benefit  package 
available.  Weekend  coverage  is 
provided. 

A challenging  but  rewarding  po- 
sition for  a mature  competent 
psychiatrist. 

Contact  or  send  CV  to: 

N.  Wilson,  MD 
1044  Kabel  Avenue 
Rhinelander,  WI  54501 
(715)  369-6433 


Equal  opportunity  employer. 

6-8/94 
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Physicians  Exchange 

Continued 

Stan  Kent  & Associates,  P.O.  Box  904, 
Tremont,  IL  61568,  or  call  800-831-5679, 
FAX  309-925-5842.  5-12/94 

GENERAL  SURGEON  BtyBC  The 
Department  of  Surgery  at  the  Mayo  Clinic 
in  conjunction  with  the  Decorah  Clinic  is 
seeking  a broad-based  general  surgeon 
to  join  the  Mayo  Regional  Facility  in 
Decorah,  Iowa,  70  miles  south  of  Roch- 


ester, Minnesota.  This  position  offers  an 
excellent  opportunity  to  establish  a sur- 
gical practice  in  an  established  9-person, 
Mayo-affiliated  medical  clinic  in  this 
town  of  about  8,100  with  a 60-bed  hospi- 
tal and  a county  population  of  26,000. 
This  opportunity  allows  practice  auton- 
omy, a wide  spectrum  of  general  sur- 
gery, including  some  gynecological  and 
orthopedic  expertise,  and  excellent  sal- 
ary and  benefits.  Inquiries:  Michael  G. 
Sarr,  MD,  Department  of  Surgery,  Mayo 
Clinic,  Rochester,  MN  55905.  Mayo 
Foundation  is  an  affirmative  action  and 


INTERNIST 

CHICAGO  NW  SUBURBS 


Extremely  successful  single-specialty 
group  needs  internist.  Attractive 
compensation/benefits.  Situated  in 
prestigous  growing  area.  Patrick 


Schmidt,  414-785-6500  — FAX  414-785- 
0895.  6-7/94 


DISSATISFIED  WITH 
YOUR  PRACTICE? 

OB/GYN,  FP,  IM,  GS,  PEDS,  etc. 


2700  Midwest  opportunities 
7500  throughout  the  U.S. 

We're  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic.  You 
don't  need  to  contact  numerous 
recruiters  we  can  place  you  any- 
where. Whether  you  want  better 
hospital  support,  facilities,  time 
off,  remuneration  or  lifestyle  we 
have  the  opportunity  for  you  in  a 
solo,  group,  or  employee  practice. 

WISCONSIN  NATIONAL 

Milwaukee  Indianapolis 

Sheboygan  Chicago 

Beloit  Pittsburgh 

Madison  Cincinnati 

Kenosha  Jacksonville 

Confidential  * References 
(No  cost  to  you  - our  clients  pay  all 
costs) 

The  Curare  Group,  Inc. 

(800)  880-2028,  FAX:  (812)  331-0659 
P.O.  Box  5642 

Bloomington,  IN  47407-5642 
(M-F  9:00-8:00,  Sat  12:00-5:00) 

10/93-9/94 


Family  Practice  Madison  Area 

* several  opportunities 

* large  call  groups 

* full  lab  & xray 

* 210  physician  multi-specialty  group 

* guaranteed  salary  with  incentives 

* full  benefit  package 

* Immediate  Care  also  available 
Send  CV  to: 

Laurie  Glowac 

Physicians  Plus  Medical  Group 
345  W.  Washington  Avenue 
Madison,  WI  53703 
or  call  collect:  (608)  252-8580 

1-12/94 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to 
expand  current  23  member  de- 
partment. Enjoy  a lifestyle  of  call 
every  21-23  days  and  an  average  4 
day  work  week.  Just  20  minutes 
north  of  downtown  Minneapolis, 
the  area  offers  suburban  living 
with  easy  access  to  an  unlimited 
array  of  family,  cultural,  educa- 
tional and  recreational  opportu- 
nities. 

Members  of  our  group  earn  a 
highly  competitive  income  and 
excellent  benefits  including  paid 
vacation  and  CME;  Pension  Plan; 
all  insurances  paid.  Please  re- 
spond with  CV  to: 

John  Bordwell,  MD 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-7035 

7/94 


equal  opportunity  educator  and  em- 
ployer. 5-7/94 

BC/BE  INTERNIST  for  84-physician 
multispecialty  group  on  the  scenic  bluffs 
overlooking  the  Mississippi  River  where 
Iowa,  Illinois,  and  Wisconsin  meet.  Ex- 
cellent call  schedule  in  this  17  member 
department  of  physician  owned  clinic 
with  its  own  HMO.  Professional  admini- 
stration enables  physicians  to  concen- 
trate on  the  practice  of  medicine.  Out- 
standing lifestyle,  excellent  income 
guarantee,  complete  benefits  and  own- 
ership eligibility.  Call  or  send  C.V.  to 
Denis  Albright,  Medical  Associates 
Clinic,  1000  Langworthy,  Dubuque,  IA 
52001. 800-648-6868.  5-7/94 

MILWAUKEE  AREA.  A rapidly  expand- 
ing 70  physician  multi-specialty  clinic 
seeks  BC/BE  physicians  in  the  follow- 
ing specialties:  family  practice,  internal 
medicine,  urology,  oncology,  psychia- 
try, and  OB/Gyn.  Competitive  salary, 
excellent  fringe  benefits.  Address  inquir- 
ies and  CV  to:  Medical  Associates 
Administrator,  PO  Box  427,  Menomonee 
Falls,  WI  53052-0427.  3-7/94 

OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Family  Practice, 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

5-7/94 


PPS  for  PSP" 
Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Trams  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  79 1 • Brookfield.  Vi  l 5.5008-0791 

1-800-747-0606  (414)  784-9524 
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Physicians  Exchange 

Continued 

OB/GYN,  Internal  Medicine,  Emergency 
Medicine,  Pulmonology,  and  Orthope- 
dic Surgery.  Mercy  Medical  Center  has 
an  active  medical  staff  of  150  physicians 
in  all  medical  specialties.  Oshkosh  is  an 
attractive  community  of  55,000  people, 
located  on  the  shores  of  Lake  Winne- 
bago and  in  the  heart  of  Wisconsin's 
beautiful  Fox  River  Valley  (metro  area 
of  350,000  people).  University  of  12,000 
students.  Good  local  schools.  Low  crime 
area.  Contact:  Christopher  Kashnig, 
Mercy  Medical  Center,  631  Hazel  Street, 
Oshkosh,  WI  54902.  Call  414-236-2430. 
Fax  414-236-1312.  5-7/94 

THE  WAUSAU  MEDICAL  CENTER  is 
seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  In- 
ternal Medicine,  Family  Medicine,  Gas- 
troenterology, Obstetrics  / Gynecology, 
Occupational  Medicine  and  Urology. 
Large  multi-specialty  group  located  in 
central  Wisconsin.  Competitive  salary 
(incentive  after  first  year).  Comprehen- 
sive benefit  package  including  malprac- 
tice insurance,  flexible  benefit  plan  and 
profit  sharing.  Modern  facility  located 
directly  across  the  street  from  250-bed 
acute  care  facility.  The  area  is  ideal  for 
outdoor  enthusiasts  (including  large 
downhill  ski  area)  with  outstanding 
cultural  activities  year  round.  Write  or 
call  collect  David  K.  Aughenbaugh,  MD, 
Medical  Director,  Wausau  Medical  Cen- 
ter, 2727  Plaza  Drive,  Wausau,  Wiscon- 
sin 54401,  telephone  (715)  847-3235. 

2/93;TFN 


State  Medical  Society  of  Wisconsin 

Date  and  location  of 
1995  ANNUAL  MEETING 

April  5-8 

Grand  Geneva  Resort  & Spa 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local 
Telephone:  257-6781;  toll-free:  1-800- 
362-9080. 
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For  Sale 


FOR  SALE.  Physician  needed  to  pur- 
chase well  established  solo  general  prac- 
tice of  Rafael  S.  Saladar,  MD,  2031  River- 
side Drive,  Beloit,  WI,  53511.  Conven- 
ient, attractive  location,  nearby  tertiary 
centers  for  easy  referrals,  compatible 
medical  associates.  Office  furniture  and 
equipment  in  very  good  condition  for 
sale.  Call  Marilyn  Showen  or  Norma  T. 
Saladar  at  608-362-8464  Monday  through 
Friday,  9 AM  - 5 PM,  Wednesday  9 AM 
- Noon.  608-365-1761  evenings.  7/94 

Medical  Meetings-Continuing 
Medical  Education 

PRACTICE  STRATEGIES  IN  THE 
EVALUATION  AND  MANAGEMENT 
OF  THE  GERIATRIC  PATIENT,  Sep- 
tember 8-9,  1994,  Holiday  Inn  Home- 
stead, U.S.  Highway  51,  Minocqua,  Wis- 
consin Contact  Marshfield  Clinic,  Of- 
fice of  Medical  Education,  1000  North 
Oak  Avenue,  Marshfield,  WI  54449.  1- 
800-541-2895.  6-8/94 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in  coop- 
eration with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling  pro- 
grams in  conflict  with  others.  Hospitals, 
clinics,  specialty  societies,  and  medical 
schools  are  particularly  invited  to  utilize 
this  listing  service.  There  is  a nominal 
charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates: 
55  cents  per  word,  with  a minimum 
charge  of  $25.00  per  listing.  All  listings 
must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific  meetings 
will  be  included  at  the  discretion  of  the 
editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  is- 
sue is  due  by  July  1.  Address  communi- 
cations to:  Wisconsin  Medical  Journal, 
Box  1109,  Madison,  WI  53701;  or  phone 
608-257-6781;  or  toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United  States 
are  published  in  the  first  issue  of  each 
month  of  the  Journal  of  the  American 
Medical  Association. 


Medical  Meetings-Continuing 
Medical  Education 

Sepcialtv  Societies 

September  9-11, 1994:  Wisconsin  Soci- 
ety of  Anesthesiology,  Wyndham  Hotel, 
Milwaukee,  WI. 

September  17-18,  1994:  Wisconsin  Al- 
lergy Society,  Concourse  Hotel,  Madi- 
son, WI. 

September  17, 1994:  Wisconsin  Society 
of  Pathologists,  The  American  Club, 
Kohler,  WI. 

September  22-24,  1994:  Joint  meeting 
Wisconsin  Society  of  Internal  Medicine 
and  Wisconsin  Chapter:  American  Col- 
lege of  Physicians,  Lake  Lawn  Lodge, 
Delevan,  WI. 

September  23-24,  1994:  Wisconsin 

Academy  of  Ophthalmology,  Wiscon- 
sin Dells. 

September  30,  1994:  Wisconsin  Chap- 
ter: American  College  of  Cardiology, 
State  Medical  Society  headquarters, 
Madison,  WI. 

October  7-8, 1994:  Wisconsin  Psychiat- 
ric Association,  Holiday  Inn,  Appleton, 
WI. 

October  7-9, 1994:  Wisconsin  Society  of 
Otolaryngology-Head  & Neck  Surgery, 
Lake  Lawn  Lodge,  Delevan,  WI. 
October  14-15, 1994:  Wisconsin  Radio- 
logical Society,  Concourse  Hotel,  Madi- 
son, WI. 

October  15, 1994:  Wisconsin  Society  of 
Radiation  Oncologists,  Concourse  Ho- 
tel, Madison,  WI. 

AMA 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 
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Help  reduce  breast  cancer  deaths  by 

at  least  25  percent . . . 

Refer  your  female  patients 
for  regular  screening  mammograms 

Twelve  major  medical  organizations  recommend  that 
asymptomatic  women  ages  40-49  should  have  a 
screening  mammogram  every  1-2  years,  and  a physician's 
examination  every  year.  Asymptomatic  women  50  and 
older  should  have  a mammogram  and  a physician's  exam 
every  year. 

Scientists  estimate  that  if  women  followed  these 
guidelines,  breast  cancer  deaths  would 
decline  by  at  least  25  percent. 


AMERICAN 
4?  CANCER 
f SOCIETY® 

1599  Clifton  Rd.,  N.E. 
Atlanta,  GA  30329 


1891  Preston  White  Drive 
Reston,  VA  22091 


Millions  Victimized  by 
Family  Members 
Every  Year! 

Are  you  concerned  about  the  effects  of  family  violence 
and  victimization  within  your  community? 

Become  an  advocate  within  your  community  for  the 
prevention  of  family  violence. 

Violence  among  family  members  has  reached  staggering  proportions.  Every  year  more  than 
2 million  cases  of  child  abuse  and  neglect  are  reported,  between  2 and  a million  women  are 
battered  bv  their  spouses,  and  between  700,000  and  1 . 1 million  of  the  elderly  population  are 
abused. 

The  American  Medical  Association  has  formed  a National  Coalition  of  Physicians  Against 
Family  Violence.  Through  the  Coalition  the  American  Medical  Association  hopes  to  involve 
you  in  activities  that  address  issues  of  child  abuse,  sexual  assualt,  domestic  violence  aid 
elder  abuse  because  you  have  the  unique  ability  to  identify  the  symptoms,  first-hand.  By 
joining  the  National  Coalition  you  will  be  showing  your  concern  about  the  effects  of  family 
violence  and  victimization,  and  will  become  a committed  advocate  within  your  community 
for  the  prevention  of  family  violence. 

Through  the  Coalition  you  will: 

• be  informed  about  local  contacts  aid  referrals 

• become  aware  of  local  aid  regional  resources 

• be  provided  with  information  regarding  model  educational  programs 

• become  aware  of  treatment  guidelines  aid  protocols. 

• have  access  to  newsletters,  public  education  materials  and  other  publications 

• receive  ai  official  membership  card  and  frameable  poster  alerting  your  patients  of  your 
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President's  page 

All  aboard  the  ship  of  reform? 
(Due  in  DC  means  doin'  DC) 


The  ship  of  health  system  re- 
form recently  sailed  up  the 
Potomac  and  made  a port-o-call  in 
Washington,  DC.  After  nearly  18 
months  of  navigating  stormy  seas 
and  treacherous  reefs,  many  doubted 
whether  the  vessel  could  hold  to- 
gether long  enough  to  make  port. 
During  the  final  few  weeks  before 
docking,  a number  of  us  were  asked 
aboard  to  help  get  the  boat  through 
the  final  shallows.  Three  visits  to  the 
ship  of  state  in  4 weeks  taught  me  a 
few  lessons  about  political  seaman- 
ship. 

One  found  all  manner  of  human- 
ity, both  noble  and  nefarious,  on  the 
wharf  and  jetty.  Officers,  loyal  crew, 
touts,  and  pirates  mingle  cheek  by 
jowl  amidst  the  cacophony  of  a busy 


seaport  of  ideas.  The  tyro  was  easily 
distinguished  from  the  old  tar:  fresh 
scrubbed,  awestruck,  and  possessed 
of  idealistic  optimism.  Permit  me  to 
share  a few  insights  about  these 
seafaring  denizens. 

Captain  Clinton  had  charted  a 
course  that  had  moved  the  ship 
further  than  any  previous  pilot.  His 
officers,  the  other  ship  leaders,  jock- 
eyed for  the  best  position  aboard 
ship.  None  completely  believed  his 
navigational  calculations.  Some, 
such  as  Lieutenant  Dole,  openly 
challenged  his  plot  and  threatened 
mutiny.  Even  stalwarts  grew  queasy 
as  the  ship  lurched  and  rolled  to- 
ward its  destination.  Pilgrims  lined 
in  wait  for  brief  audiences  with  one 
of  the  535  officers,  who  spent  most 


Richard  G.  Roberts,  MD,  JD 


of  their  time  locked  in  their  cabins 
while  they  debated  affairs  of  state. 
The  officers  lacked  a familiarity  with 
the  health  system  waters  provided 
little  solace  for  the  pilgrims  and  high- 
lighted the  officers'  dependance  on 
their  loyal  crew.  The  conflicting  and 
confusing  compass  settings  by  the 
officers  of  this  ship  of  health  reform 
suggested  that  they  had  lost  their 
way  or  needed  to  spend  more  time 
in  reform  school. 

The  loyal  crew  spoke  knowingly 
of  the  ways  of  the  sea.  Yet,  they  did 
not  have  the  experience  on  the  wa- 
ter, nor  had  they  ever  experienced 
Continued  on  next  page 
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Continued  from  preceding  page 
the  dangers  or  delights  of  far-off 
lands.  They  were  expert  however,  at 
pointing  out  the  shoals  and  other 
hazards  for  their  officers.  Their 
expertise  was  gleaned  solely  from 
reading  and  from  galley  gossip;  their 
hands  were  smooth,  never  having 
pulled  a rope. 

The  touts  represented  all  sorts  of 
interests.  Their  expense-accounted 
days  were  a distillation  of  Washing- 
ton Post  headlines,  CNN  news  briefs, 
and  insider  information.  They  plied 
the  dockside  warehouses  seeking  out 
officers  and  crew,  like  sailors  on  leave 
in  search  of  rum.  They  became 
masters  at  the  art  of  reception;  mas- 
ter marketers  with  complex  issues 
reduced  to  one-page  memos  and  2- 
minute  corridor  conversations.  The 


game  was  the  name  of  the  game— 
the  touts  concerned  themselves  more 
with  the  rituals  of  the  game  and 
with  being  players  than  whether  a 
goal  was  scored. 

More  dangerous  were  the  pirates. 
They  arose  from  every  type  of  human 
kind  (including  former  officers, 
crew,  and  touts).  Their  appetites 
were  rapacious;  there  was  nothing 
they  were  reluctant  to  plunder.  Truth 
was  a relative  commodity,  often 
hidden  behind  veils  of  deceit. 

It  became  difficult  at  times  to 
know  the  proper  heading,  much  less 
stay  the  course.  My  tailwinds  were 
the  collective  dreams  of  Wisconsin 
physician's  and  their  patients.  So 
long  as  I kept  the  proper  tack,  I felt 
as  though  good  progress  could  be 
made.  It  felt  at  times  as  though  we 


were  in  the  midst  of  a titanic  struggle 
to  correct  the  course,  if  only  a few 
millimeters,  of  a huge  ocean  liner 
that  threatened  to  run  aground. 

The  ship  has  taken  on  additional 
provisions  in  anticipation  of  the  next 
voyage.  The  painful  lessons  learned 
and  the  risky  nature  of  the  invest- 
ment make  us  doubt  whether  we 
should  ever  leave  the  comfortable 
familiarity  of  terra firma.  The  distant 
shore  can  seem  barely  visible,  al- 
most a mirage.  The  belief  that  we 
can  reach  a better  place  where  ev- 
eryone has  access  to  affordable 
health  care  helps  to  steady  the  rud- 
der. Nevertheless,  we  worry  about 
the  seaworthiness  of  our  vessel.  My 
hope  is  that  we  have  not  climbed 
aboard  a ship  of  fools.  I wish  us  all 
safe  sailing. ❖ 
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Dear  Surgeon, 

Keeping  abreast  of  the  latest  developments  in  the  field  of  surgery  is  a priority  for  today’s  practicing  surgeon.  Our 
nation’s  health  care  system  is  poised  for  great  change.  Therefore,  increasing  your  understanding  of  the  changes  in  the 
socioeconomic  environment  that  affects  our  profession  is  just  as  significant  as  is  keeping  up  with  current  clinical  devel- 
opments. 

It  is  our  belief  that  as  you  review  the  program  for  the  1 994  Clinical  Congress  of  the  American  College  of  Surgeons, 
you  will  find  the  content  for  this  year’s  program  especially  pertinent  to  the  needs  and  concerns  of  today’s  surgeon.  The 
Clinical  Congress  covers  virtually  the  full  spectrum  of  current  scientific  and  socioeconomic  subjects  that  are  of  broad 
interest  to  all  surgeons.  As  you  review  the  program  you  will  see  that  the  Clinical  Congress  will  address  many  of  the 
most  recent  advances  and  innovations  in  surgical  science,  through  presentations  by  foremost  authorities  in  their  re- 
spective fields.  In  addition,  the  Congress  offers  a five-day  schedule  of  interdisciplinary  and  specialty  postgraduate 
courses  that  may  be  taken  for  CME  credit. 

During  the  past  few  years,  the  American  College  of  Surgeons  has  been  working  through  its  Program  Committee  to 
aggressively  enhance  its  annual  Clinical  Congress  Program  to  ensure  that  the  content  of  the  scientific  and  informational 
sessions  reflect  relevant  and  current  surgical  knowledge  and  issues.  We  especially  call  your  attention  to  our  coverage 
of  the  following  points  of  intense  current  interest  during  the  1 994  Clinical  Congress: 

* Video-assisted  surgery  * Emerging  Biotechnology 

* Health  care  reform  * Ethics 

* Cancer  of  the  breast  * Molecular  Biology 

* Surgeons  and  Managed  Care 

Chicago  will  be  the  backdrop  for  this  exciting  program  during  the  week  of  October  9-14.  For  a copy  of  the  advance 
registration  brochure  for  the  Clinical  Congress,  please  send  in  your  request  today.  We  hope  to  see  you  there! 

Best  personal  regards. 


Seymour  I.  Schwartz,  MD,  FACS 
Chairman,  Program  Committee 


Gerald  O.  Strauch,  MD,  FACS 
Director,  Assembly  Department 


To  request  an  advance  registration  brochure  for  the  American  College  of  Surgeons  1 994  Clinical  Congress^ 
just  clip  the  coupon  and  mail  or  fax  to: 

I 


L 


Ms.  Nancy  Sutton 

NAME 

Registration  Coordinator 
American  College  of  Surgeons 
Convention  and  Meetings  Division 
55  East  Erie  Street 

ADDRESS 

CITY/STATE 

Chicago,  IL  60611-2797 
FAX:  312/440-7143 

ZIP  CODE 

PHONE 


J 
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EVP  report:  The  view  from  here 
Stumbling  in  the  dark 


The  Chinese  philosopher  Lao  Tsu 
wrote  that  a journey  of  a thou- 
sand miles  begins  with  a single  step, 
but  this  past  week  833  miles  seemed 
like  a light  year.  The  usual  Capitol 
chaos  has  escalated  to  utter  confu- 
sion, and  the  distance  from  Madi- 
son to  Washington  never  seemed 
longer.  So  much  of  what  Congress 
was  receiving  in  the  way  of  health 
system  reform  was  so  big,  so  com- 
plex, and  so  late  that  it  became  im- 
possible to  know  who  stood  where 
on  what,  what  was  contained  in 
which,  and  what  to  say  about  any- 
thing. 

Proposals  and  accusations  were 
flying,  bills  were  being  rewritten 
several  times  over  even  before  the 
original  drafts  were  finished,  and 
the  normal  processes  of  Congress 
broke  down.  Health  system  reform 
was  removed  from  the  hands  of  con- 
gressional staff  members,  taken 
behind  tightly  closed  doors,  and 
transformed  into  a series  of  bitter 
battles  among  congressional  lead- 
ers. 

In  Lao  Tsu's  metaphor,  Congress 
began  its  journey  by  tripping  and 
falling  flat  on  its  face.  (Followed,  of 
course,  by  a loud  argument  over 
whose  fault  it  was.) 

Things  got  so  crazy  that  the  AM  A 
Board  of  Directors  voted  to  back  a 
bill  that  was  still  being  drafted.  This 
bi-partisan  bill  does  not  go  far 
enough,  particularly  with  regard  to 
universal  coverage,  but  it  does  have 
the  tactical  advantage  of  being  bi- 
partisan. 

I have  been  impressed  with  the 
SMS  Executive  Committee's  will- 
ingness and  ability  to  stay  abreast  of 
the  quickly  changing  conditions  in 
Washington  via  a series  of  telecon- 
ferences. The  Executive  Committee 
has  tentatively  given  its  support  to 
this  same  bi-partisan  bill  in  the  hope 


that  it  can  serve  as  a first  step  on  a 
more  meaningful  journey.  Mean- 
while, physician  leaders  and  SMS 
staff  have  been  to  the  Capitol  sev- 
eral times  during  the  past  weeks, 
and  I am  leaving  for  Washington 
even  as  I write  this  report. 

The  SMS  has  not  wavered  from 
the  eight  essential  elements  of  re- 
form (see  page  447).  How  does  this 
bill  match  with  those  elements? 

Universal  coverage 
The  bill  does  not  achieve  universal 
coverage,  and  does  not  purport  to 
be  a comprehensive  plan  for  univer- 
sal access  and  coverage.  There  is  a 
soft  trigger  if  coverage  of  95%  is  not 
achieved  by  2002.  Under  the  soft 
trigger  provision,  a commission 
would  be  responsible  for  advising 
Congress  on  how  to  achieve  univer- 
sal coverage.  It  does  require  em- 
ployers with  more  than  one  em- 
ployee and  who  has  been  an  em- 
ployer for  more  than  2 years  to  offer 
employees  an  annual  group  health 
plan  containing  a minimum  bene- 
fits package.  At  the  employee's 
option,  a wage  reduction  of  plan 
premiums  would  be  available.  Ac- 
cess to  health  coverage  for  the  unin- 
sured and  Medicaid  recipients  is 
guaranteed  through  the  creation  of 
community  health  centers  using 
state  and  federal  Medicaid  funds. 
Medical  IRAs  also  would  be  avail- 
able to  those  choosing  to  use  them. 

Right  to  choose 

The  bill  is  a managed  competition 
bill,  but  requires  that  a point-of-serv- 
ice  plan  be  offered,  thereby  preserv- 
ing the  right  of  patients  to  see  their 
own  physician.  The  bill  preempts 
state  any-willing-provider  laws,  as 
well  as  any  state  laws  that  are  anti- 
managed competition  in  nature. 

The  bill  includes  language  from 


Thomas  L.  Adams,  CAE 


the  proposed  Patient  Protection  Act 
with  regard  to  grievance  procedures 
disclosure,  due  process  notice  and 
review,  and  utilization  review  stan- 
dards, and  prohibits  discrimination 
based  on  health  standards. 

Standard  benefits  package 
The  bill  provides  that  small  employer 
health  plans  must  be  designed  to 
provide  standard  coverage  with 
substantial  cost-sharing,  or  provide 
catastrophic  coverage.  Standard 
benefits  packages  provide  benefits 
limited  to  payment  for  hospital  care 
and  physicians'  services,  diagnos- 
tic, limited  preventive  services,  and 
some  mental  health  services. 

Community  rating 

Based  on  the  language  obtained  so 
far,  the  bill  does  not  have  provisions 
for  community  rating. 

Insurance  reforms 
The  bill  requires  insurers  to  make 
available  to  all  small  employers  a 
standard  and  catastrophic  health 
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plan.  The  insurers  may  allow  a 6- 
month  pre-existing  condition  limit 
for  conditions  diagnosed  or  treated 
more  than  3 months  before  cover- 
age except  for  pregnant  women  and 
newborns.  Insurers  must  accept 
every  small  employer  in  the  state 
that  applies  for  coverage  and  must 
enroll  every  eligible  individual  who 
applies  for  enrollment.  HMOs  may 
limit  the  employers  and  individuals 
that  may  apply  for  coverage  to  those 
with  eligible  individuals  residing 
within  the  service  area  of  the  plan. 
Insurers  may  not  cancel  or  deny 
coverage  except  for  non-payment  of 
premiums,  fraud  or  misrepresenta- 
tion, non-compliance  with  plan 
provisions  or  misuse  of  provider 
network  provisions.  Within  90  days 
of  enactment,  the  National  Associa- 
tion of  Insurance  Commissioners 
will  develop  model  regulations 
specifying  standards  with  respect 
to  guaranteed  availability  of  health 
plans,  standard  an  catastrophic 


coverage,  consumer  protection  and 
limits  on  premiums  and  annual 
premium  increases. 

Portability 

The  bill  provides  that  plans  may  not 
deny  coverage  for  pre-existing  con- 
ditions to  individuals  who  received 
continuous  coverage  for  the  condi- 
tion prior  to  enrolling  in  a new  plan. 

Tort  reform 

The  bill  includes  many  of  the  MI- 
CRA  reforms  long  advocated  by 
organized  medicine.  In  addition  to 
a $250,000  cap,  the  bill  provides  for 
alternative  dispute  resolution,  fil- 
ing of  a certificate  of  merit  of  the 
claim,  periodic  payments  for  future 
losses,  maximum  contingency  fees 
at  25%  of  the  award,  and  practice 
parameters  as  affirmative  defenses. 

Fee  negotiation 

The  bi-partisan  bill  includes  limited 
anti-trust  reform,  including  attor- 


ney general  guidelines  and  Depart- 
ment of  Justice  issue  certificates  of 
public  advantage. 

The  bi-partisan  bill  calls  for 
Medicare  cuts  of  $54  billion  over  5 
years.  The  cuts  are  not  specified  in 
any  language  that  is  currently  avail- 
able. 

At  this  writing,  the  Senate  threat- 
ens to  go  into  round-the-clock  ses- 
sion to  address  health  system  re- 
form, while  the  House  is  preparing 
to  adjourn  until  the  second  week  of 
September.  Did  1 hear  someone  say 
"hurry  up  and  wait"?  Members  of 
the  House  will  likely  get  an  earful 
from  their  constituents  when  they 
get  home,  and  it  is  imperative  that 
your  voice  is  part  of  what  they  hear 
(see  page  448).  Of  Wisconsin's  con- 
gressional delegation.  Rep  Peter 
Barca,  Rep  Tom  Barrett,  Rep  Steve 
Gundersen  and  Sen  Herb  Kohl  seem 
to  be  the  most  undecided.  Do  what 
you  can  to  help  them  make  up  their 
minds.  ❖ 


A bequest  to  the  American  Heart  Association  says 
something  special  about  the  giver.  It’s  an  expression  of 
hope,  a gift  of  health  given  to  generations  to  come.  If s 
00008***  an  unselfish  act  that  shows  you  care  about  others  and 
want  to  leave  the  world  better  than  you  found  it. 

Your  gift  will  be  used  to  fund  research  and  educational  programs  to 
fight  heart  attack,  stroke,  high  blood  pressure  and  other  heart  and  blood  vessel 
diseases.  To  find  new  ways  to  stop  the  sadness,  suffering 
and  death  - and  give  others  the  freedom  of  good  health. 

...  , , , iicu  American  Heart 

lo  learn  more  about  how  you  can  leave  a legacy  tor  the 
future,  call  1 -800-AHA-USA1 . Do  it  today. 


Association 


IT’S  THE 
GIFT  OF 
A LIFETIME. 


This  space  provided  as  a public  service.  ©1992,  American  Heart  Association 
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Letters 

WMJ  article  on  surgeons  and  HIV  prompts  concern 


To  the  editor:  The  Midwest  AIDS 
Training  and  Education  Cen- 
ter (MATEC)-Wisconsin  provides 
educational  programs  for  health  pro- 
fessionals, to  improve  their  skills 
and  confidence  in  caring  for  HIV-in- 
fected clients  and  their  families.  We 
are  generally  supportive  of  efforts 
to  improve  physicians'  understand- 
ing of  the  issues  that  surround  HIV- 
related  care. 

We  have  reviewed  Dr  Donald  H. 
Kranendonk's  article  on  "Surgeon 
needle  sticks,  and  HIV"  (Wi's  Med 
J.1994;93(3):109-113).  We  are  con- 
cerned because  the  article  leaves  the 
reader  with  the  impression  that 
physicians  are  at  much  higher  risk 
of  HIV  infection  than  has  been  borne 
out  by  more  than  10  years  of  experi- 
ence with  the  epidemic. 

• Dr  Kranendonk's  article  states 
that  the  "cumulative  risk  of  HIV 


infection  for  the  average  surgeon 
now  ranges  from  1 in  5 to  1 in 
100,"  which  suggests  that  many 
Wisconsin  physicians  could  ex- 
pect to  be  infected  each  year.  In 
fact,  the  CDC  has  documented 
only  five  cases  nationally— in  10 
years-of  physicians  who  serocon- 
verted  following  occupational  ex- 
posure. 

• In  several  instances.  Dr  Kranen- 
donk  quotes  rates  of  risk  that  are 
not  substantiated  by  experience. 
For  example,  the  article  states  that 
"the  annual  rate  of  medical  in- 
terns becoming  infected  with  the 
AIDS  virus  due  to  percutaneous 
puncture  is  1 in  1,000."  In  view  of 
the  fact  that  there  are  more  than 
60,000  house  officers  nationally 
at  all  times,  this  contention  is 
incompatible  with  the  data  cited 
above. 


Health  care  workers'  overall  risk 
of  occupationally  acquired  life 
threatening  infection  includes  the 
risks  from  exposure  to  hepatitis,  HTV, 
multiple  drug  resistant  tuberculo- 
sis, and  several  other  major  patho- 
gens. We  believe  that  the  wisest  and 
most  effective  way  to  protect  health 
care  workers  from  occupational 
exposure  to  these  and  other  patho- 
gens is  through  the  use  of  well 
monitored  universal  precautions. 
For  health  care  workers  who  are 
specifically  interested  in  reducing 
their  risk  of  HIV  infection,  the  most 
important  steps  are  still  in  the  realm 
of  off-the-job  behavior:  avoiding 
unsafe  sexual  practices  and  unsafe 
drug  use. 

—Charles  E.  Gessert,  MD 
Site  Coordinator,  MATEC 
—Terrance  G.  Brennam,  MPH 
Program  Director,  MATEO:* 


Physician  petition  leads  to  changes  at  WIPRO 


To  the  editor:  Earlier  this  year  a 
petition  circulated  throughout 
Wisconsin  called  into  question  the 
quality  of  peer  review  performed  by 
the  Wisconsin  Peer  Review  Organi- 
zation (WIPRO).  More  specifically 
the  document  expressed  concern 
over  the  credentials  of  WIPRO' s phy- 
sician reviewers  and  the  tendency 
of  the  review  to  encourage  physi- 
cians to  perform  unnecessary  diag- 
nostic and  other  procedures.  Hun- 
dreds of  Wisconsin  physicians 
signed  the  petition  to  witness  their 
agreement  with  its  call  for  a vote  of 
no  confidence  in  WIPRO. 


Recently,  officials  from  WIPRO 
met  with  the  author  of  the  petition 
in  an  effort  to  better  understand  the 
issues  and  to  look  for  suggestions 
for  improvement.  The  representa- 
tives from  WIPRO  agreed  with  sev- 
eral of  the  issues  contained  in  the 
petition,  but  rather  than  debate  the 
particulars  all  of  the  participants 
agreed  to  discuss  areas  of  common 
ground  and  to  form  the  basis  for  a 
constructive  future.  As  a result  of 
the  meeting,  two  major  themes 
emerged  which  will,  we  believe,  go 
a long  way  toward  making  improve- 
ments in  the  system  and  meeting 


the  concerns  in  the  petition. 

First,  WIPRO  has  modified  or 
enhanced  several  programs  to  en- 
sure high  quality  peer  review.  Phy- 
sician reviewers  are  credentialed  in 
much  the  same  way  they  would  be 
when  joining  a hospital  staff.  New 
methods  of  recording  and  delineat- 
ing the  results  of  peer  review  have 
been  adopted  to  reduce  variation  in 
physician  response.  And  an  internal 
quality  assurance  (IQA)  program 
headed  by  a physician  committee 
oversees  the  credentialing  and  re- 
view process,  even  re-reviewing 
cases  to  verify  the  quality  of  review 


410 


Wisconsin  Medical  Journal  • August  1994 


Continued  from  preceding  page 
decisions.  Occasionally  the  IQA 
process  results  in  the  discontinu- 
ation of  a reviewer  whose  work  is 
found  wanting. 

Second,  a national  movement  has 
begun  within  that  will  greatly  re- 
duce the  amount  of  individual  rec- 
ord review  being  done  and  replace 
it  with  quality  improvement  proj- 
ects. Dubbed  the  Health  Care  Qual- 
ity Improvement  Program  this  new 
initiative  emphasizes  data  collection 
and  analysis  of  patterns  of  process 


and  outcomes  across  larger  num- 
bers of  patients  in  a cooperative 
manner.  By  its  very  nature  this 
movement  away  from  individual 
chart  review  avoids  attention  to 
minutiae  and  searches  for  variations 
which,  when  evaluated,  may  pro- 
vide opportunities  for  improve- 
ments in  patient  care.  The  rise  of  this 
emphasis  in  WIPRO' s work  will 
greatly  reduce  the  likelihood  of 
antagonistic  encounters  which, 
while  not  at  all  unique  in  Wisconsin, 
have  plagued  practicing  physicians 


and  WIPRO  staff  alike. 

We  at  WIPRO  trust  that  these 
changes  will  go  a long  way  toward 
meeting  the  concerns  in  the  petition. 
We  thank  the  author  for  his  concern 
and  energies  and  invite  the  com- 
ments and  suggestions  of  any  oth- 
ers who  have  an  interest  in  improv- 
ing the  process  of  review  as  we  all 
strive  to  improve  patient  care. 
--John  J.  Kief,  MD 
President,  WIPRO 
—Greg  E.  Simmons 
Chief  Executive  Officer,  WIPRO* 


Not  quite.  But  physicians  are  discovering 
the  value  of  electronic  data  interchange 
(EDI).  Proservices'  network  for  Wisconsin 
physicians  extends  nationally  to  more  than 
100  payors  - including  private  insurance 
companies,  Medicare  and  Medicaid. 

Proservices  acts  as  your 
clearinghouse: 

• Consolidating  your  claims  submissions 

• Editing  claims  to  reduce  billing  errors 

• Simplifying  compliance  with  Medicare 

• Speeding  claims  payments 

• Saving  administrative  time  and  money 


And  Proservices  gives  you  access  to  eligi- 
bility information,  claims  status  updates 
and  other  reports  useful  in  your  daily 
office  operation.  The  Proservices  network 
works  easily  with  a stand-alone  PC  or 
interfacing  with  your  office  management 
system. 

Proservices  is  endorsed  by  the  State 
Medical  Society  of  Wisconsin. 

Call  Proservices  at  414-226-5123.  EDI  for 
the  doctor’s  office. 

PROSERVICES 
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Joy  is  the  only  perfection 


To  the  editor:  Allow  me  to 
comment  on  an  article  in  the 
June  1994  WMJ  by  Maigaard  and 
Schiedermeyer,  "Clarifying  goals, 
improving  communication,  and 
finding  joy  in  the  doctor-patient 
relationship." 

Thank  you  for  another  amusing 
anecdote  illustrating  America's 
obsession  with  denying  death. 

The  case  of  Mrs  X was— again— an 
example  of  an  undiagnosed  and  thus 
untreated  psychiatric  condition.  If 
Mrs  X refuses  to  return  to  a psychia- 
trist (this  was  left  unclear)  then  non- 
psychiatric doctors  would  need  to 
acquire  the  skills  and  take  the  time 
necessary  to  obtain  a thorough  per- 


sonal history.  This  would  yield  the 
key  to  Mrs  X's  anxiety,  presumed 
somatization  disorder,  and  possible 
personality  disorder.  It  would  give 
the  conscientious  and  capable  th- 
erapist the  tools  to  work  with  her 
and  some  chance  that  she  would 
improve. 

I said  "take  the  time."  Too  many 
of  us  are  ruled  by  "time  is  money," 
hardly  a great  humanistic  maxim. 
American  doctors'  socioeconomic 
rank  has  risen  from  solidly  middle- 
class  before  World  War  II  to  upper 
middle  class  or  upper  class  since 
World  War  II.  Far  more  prospec- 
tive medical  students  are  interested 
in  lifestyle  rather  than  in  joy,  we 


ca  world-class  operation, 
sidency  blues." 


A GREAT  WAY  TO  SERVE 


AIR  FORCE  RESERVE 


w 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 


Call:  (708)422-4732 


know  that.  Most  of  my  colleagues 
decline  to  work  with  Medicaid  pa- 
tients, not  because  their  psychody- 
namics are  insufficiently  challeng- 
ing (they  are!)  but  because  it  doesn't 
pay.  Recently  a most  amiable  gen- 
eral practitioner  said  to  me  as  I was 
trying  to  re-refer  a patient,  "I  don't 
make  a living  listening  to  those  folks, 
I make  a living  getting  them  out  of 
my  office  as  fast  as  I can.  It's  the 
system."  System  indeed.  I fail  to  see 
how  joy  and  haste  can  be  very  com- 
patible. 

Should  our  system  change  to  a 
single-payer  plan  as  is  the  case  of  all 
so-called  civilized  countries,  the 
same  bell-shaped  distribution  of 
talent,  enthusiasm,  and  joy  will 
prevail  among  doctors.  In  fact,  after 
awhile,  one  could  expect  that  the 
curve  might  move  slightly  to  the 
right,  meaning  more  of  us  would 
like  what  we  do,  not  fewer.  And  if  a 
number  of  potential  medical  school 
candidates  switch  to  more  lucrative 
fields  to  be  guaranteed  a Mercedes 
Benz  within  a few  years  of  graduat- 
ing (I'm  not  sure  what  those  fields 
could  be),  the  public  will  have  suf- 
fered no  irreparable  loss  in  my  opin- 
ion. 

May  I recommend  the  following 
classic:  "Taking  Care  of  the  Hateful 
Patient,"  by  James  E.  Groves,  MD.2 
It  is  brilliant  and  hilarious,  and  could 
usefully  be  required  reading  once  a 
year  or  more.  It  will  recharge  your 
batteries,  relieve  unwarranted  guilt, 
help  avoid  excessive  counter-trans- 
ference hate,  and  restore  joy  if  only 
for  awhile.  As  Spinoza  said,  "joy  is 
the  only  perfection." 

—Victoria  Lewin-Fetter,  MD 
Milwaukee 

1.  Altman  D.  Personal  communication. 

Robert  Wood  Johnston  Foundation, 

Princeton,  NJ.  08540 

2.  Groves  J.  Taking  Care  of  the  Hateful 

Patient.  N Eng  / Mcd.l978;298:883- 

887.  ❖ 
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Everyone  Out  Of  The  Pool! 

Worker’s  Compensation  Coverage 


That’s  what  some  Worker’s  Compensation  insurers  are  telling 
clinics  and  physicians  throughout  Wisconsin.  These  companies 
want  to  reduce  their  risk  by  eliminating  certain  classes  of 
employees  and  sizes  of  risk  from  their  Worker’s  Compensation 
pool.  In  your  case,  this  includes  physicians,  clinic  employees, 
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Newborn  screening  for  cystic  fibrosis  in  Wisconsin: 
first  application  of  population-based  molecular  genetics 
testing 

Philip  M.  Farrell,  MD,  PhD;  Richard  A.  Aronson,  MD,  MPH;  Gary  Hoffman,  MS;  and  Ronald  H.  Laessig,  PhD, 
Madison 


Infants  born  in  Wisconsin  are  being  screened  for  cystic  fibrosis  (CF)  asso- 
ciated with  the  F508  mutation.  This  screening  program  has  been  devel- 
oped during  9 years  of  research  supported  by  the  National  Institutes  of 
Health  and  involves  a unique,  two-tier  system  employing  measurement  of 
immunoreactive  trypsinogen  (IRT)  initially.  When  the  IRT  level  is  high, 
DNA  is  extracted  from  the  neonatal  dried  blood  specimen  and  analyzed 
for  the  F508  mutant  allele,  following  polymerase  chain  reaction  (PCR)  am- 
plification; the  F508  mutation  i9  present  in  more  than  90%  of  CF  patients 
and  accounts  for  the  common,  severe  form  of  the  disease.  Infants  with  a 
positive  DNA  test  are  either  CF  heterozygote  carriers  or  CF  patients, 
depending  on  the  results  of  a sweat  test,  which  should  be  performed  at  4 
weeks  of  age.  Screening  the  newborn  population  for  CF  provides  the 
opportunity  for  early  nutritional  and  respiratory  interventions,  as  well  as 
genetic  counseling.  This  represents  the  first  population-based  application 
of  molecular  genetics  for  detection  of  a major  congenital  disorder  causing 
serious  public  health  problems.  The  process  by  which  the  recommenda- 
tion was  reached  to  screen  for  CF  is  described  in  this  article,  along  with 
new  information  on  the  pathogenesis  of  CF,  its  clinical  presentation,  the 
rationale  for  newborn  screening,  and  the  method  developed  for  the 
screenmg  program.  Wis  Med  J.1994;93(8):415-421. 


Screening  has  been  defined  as 
"the  application  of  a test  to 
people  who  are  as  yet  asymptomatic 


From  the  Newborn  Screening  Advisory 
Group  and  its  Molecular  Subcommittee, 
Division  of  Health,  Department  of  Health 
and  Social  Services.  Reprint  requests  to: 
Philip  M.  Farrell,  MD,  PhD,  University 
of  Wisconsin,  600  Highland  Ave,  Madi- 
son, WI  53792-4108.  Copyright  1994  by 
the  State  Medical  Society  of  Wisconsin. 


for  the  purpose  of  classifying  them 
with  respect  to  their  likelihood  of 
having  a particular  disease."1  The 
screening  procedure  itself  does  not 
generally  diagnose  illness,  but  rather 
those  who  test  positive  are  sent  for 
further  evaluation  by  a subsequent 
diagnostic  test  or  procedure  to  de- 
termine whether  they  do  in  fact  have 
the  disease.1 

Newborn  screening  can  be  de- 
scribed as  a population-based  pub- 


lic health  program  applied  region- 
ally to  reduce  the  morbidity,  sever- 
ity, or  mortality  of  certain  biochemi- 
cal genetic  disorders,  using  dried 
blood  specimens  from  newborns 
analyzed  in  centralized  laboratories 
linked  to  clinical  follow-up  systems 
for  presymptomatic  detection  and 
diagnosis.  Generally,  newborn 
screening  tests  lead  to  the  presump- 
tive identification  of  unrecognized 
disease  to  allow  for  therapeutic  in- 
terventions with  a variety  of  goals 
such  as  prevention  of  mental  retar- 
dation and  developmental  disabili- 
ties in  children  with  phenylketon- 
uria (PKU). 

In  addition  to  PKU,  the  proto- 
type disorder  for  newborn  screen- 
ing, other  tests  currently  used  in 
Wisconsin  detect  congenital  hypo- 
thyroidism, galactosemia,  bioti- 
nidase  deficiency,  congenital  adre- 
nal hyperplasia,  and  hemoglobino- 
pathies such  as  sickle  cell  disease. 

As  a result  of  a 9-year,  statewide 
research  project  and  nearly  1 year  of 
a systematic  review  and  approval 
process,  CF  is  a recommended  addi- 
tion to  W isconsin's  newborn  screen- 
ing program.  A unique,  two-tier  test 
is  being  employed  for  this  purpose 
involving  initial  measurement  of  im- 
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munoreactive  trypsinogen  (IRT) 
followed  by  DNA  extraction  and 
analysis  for  the  most  common  CF 
mutation,  namely  the  F508  allele. 

Epidemiology,  pathogenesis, 
treatment 

CF  is  an  autosomal  recessive  disor- 
der that  occurs  with  a relative  inci- 
dence rate  of  1 CF  patient  in  4,000 
newborns.2  CF  was  recognized  and 
described  as  a distinct  clinical  entity 
in  1938,  but  the  pathogenesis  of  this 
disease  has  been  clarified  during  the 
current  decade. 

Originally,  the  pancreatic  abnor- 
mality was  considered  the  primary 
lesion.  Subsequent  research  by  di 
Sant'Agnese  revealed  characteristi- 
cally abnormal  sweat  electrolyte 
concentrations,  which  established 
the  concept  that  the  disease  is  a 


generalized  disorder  of  ion  trans- 
port.3 On  the  basis  of  molecular 
genetics  research,4  CF  fundamen- 
tally can  be  attributed  to  mutations 
occurring  in  the  long  arm  of  chro- 
mosome 7.  With  cloning  of  the  CF 
gene  in  1989,  it  was  determined  that 
the  most  common  mutation  is  a three 
base  pair  deletion,  referred  to  as  the 
F508  allele,  and  resulting  in  the  loss 
of  phenylalanine  at  amino  acid  po- 
sition 508  of  the  predicted  gene 
product,  namely  the  CF  transmem- 
brane regulator  (CFTR).4'5 

The  abnormal  CFTR  protein  is 
now  considered  the  underlying 
pathogenic  factor  in  the  disease 
process  due  to  its  putative  role  in 
regulating  ion  transport  across  the 
apical  membrane  of  epithelial  cells, 
particularly  chloride  conductance 
which  is  defective  in  CF.6-7  The  most 


recent  research  suggests  that  CFTR 
is  the  major  structural  component  of 
the  chloride  channel,  and  that  it 
regulates  chloride  transport  by  cy- 
clic AMP-dependent  process.7  There 
are  three  categories  of  major  abnor- 
malities in  CF:  pancreatic  exocrine 
insufficiency  leading  to  malabsorp- 
tion and  malnutrition;  chronic  ob- 
structive pulmonary  disease  with 
recurrent  bronchopneumonia 
caused  by  unusual  respiratory  pa- 
thogens such  as  Pseudomonas 
aeruginosa;  and  salt  loss  in  sweat 
that  can  lead  to  severe,  potentially 
fatal  hyponatremic  dehydration. 

The  pancreatic  disturbance  be- 
gins prenatally  and  can  cause  intes- 
tinal obstruction  in  newborns  with 
CF  who  have  meconium  ileus.  In 
contrast,  the  lungs  of  CF  patients  are 
histologically  normal  at  birth,  but 


Table  1.— Comparison  of  CF  to  the  five  addition  and  deletion  criteria 

Criterion  1 

Incidence 

At  least  1 case  per  100,000  births 

CF 

° 1 per  4,000-5,000  births615 

Criterion  2 

Morbidity  and 

Early  detection  benefits  outweigh  adverse  consequences  (false-positives,  costs,  etc) 
mortality 

CF 

° False-positives— significantly  decreased  using  IRT/ DNA  protocol 
° Other  potential  risks  not  apparent  during  study 
° Scientific  evidence  for  benefits  accumulating 

- Favorable  short-term  studies  in  Australia,  Great  Britain,  and  Denmark10 

Malnutrition  and  lung  disease  can  be  detected  in  asymptomatic,  2-month-old 
CF  patients1819 

Northeastern  Italian  investigation  revealing  significantly  better 
outcomes  for  screened  patients20 

Criterion  3 

Potential  for 

successful 

treatment 

Effective  management  can  be  implemented  to  benefit  infants 

CF 

° Malnutrition  can  be  prevented  at  CF  centers1' 

° Improved  respiratory  therapy  readily  available 
° Gene  therapy  to  potentially  "cure"  lung  disease  being  developed 

Criterion  4 

Costs 

Cost  of  test  must  be  comparable  to  that  of  other  established  tests 

CF 

° Add-on  cost  estimated  in  Wisconsin  is  $3-3.50  per  newborn 
° Average  cost/ disorder  currently  being  screened  for  is  approximately  $3 

Criterion  5 

Laboratory 

feasibility 

Methodology  must  be  adaptable  to  mass  screening 

CF 

° IRT/DNA  methodologies  can  be  effectively  added  to  routine  screening,  including 
mutation  and  multimutation  analyses 
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recent  research  has  shown  evidence 
of  pulmonary  dysfunction  by  2 
months  of  age.8  Despite  being  nor- 
mal at  birth,  the  CF  lung  inevitably 
and  ultimately  shows  both  obstruc- 
tion and  infection  in  all  patients, 
although  the  onset  and  rate  of  pro- 
gression of  this  problem  vary  widely 
among  individuals.6 

The  diagnosis  of  CF  is  customar- 
ily made  because  of:  a positive  fam- 
ily history,  which  occurs  in  about 
10%  of  cases;9  the  occurrence  of 
meconium  ileus;  or  as  a result  of  in- 
testinal malabsorption  or  chronic 
pulmonary  obstructive  disease. 
Once  the  characteristic  signs  and 
symptoms  become  evident,  the  di- 
agnosis of  CF  can  be  established  by 
performing  a sweat  test  using  quan- 
titative pilocarpine  iontophoresis. 

Unfortunately,  the  diagnosis  of 
CF  is  often  delayed.  Data  available 
from  the  US  Cystic  Fibrosis  Founda- 
tion's Patient  Registry  shown  in  the 
accompanying  figure  indicate  that 
the  mean  age  in  1992  was  4 years 
and  the  median  1.1  years.  Some 
studies  suggest  that  delay  in  diag- 
nosis is  associated  with  worse  dis- 
ease, including  severe  malnutrition 
and  irreversible  pulmonary  infec- 
tions;9-10 in  fact,  approximately  40% 
of  newly  diagnosed  patients  in  the 
United  States  have  "failure  to  thrive/ 
malnutrition."9  Other  observations, 
however,  do  not  support  a relation- 
ship between  age  of  diagnosis  and 
prognosis.11 

Clinical  management  of  CF  in- 
volves treatment  programs  with 
three  principal  objectives:  improve 
nutritional  status;  promote  clearance 
of  respiratory  secretions;  and  con- 
trol bronchopulmonary  infections.6 
In  addition,  attention  must  also  be 
given  to  managing  gastrointestinal 
complications  of  CF,  replacing  ex- 
cessive salt  losses,  and  promoting 
psychosocial  development.6  These 
therapeutic  interventions  are  highly 
specialized,  complex,  and  difficult 
to  maintain.  Consequently,  care 
programs  for  CF  patients  in  the 
United  States  are  organized  in  a 


Years 

Fig.— Age  at  diagnosis  for  885  CF  patients  diagnosed  in  the  United  States  during  1992. 
(Courtesy  of  the  Cystic  Fibrosis  Foundation  Patient  Registry,  as  provided  by  Dr  Stacey 
FitzSimmons.) 


network  of  more  than  100  accred- 
ited CF  centers  operating  according 
to  criteria  specified  by  the  national 
Cystic  Fibrosis  Foundation.  These 
centers  have  placed  particular  em- 
phasis on  enhancing  nutrition  (by 
pancreatic  enzyme  therapy  and  vi- 
tamin supplements)  and  using  ag- 
gressive strategies  to  prevent  pro- 
gressive pulmonary  disease  (by 
promoting  clearance  of  respiratory 
secretions  and  administration  of  an- 
timicrobial agents). 

Although  CF  lung  disease  cannot 
be  cured,  these  comprehensive  treat- 
ment programs  have  generally  been 
effective,  as  evidenced  by  the  in- 
creasing longevity  of  patients  in  the 
United  States  from  a median  sur- 
vival of  less  than  20  years  to  ap- 
proximately 30  years  during  the 
period  of  1978  to  1992.9 

Neonatal  screening 
On  the  basis  of  retrospective  analy- 
sis of  outcomes  related  to  age  of 
diagnosis,  Shwachman  et  al12  rec- 
ommended newborn  screening  for 
CF  in  1970.  The  first  attempts  made 
to  identify  CF  through  screening 
used  qualitative  analysis  of  albu- 
min in  meconium  at  bedside,  but 


the  validity  of  this  procedure  was 
uncertain  and  experience6  was  dis- 
couraging. 

The  possibility  of  newborn  screen- 
ing became  more  hopeful  in  1979 
when  Crossley  et  al13  applied  meas- 
urement of  IRT  to  neonatal  dried 
blood  specimens  collected  on 
Guthrie  cards  in  New  Zealand.  They 
demonstrated  that  the  IRT  test  could 
be  applied  successfully  to  such  speci- 
mens, thereby  allowing  screening  in 
centralized  laboratories.  Subsequent 
experience  in  other  countries  was 
encouraging.  In  the  United  States, 
however,  the  Cystic  Fibrosis  Foun- 
dation recommended  caution  and 
more  research,  including  critical 
assessment  of  the  IRT  test  per  se  and 
study  of  the  value  of  early  treatment 
related  to  prognosis;  these  recom- 
mendations were  published  in  1983 
after  a task  force  review.14 

A prospective,  controlled  inves- 
tigation of  CF  neonatal  screening 
was  planned  in  1984  and  initiated  in 
1985  as  a statewide  collaborative 
research  project  involving  the  Madi- 
son and  Milwaukee  CF  centers  af- 
filiated with  the  University  of  Wis- 
consin and  the  Medical  College  of 
Wisconsin  Departments  of  Pediat- 
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rics,  respectively,  the  state  Labora- 
tory of  Hygiene's  Newborn  Screen- 
ing Program,  and  primary  care 
physicians  who  generously  cooper- 
ated throughout  Wisconsin.  The 
ensuing  study  represents  the  largest 
prospective  pediatric  research  proj- 
ect since  the  polio  vaccine  field  trials 
of  1954.  As  a result  of  9 years  of 
investigation,  involving  650,341 
newborns  in  the  screened  and  con- 
trol ("standard  diagnosis")  groups, 
an  excellent  test  has  been  developed 
and  its  validity  rigorously  assessed, 
along  with  benefits  and  potential 
risks  to  children  and  their  families 
involved  in  the  screening  program. 

The  new  test,  referred  to  as  the 
IRT/DNA  method,  represents  the 
first  application  of  molecular  diag- 
nostic technology  in  a population- 
based  fashion.  The  method  involves 
an  initial  measurement  of  IRT,  on  a 
punched  disk  from  the  neonatal 
dried  blood  specimen.  IRT  levels 
are  increased  in  the  blood  of  new- 
borns with  CF  because  of  their  ob- 
structed pancreatic  ductules.  When 
the  IRT  level  is  high,  the  second-tier 
test  is  performed  on  DNA  extracted 
from  another  punched  disk  of  the 
same  blood  specimen  which  is  ana- 
lyzed after  PCR  amplification  for 
the  major  CF  mutation  (the  F508 
allele),  as  described  by  Gregg  et  al.15 

The  IRT/DNA  test 

During  the  9 years  of  research,  two 
screening  protocols  were  used.  The 
original  protocol,  from  April  1985 
through  June  1991,  analyzed  blood 
spot  specimens  with  a radioimmu- 
noassay for  IRT,  and  a level  of  > 180 
ng/  mL  was  used  to  identify  those 
newborns  who  needed  a sweat  chlo- 
ride test  for  diagnosis  of  CF. 

There  were  220,862  newborns 
screened  by  4 weeks  of  age  during 
this  period,  of  which  369  had  ini- 
tially elevated  IRT  levels.  Repeat  IRT 
measurements  at  the  time  of  sweat 
tests  when  the  babies  were  gener- 
ally 4 to  8 weeks  old  showed  that 
decreases  in  IRT  level  limited  the 


utility  of  "recall"  tests  as  employed 
for  other  newborn  screening  tests. 
Sweat  testing  confirmed  46  cases  of 
CF.  There  were  7 "missed  cases"  of 
CF  due  to  IRT  levels  less  than  180 
ng/mL  (3  were  diagnosed  at  birth 
because  of  meconium  ileus,  and  the 
other  4 showed  symptoms  of  CF). 
The  sensitivity,  specificity,  and  posi- 
tive predictive  value  (PPV)  were 
86.7%,  99.9%,  and  12.5%,  respec- 
tively. 

The  second  protocol,  from  July 
1991  through  December  1993,  ap- 
plied an  innovative  two-tier  method 
involving  the  IRT  assay  with  a lower 
cut-off  of  110  ng/ niL  (approximately 
the  99th  percentile)  to  identify 
samples  to  be  further  assessed  for 
the  presence  of  the  F508  mutation 
by  DNA  analysis.  Newborns  with 
DNA  test  results  revealing  one  or 
two  F508  mutations  were  then  re- 
ferred for  sweat  testing.  The  lower 
cut-off  value  was  selected  to  avoid 
"missed  cases." 

In  this  protocol,  94,259  newborns 
were  screened,  of  which  1,746  were 
referred  for  DNA  mutation  analy- 
sis. There  were  106  positive  DNA 
analyses,  of  which  18  had  positive 
sweat  tests.  To  date,  no  known  CF 
cases  have  been  missed  with  this 
protocol  during  the  July  1991 
thtough  December  1993  screening 
period.  The  sensitivity,  specificity, 
and  PPV  were  100%,  99.9%,  and  17%, 
respectively. 

Comparing  the  two  protocols,  it 
is  evident  that  with  using  the  two- 
tiered  IRT/DNA  protocol  the  num- 
ber of  newborns  referred  for  follow- 
up (mutation  analysis)  can  be  in- 
creased, therefore,  reducing  false- 
negative concerns  and  simultane- 
ously decreasing  the  number  of 
sweat  tests  needed  to  detect  CF.  For 
example,  there  were  214  IRT  results 
above  180  ng/mL  during  the  IRT/ 
DNA  protocol  period  that  would 
have  led  to  sweat  tests  had  the  DNA 
assay  not  been  available.  With  DNA 
testing  available,  only  106  sweat  tests 
were  needed. 


Review  and  approval  process 
To  determine  if  newborn  screening 
tests  such  as  the  one  for  congenital 
adrenal  hyperplasia  implemented 
in  199316  or  for  CF  should  be  added 
to  the  panel,  an  extensive,  critical 
review  process  has  been  used.  This 
process  began  in  1990  when  the 
secretary  of  Health  and  Social  Serv- 
ices established  a Newborn  Screen- 
ing Advisory  Group  for  "periodic 
review  and  evaluation  of  Wiscon- 
sin's neonatal  screening  program." 

This  group  has  been  administered 
by  the  Division  of  Health,  Depart- 
ment of  Health  and  Social  Services. 
It  was  constituted  with  experts  in 
newborn  care  and  screening  from 
around  W isconsin  and  was  charged 
with  the  following  responsibilities: 
review  the  state's  screening  program 
annually;  propose  reporting  and 
tracking  protocols;  and  recommend 
tests  for  addition  to  or  deletion  from 
the  panel.  To  address  panel  revi- 
sions, an  addition  and  deletion  sub- 
committee was  appointed,  and  this 
group  developed  the  following  rec- 
ommendations and  criteria. 

"In  general,  screening  should  not 
take  place  unless  the  disorder  is 
recognized  as  an  important  public 
health  problem  for  which  there  will 
be  a commitment  of  financial  sup- 
port. Benefits  to  identified  infants 
should  outweigh  the  costs  of  the 
screening  program."  Specific  crite- 
ria include: 

• "Incidence:  The  identification  of 
1 case  per  100,000  births  should 
be  the  minimum  number  for  any 
specific  disorder.  With  an  annual 
birth  rate  of  70,000-75,000,  Wis- 
consin should  expect  to  identify 
approximately  1 case  per  year. 

• "Morbidity  and  Mortality:  As- 
sessment of  scientific  evidence 
should  support  the  expectation 
that  benefits  of  identification  in 
the  neonatal  period  (treatment 
effective  only  when  started  be- 
fore the  age  at  which  clinical  di- 
agnosis is  usually  made)  will 
outweigh  adverse  consequences 
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Table  2.~Wisconsin  Neonatal  Screening  Results  During  1991  and  1992  * 


Phenylketonuria 

Congenital 

hypothyroidism 

Galactosemia 

Positive  test  results 

67 

600 

148 

Follow-up  positive  results 

20 

41 

29 

Confirmed  cases 

5 

31 

2 

Sensitivity  (expected  %) 

100 

100 

100 

Specificity  (%) 

99.9 

99.5 

99.3 

Positive  predictive  value  (%) 

6.9 

5.2 

1.4 

Follow-up  test  predictive  value  (%) 

25 

43 

6.5 

Relative  incidence  rate** 

1:28,100 

1:4,500 

1:70,300 

* Data  shown  are  for  1991  and  1992,  during  which  time  a total  of  140,539  initial  dried  blood  specimens  were  analyzed  by 
the  Wisconsin  State  Laboratory  of  Hygiene. 

“Incidence  calculation  assumes  one  newborn  per  initial  sample. 


• "Potential  for  Successful  Treat- 
ment: There  should  be  evidence 
that  effective  management  can  be 
implemented  to  benefit  infants 
and  their  families;  diagnosis  with- 
out effective  treatment  is  inap- 
propnate. 

• "Cost:  Laboratory  costs  of  any 
test  to  be  added  should  be  com- 
parable to  the  costs  of  well- 
established  tests  such  as  PKU." 

• "Laboratory  Feasibility:  Test  must 
be  adaptable  to  a mass  screening 
program.  The  health  care  system 
and  laboratory  technology  limits 
tests  to  those  that  use  blood  speci- 
mens at  this  time." 

These  criteria  were  approved  by 
the  Division  of  Health,  following 
which  decisions  were  reached  about 
adding  congenital  adrenal  hyperpla- 
sia testing  and  deleting  maple  syrup 
urine  disease  and  homocystinuria. 
In  October  1993,  following  3 months 
of  review— which  included  expert, 
independent  advisors  (see  ac- 
knowledgements)—the  subcommit- 
tee approved  addition  of  CF  testing 
with  the  IRT/DNA  method.  The 
following  month,  the  Newborn 
Screening  Advisory  Group  unani- 
mously recommended  CF  testing  for 
subsequent  approval  by  the  Divi- 
sion of  Health. 


Rationale  for  routine  screening 
Two  considerations  were  investi- 
gated by  the  Newborn  Screening 
Advisory  Group  to  determine 
whether  CF  should  be  considered 
for  routine  screening.  The  first  con- 
sideration was  to  apply  the  observa- 
tions from  the  Wisconsin  CF  Neona- 
tal Screening  Project  and  other  re- 
search findings  to  the  criteria  that 
were  developed  in  1992  to  deter- 
mine which  congenital  disorders 
should  be  screened  for  in  Wiscon- 
sin. This  analysis  is  summarized  in 
Table  1.  The  comparison  led  to  a 
conclusion  that  CF  substantially 
meets  all  five  criteria. 

The  second  consideration  was  to 
compare  the  calculated  sensitivity, 
specificity,  and  positive  predictive 
value  to  that  of  the  other  established 
disorders  currently  screened  for  in 
Wisconsin  such  as  PKU,  congenital 
hypothyroidism,  and  galactosemia. 
Results  shown  in  Table  2 indicate 
that  CF  compares  very  favorably. 

In  fact,  analysis  of  the  initial  dried 
blood  specimen  with  the  IRT / DNA 
test  is  associated  with  the  highest 
positive  predictive  value  for  disease 
diagnosis.  Moreover,  infants  with 
the  F508  mutation  and  a negative 
sweat  test  are  CF  heterozygote  carri- 
ers, and  thus,  their  families  are  able 
to  receive  genetic  counseling. 

The  comprehensive  analyses 


performed  clearly  support  adding 
CF  screening  to  the  newborn  screen- 
ing panel.  There  is  increasing  evi- 
dence that  a favorable  risk-benefit 
relationship  occurs  when  infants  are 
identified  early  through  screening 
and  are  provided  with  appropriate 
nutritional  and  respiratory  care.17 
Consequently,  routine  screening  for 
CF  has  been  initiated  on  babies  born 
after  June  1994.  The  goals  of  this 
screening  program  are  listed  in  Table 
3 and  emphasize  prevention  of  ad- 
verse consequences  of  CF  that  often 
begin  during  early  infancy. 

It  should  be  mentioned  that  the 
routine  program  will  be  using  an 
even  lower  IRT  cut-off  (initially  56 
ng/  mL,  which  is  approximately  the 
96th  percentile).  The  decision  to  use 
this  IRT  level  was  made  by  the  Divi- 
sion of  Health  Molecular  Subcom- 
mittee based  on  three  considerations: 
a change  in  the  IRT  methodology 
and  assay  kit  has  occurred  from  the 
Sorin  radioimmunoassay  to  the 
DELFIA  fluoroimmunometric  pro- 
cedure; experience  in  the  CF  Neona- 
tal Screening  Project  suggests  that 
avoiding  "missed  cases"  can  best  be 
achieved  with  a lower  IRT  cut-off, 
and  the  molecular  subcommittee  was 
especially  sensitive  to  this  during 
the  initiation  phase  of  routine  CF 
screening;  and  using  the  96th  per- 
centile IRT  cut-off  generates  80  speci- 
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mens  per  week  for  DNA  (F508) 
analyses— a number  that  can  be 
conveniently  processed  with  PCR 
technology. 

Notifications 

As  a result  of  IRT  and  DNA  results, 
there  will  be  five  categories  of  re- 
ports issued.  The  first  will  be  a nor- 
mal, low-level  of  immunoreactive 
trypsinogen  for  which  no  action  is 
required;  approximately  96%  of  test 
results  will  be  in  this  category. 

The  second  type  of  report  per- 
tains to  trypsinogen  levels  between 
56  and  170  ng/  mL  followed  by  DNA 
analyses  resulting  in  no  F508  mu- 
tant alleles  detected;  this  is  a second 
category  of  negative  report. 

When  the  trypsinogen  level  is 
quite  high,  ie,  greater  than  170  ng/ 
mL,  and  no  F508  mutant  alleles  are 
detected,  the  report  will  specify  the 
following:  "This  trypsinogen  level 
may  be  indicative  of  cystic  fibrosis." 
The  molecular  subcommittee  for 
newborn  screening  recommends:  be 
alert  to  signs  of  CF  which  may  in- 
clude persistent  diarrhea,  poor 
weight  gain,  chronic  cough,  or  res- 
piratory problems;  if  these  signs 
appear  of  if  there  is  a family  history 
of  CF  contact  one  of  the  CF  special- 
ists to  discuss  indications  for  sweat 
tests.  This  third  category  constitutes 
an  alert  to  the  primary  care  physi- 
cian and  CF  centers  that  there  is  a 
very  remote  possibility  of  the  dis- 
ease, but  there  is  no  need  to  obtain  a 
sweat  test  unless  signs  of  CF  appear 
or  the  family  history  is  positive.  We 
anticipate  that  1 or  2 patients  per 
year  could  be  in  this  category  of  non- 
-F508  CF,  although  they  could  pres- 
ent earlier  with  meconium  ileus  or 
other  signs  and  symptoms. 

When  the  trypsinogen  level  is 
greater  than  56  and  the  DNA  analy- 
sis is  positive  for  F508,  the  report 
will  indicate  that  the  presence  of  one 
F508  allele  is  "suggestive  of  cystic 
fibrosis,"  and  it  will  recommend  that 
the  baby  have  a quantitative  pilo- 
carpine sweat  chloride  test  at  4 weeks 
of  age. 


The  final  category,  reported  on  a 
gold  form,  will  be  for  infants  who 
have  a trypsinogen  level  greater  than 
56  and  two  F508  mutant  alleles  de- 
tected. The  report  will  state  that  "the 
presence  of  two  F508  mutant  alleles 
is  consistent  with  the  diagnosis  of 
cystic  fibrosis  (CF).  The  molecular 
subcommittee  for  newborn  screen- 
ing recommends  a quantitative  pilo- 
carpine sweat  chloride  test  at  four 
weeks  of  age  to  confirm  the  diagno- 
sis of  CF.  To  prevent  a missed  diag- 
nosis, the  sweat  test  should  be  per- 
formed in  a Cystic  Fibrosis  Founda- 
tion-certified center  experienced  in 
sweat  testing  infants." 

In  this  category,  the  screening  test 
can  actually  allow  diagnosis  of  CF 
patients  by  2 weeks  of  age  directly 
from  the  dried  blood  specimen.  This 
is  a special  situation  in  which  the 
screening  test  becomes  a diagnostic 
test.  We  anticipate  approximately 
10  CF  patients  per  year  will  be  diag- 
nosed as  homozygous  for  the  F508 
mutation,  whereas  5 to  10  patients 
will  be  identified  because  of  having 
one  F508  allele  and  a high  trypsino- 
gen level. 

Newborns  with  CF  who  have 
meconium  ileus  at  birth,  however, 
occasionally  have  IRT  levels  that 
could  cause  a false-negative  result 
to  occur  with  the  first-tier  test.  If 
sample  collection  personnel  routinely 
note  meconium  ileus  on  the  collec- 
tion form  from  these  newborns,  CF 
mutation  analysis  will  be  performed. 
Forms  provided  by  the  state  Labora- 
tory of  Hygiene  later  this  summer 
will  contain  a meconium  ileus  check- 
off item. 

As  in  current  clinical  practice, 
physicians  who  strongly  suspect  CF 
should  obtain  a quantitative  sweat 
test  irrespective  of  the  neonatal 
screening  result.  Consequently,  if 
meconium  ileus  occurs  or  if  there  is 
a positive  family  history  of  CF,  it  is 
essential  to  use  the  diagnostic  test 
when  the  baby  can  produce  ade- 
quate sweat  (generally  2 to  6 weeks 
of  age),  rather  than  relying  on  the 
IRT/ DNA  result  for  diagnosis.  The 


Table  3.--Goals  of  newborn  screen- 
ing for  CF. 

1.  Initiate  CF  center-based  care  in 
the  neonatal  period 

2.  Provide  genetic  counseling 

3.  Prevent  severe  malnutrition 

• vitamin  E deficiency  (hemo- 
lytic anemia)’ 

• vitamin  A deficiency 

• essential  fatty  acid  defi- 
ciency 

• protein  energy  malnutrition' 

• growth  failure 

4.  Prevent  hyponatremia  and  hy- 
pochloremia’ 

• salt  loss  in  sweat 

• associated  with  breastfeed- 
ing 

5.  Prevent  early  progression  of 
lung  disease 

• recurrent  bacterial  infections 

• obstructive  pulmonary  dis- 
ease 

• atelectasis  with  mucus  plugs 
‘Potentially  fatal 


same  caution  applies  to  all  neonatal 
screening  tests  since  no  laboratory 
procedure  and  notification  system 
should  be  regarded  as  infallible. 
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Request  for  Proposals 

Medical  Services 

The  Milwaukee  County  Mental 
Health  Complex  seeks  proposals  for 
providing  medical  services  for  por- 
tions of  its  inpatient  population. 
Responses  are  due  by  4 p.m.  Friday, 
September  16, 1994. 


MILWAUKEE  COUNTY 

memaL  HeauH 

COMPLEX 

9455  Watertown  Plank  Road 
Milwaukee,  WI  53226 


For  detailed 
specifications, 
call: 

(414)  257-7483 
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Outpatient  vaginal  hysterectomy 
in  a community  hospital 


From  Sept  1, 1992  to  Dec  31, 1993,  38  outpatient  vaginal  hysterectomy 
patients  were  evaluated  for  identification  of  complications  after  dis- 
charge, adequacy  of  pain  relief  at  home,  return  to  baseline  lifestyle,  and 
costs.  No  complications  that  would  have  necessitated  an  overnight  or 
longer  stay  were  identified.  All  patients  reported  adequate  pain  relief  and 
a more  rapid  return  to  activity  than  they  had  expected.  The  hospital  cost 
of  outpatient  vaginal  hysterectomy  was  about  half  that  of  inpatient,  and 
additional  significant  savings  were  realized  in  the  cost  of  postoperative 
medication.  Patients  were  positive  about  returning  home  the  day  of 
surgery  and  would  recommend  the  protocol  to  others  who  qualified.  Wi's 
Med  J.1994;93(8):x-x. 


Traditionally,  vaginal  hyster- 
ectomy patients  have  been 
hospitalized  for  several  days  after 
surgery  to  observe  for  complications 
and  to  manage  pain.  The  most  fre- 
quently encountered  complications 
are  hemorrhage  and  injury  to  the 
bladder,  usually  apparent  immedi- 
ately or  within  a few  hours  after  sur- 
gery.1-2 Infection  may  or  may  not 
exhibit  symptoms  during  the  hospi- 
tal stay. 

Despite  the  best  of  intentions, 
effective  pain  management  in  the 
hospital  are  too  often  confounded 
by  staffing  levels,  availability  of 
equipment  and  supplies,  pharmacy 
distribution  issues,  varying  interpre- 
tation of  physicians'  orders,  the 
patient's  subjective  expression  of  her 
pain,  and  the  way  the  nursing  staff 
interprets  that  expression  of  pain. 

Patient  activities  such  as  voiding 
attempts,  walking,  what  and  when 
to  eat,  receiving  visitors,  bathing, 
and  sleeping  tend  to  follow  staff 
availability  and  hospital  routines 
instead  of  patient  preference  and 
tolerance.  Most  people  are  used  to 
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independence  and  personal  control 
over  their  activities,  and  are  eager 
for  a rapid  return  to  familiar  sur- 
roundings and  routines. 

It  was  these  considerations  that 
led  us  to  evaluate  a protocol  for 
outpatient  vaginal  hysterectomy  for 
our  patients  in  a community  hospi- 
tal-based private  practice. 

This  study  of  38  outpatient  vagi- 
nal hysterectomy  patients  was 
based  on  the  reports  of  Stovall  et  al3 
and  Powers  et  alp  but  took  place  in 
a private  practice,  community  hos- 
pital rather  than  a regional  medical 
center  or  free  standing  outpatient 
surgery  center. 

After  receiving  approval  of  our 
protocol  from  the  hospital  institu- 
tional review  board  (1RB),  we  pro- 
ceeded with  our  study.  The  ques- 
tions we  attempted  to  answer  were: 

• Will  complications  be  identified 
and  treated  within  a reasonable, 
safe  time  frame? 

• Will  patients  tolerate  outpatient 
major  surgeries  like  total  vaginal 
hysterectomy  (TVH)  as  demon- 
strated by  reporting  acceptable 
pain  relief  and  overall  satisfac- 
tion ratings? 

• How  does  a patient's  preopera- 
tive expectation  of  the  time  nec- 
essary to  return  to  baseline  activi- 
ties compare  with  her  actual  ex- 
perienced time? 


• How  do  the  hospital  costs  of 
outpatient  TVH  compare  with  in- 
patient costs  for  the  same  proce- 
dure? 

Methods 

All  patients  who  met  standard  crite- 
ria5-6 for  vaginal  hysterectomy  were 
asked  to  consider  the  outpatient 
procedure.  Such  criteria  include 
rapidly  growing  and  significantly 
sized  fibroids,  intractable  menor- 
rhagia and  pelvic  pain  unrespon- 
sive to  medical  therapy,  and  pelvic 
relaxation. 

The  study  group  was  composed 
of  51  patients  who  agreed  to  the 
proposed  protocol.  Each  patient 
signed  an  informed  consent  ap- 
proved by  the  IRB  of  the  hospital. 

The  ages  of  the  51  patients  ranged 
from  28  to  57,  with  a mean  of  42.96 
and  a standard  deviation  (SD)  of 
6.58.  The  mean  age  of  the  38  women 
who  ultimately  had  the  outpatient 
procedure  was  42.58,  with  a range 
of  31  to  57,  and  a SD  of  6.61. 

Four  of  the  38  outpatients  (10.5%) 
had  never  borne  children;  the  high- 
est number  of  children  borneamong 
the  other  34  patients  was  four. 

Nine  (23.7%)  listed  their  occupa- 
tion as  homemaker,  four  (10.5%)  had 
moderately  active  jobs,  and  the  other 
65.8%  did  primarily  sedentary,  cleri- 
cal-type work. 

Indications  for  surgery  included 
symptomatic  pelvic  relaxation,  in- 
tractable pelvic  pain  and  menor- 
rhagia that  failed  conservative  treat- 
ment, and  significant  fibroids.  No 
one  had  medical  contraindications 
to  the  surgery.  Candidates  were 
evaluated  by  history  and  physical 
examination  to  be  free  of  adhesions, 
pelvic  inflammatory  disease,  and  en- 
dometriosis.7 No  patient  was  con- 
sidered for  vaginal  hysterectomy  or 
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Hospital  time  (hours). 

Operating 

1st  stage 

Day  surgery 

Time 

room 

recovery 

recovery 

Longest 

2.5 

2.1 

9.1 

Shortest 

0.4 

0.9 

4.5 

Average 

1.4 

1.3 

7.1 

laparoscopic  assisted  vaginal  hys- 
terectomy (LAVH)  if  the  estimated 
operative  time  would  exceed  90  to 
120  minutes. 

Candidates  for  outpatient  hyster- 
ectomy were  given  extensive  instruc- 
tions by  the  physicians  and  by  of- 
fice-based registered  nurses  who 
made  the  postoperative  house  calls 
on  the  protocol  requirements.  Pa- 
tients were  expected  to  have  an  adult 
care-giver  in  the  home  with  them 
for  the  first  24  to  48  hours  after  sur- 
gery. 

Patients  were  instructed  on  walk- 
ing, coughing  and  deep  breathing, 
gastrointestinal  function  and  diet  re- 
striction, oral  fluid  requirements, 
medication  administration,  and  the 
signs  and  symptoms  of  problems 
requiring  immediate  notification  of 
the  physician.  These  problems  in- 
cluded fever  higher  than  lOT’F,  acute 
vaginal  bleeding,  severe  pain,  or  in- 
tractable nausea  and  vomiting.  In 
appropriate  cases,  suprapubic  cathe- 
ter management  was  presented.  All 
teaching  was  reinforced  with  de- 
tailed written  information  for  the 
patient  and  her  home  care-giver. 

Patients  were  routinely  scheduled 
for  surgery  at  7:30  AM  and  were 
prepared  in  the  day  surgery  unit. 
Prophylactic  antibiotics  were  ad- 
ministered as  soon  as  the  intrave- 
nous infusion  line  was  placed.  All 
patients  received  general  anesthe- 
sia due  to  physician  preference. 

The  early  starting  time  was  im- 
portant to  allow  an  adequate  obser- 
vation period  in  the  day  surgery 
unit  before  the  patient  was  dis- 
charged. After  surgery  and  routine 
recovery  room  care,  each  patient  had 
a day  surgery  nurse  dedicated  to 
her  progress  toward  discharge. 
Having  the  patient  sitting  up  within 
90  minutes,  and  walking  within  3 
hours,  were  the  goals. 

A fluid  load  of  3 liters  of  Ringer's 
Lactate  solution  was  given  within  3 
hours  of  the  start  of  surgery,  with 
liberal  oral  fluids  given  in  the  day 
surgery  unit.  Hemoglobin  and 
hematocrit  levels  were  checked  1 


hour  after  the  intravenous  fluids, 
and  again  at  4 PM.  The  protocol  was 
met  if  there  was  a decrease  of  10%  or 
less  between  the  two  samples. 

The  physician  visited  each  pa- 
tient several  times  during  her  day 
surgery  stay.  Close  physician  sur- 
veillance was  essential  to  monitor 
subtle  changes  in  the  patient's 
course,  to  consult  with  staff,  and  to 
provide  patient  reassurance. 

Each  patient  was  catheterized  at 
the  conclusion  of  her  procedure  to 
assess  urine  concentration  and  vol- 
ume. No  indwelling  catheter  was 
placed  unless  there  was  a repair 
during  surgery  for  which  suprapu- 
bic drainage  was  required. 

Bethanechol  hydrochloride  25  mg 
was  given  orally  twice  during  the 
day  surgery  stay  and  four  times  daily 
for  the  next  two  days  to  enhance 
bladder  tone  and  to  assure  success- 
ful voiding.  If  a patient  was  unable 
to  void  prior  to  discharge,  there  was 
a standing  order  for  her  to  return  to 
the  emergency  department  to  be 
catheterized.  Only  one  patient 
needed  this  service  for  a single 
catheterization.  The  nurse  visiting 
the  home  was  prepared  to  catheter- 
ize  patients  in  the  morning  if  neces- 
sary. No  patient  required  catheteri- 
zation at  home.  One  of  the  advan- 
tages of  working  in  a community 
hospital  was  the  level  of  acceptance 
by  patients  and  hospital  personnel 
of  the  order  to  return  for  catheteri- 
zation if  needed. 

Critical  to  successful  pain  man- 
agement was  vigorous,  timely 
administration  of  analgesics.  In- 
traoperative local  anesthesia  was 
applied  using  0.25%  bupivacaine 


solution,  with  a total  of  10  mL  in 
each  uterosacral  pedicle.  This  was 
applied  prior  to  the  peritoneum 
closure  in  simple  vaginal  hysterec- 
tomies and  directly  with  a 5 mm.  21 
gauge  injection  cannula  at  the  time 
of  "last  look"  in  LAVH  cases.  Mor- 
phine, 2 mg  IV,  was  given  immedi- 
ately postopera  tively,  and  as  needed 
for  the  first  3 hours.  This  was  used  as 
often  as  30  minutes  and  as  infre- 
quently as  6 hours  between  doses. 

Starting  in  the  day  surgery  unit, 
each  patient  was  given  ketorolac 
tromethamine  10  mg  orally  and 
promethazine  hydrochloride  50  mg 
rectal  suppositories  every  4 hours, 
continuing  for  36  to  48  hours  follow- 
ing surgery. 

Promethazine  hydrochloride  was 
given  to  decrease  postoperative 
nausea  and  to  make  the  oral  analge- 
sia more  effective.  An  oxycodone 
with  acetaminophen  tablet  could  be 
taken  1 to  3 hours  after  the  ketorolac 
tromethamine  and  promethazine 
hydrochloride  as  necessary. 

Preoperative  teaching  empha- 
sized the  importance  of  administer- 
ing the  analgesics  as  ordered  for  the 
first  24  to  48  hours,  and  then  evalu- 
ating the  need  for  pain  relief  on  an 
individual  basis. 

Patients  received  a discharge 
prescription  for  trimethobenzamide 
hydrochloride  200  mg  rectal  sup- 
positories for  severe  nausea.  These 
were  rarely  needed.  Those  patients 
with  a tendency  toward  constipa- 
tion were  advised  to  have  stool  sof- 
teners or  suppositories  available  and 
to  use  them  as  needed. 

Each  patient  received  one  or  two 
home  visits  within  the  first  48  hours. 
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Oral  temperatures,  taken  and  re- 
corded by  the  patient  every  4 hours 
for  2 days,  were  reviewed.  The  nurse 
assessed  the  patient's  lungs,  blood 
pressure,  pulse,  intestinal  tract  func- 
tion and  signs  of  gastrointestinal 
distention.  A blood  sample  for  a 
CBC  count  with  differential  was 
drawn  on  each  visit. 

Postoperative  instructions  re- 
garding walking,  advancing  diet, 
and  medications  were  reinforced 
with  the  patient  and  her  home  care- 
giver. Questions  about  bleeding, 
urinary  function,  pain  relief,  and 
hormone  replacement  therapy  were 
discussed.  The  patient  also  received 
telephone  contact  from  the  physi- 
cian the  day  of  surgery  and  the  fol- 
lowing two  days,  once  the  CBC  had 
been  assessed  and  the  findings  of 
the  nurse  reported  and  discussed. 

Patients  who  had  oophorectomy 
started  estrogen  replacement  on 
postoperative  day  1.  The  home  visit 
afforded  an  opportunity  for  the 
nurse  to  discuss  hormone  replace- 
ment therapy  at  a time  when  the 
patient  was  receptive  to  the  infor- 
mation, since  the  stress  of  anticipat- 
ing surgery  was  over.  All  patients 
were  seen  in  the  office  at  2 and  6 
weeks  postoperatively. 

Each  patient  was  called  by  a 
member  of  the  office  staff  at  about  6 
weeks  after  her  surgery  and  ques- 
tioned about  her  recovery.  A writ- 
ten questionnaire  similar  to  that  of 
Stovall  et  al,3  addressing  a number 
of  aspects  of  the  protocol  was  com- 
pleted and  mailed  back  by  patients 
who  had  outpatient  surgery. 

Results 

Of  the  51  patients  who  elected  to 
participate  in  the  outpatient  hyster- 
ectomy protocol,  38  (74.5%)  were 
discharged  the  day  of  surgery. 

Of  the  13  patients  (25.5%)  who 
were  admitted,  nine  were  dis- 
charged within  24  hours.  Three  of 
the  13  patients  were  hospitalized 
because  their  hemoglobin  and  he- 
matocrit levels  decreased  more  than 
the  10%  limit  in  the  protocol.  Two 


patients  were  admitted  for  severe 
nausea,  two  for  severe  pain,  one  for 
excessively  deep  sedation,  and  one 
for  inability  to  void  before  discharge. 
All  these  patients  were  among  the 
first  15  candidates. 

Four  of  the  51  patients  (7.8%)  were 
admitted  for  laparotomy,  three  of 
them  for  severe  endometriosis  and 
adhesions,  and  the  other  for  hemor- 
rhage requiring  laparotomy  within 
6 hours  postoperatively. 

Standard  vaginal  hysterectomies 
were  sufficient  for  33  of  the  38  out- 
patients (86.8%).  LAVH  was  used 
with  five  (13.2%).  Fourteen  (36.8%) 
had  a BSO,  one  patient  had  an  ante- 
rior repair,  and  one  patient  had  a 
Marshall-Marchetti-Krantz  proce- 
dure. Uterine  weight,  as  reported 
by  the  pathologist,  ranged  from  59.6 
g to  730  g,  with  a mean  of  167  g and 
aSD  of  127.9. 

For  the  38  outpatients,  total  time 
from  the  surgery  start  time  to  dis- 
charge from  day  surgery  ranged 
from  6.8  hours  to  11.4  hours,  with  a 
mean  of  9.88  hours,  and  a SD  of  1 . 1 2. 
The  mean  total  length  of  stay  for  a 
similar  group  of  inpatients  was  56 
hours.  Operating  room  time  ranged 
from  0.4  hours  to  2.5  hours,  with  a 
mean  of  1.44  hours  and  a SD  of  0.5. 
LAVH  cases  took  a mean  time  of  1 .8 
hours,and  TVH  cases  took  a mean 
time  of  1.4  hours.  First  stage  recov- 
ery room  time  ranged  from  0.9  to  2.1 
hours,  with  a mean  of  1 .3  hours  and 
a SD  of  0.34.  Time  in  the  day  surgery 
unit  ranged  from  4.5  to  9.1  hours, 
with  a mean  of  7.08  hours  and  a SD 
of  1.1  (Table). 

The  addition  of  BSO  to  the  proce- 
dures actually  resulted  in  less  total 
operating  room  time  in  our  group. 
The  mean  operating  room  time  for 
TVH  alone  (n=21)  was  1.4  hours, 
while  TVH  with  BSO  (n=12)  took  a 
mean  time  of  1.33  hours.  One  of  the 
later  patients  also  had  a Marshall- 
Marchetti-Krantz  procedure  that 
resulted  in  2.5  hours  total  surgery 
time.  Mean  time  for  the  other  11 
TVH-BSO  cases  was  1.23  hours.  This 
is  comparable  to  another  investiga- 


tor* who  found  that  the  additional 
time  necessary  for  oophorectomy 
was  11  to  20  minutes,  but  frequently 
took  less  than  10  minutes.  Only  two 
LAVH  cases  in  our  group  had  BSO. 
Those  cases  took  1.4  hours  and  2.4 
hours.  No  valid  conclusions  can  be 
drawn  from  so  few  cases. 

Twenty-seven  of  the  38  outpa- 
tients completed  follow  up  surveys 
for  a response  rate  of  71%. 

Patients  rated  their  pain  relief  on 
the  day  of  surgery  at  a mean  score  of 
4.8  on  a scale  of  1 (very  dissatisfied) 
to  5 (very  satisfied).  Pain  relief  dur- 
ing the  week  following  surgery  was 
rated  5.  Prescription  analgesics  were 
used  for  2 days  after  surgery  by  53% 
of  the  patients,  for  3 days  by  27%, 
and  for  4 days  by  20%.  They  took 
prescription  pain  medication  for  a 
mean  of  6.9  days,  ranging  from  2 to 
42  days,  with  a SD  of  11.2.  This  in- 
cluded one  patient  with  a granuloma 
of  the  cuff  who  had  additional  sur- 
gery for  debridement,  and  who  took 
these  medications  for  6 weeks.  If  her 
data  are  excluded,  the  mean  time  for 
prescription  medication  was  3.7  days 
with  a SD  of  1.8.  Non-prescription 
pain  medication  was  used  by  most 
of  the  patients  after  they  no  longer 
felt  they  needed  narcotics  for  a mean 
time  of  3.5  days,  with  a range  of  0 to 
7 days,  and  a SD  of  4.5. 

Patients  rated  nausea  control  the 
evening  of  surgery  at  a score  of  5, 
and  also  at  5 during  the  week  fol- 
lowing surgery.  They  rated  physi- 
cians' phone  calls  and  nurses'  home 
visits  at  5,  with  an  overall  satisfac- 
tion rating  of  4.9.  Only  two  factors 
were  identified  as  causing  dissatis- 
faction. One  was  the  requirement  to 
have  some  preoperative  work  done 
at  the  office  and  other  procedures 
done  at  the  hospital.  The  other  was 
the  admission  process  on  the  day  of 
surgery.  These  were  not  related  to 
the  study  protocol,  and  feedback 
was  provided  to  the  appropriate 
hospital  departments  for  follow-up. 

In  response  to  asking  whether  the 
patients  would  recommend  this 
protocol  to  others  who  would  qual- 
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ify,  all  said  yes.  One  patient  said  that 
because  she  came  home  so  soon,  her 
family  did  not  recognize  that  she 
was  recovering  from  a major  surgi- 
cal event  and  did  not  treat  her  as 
"sick." 

The  patients'  actual  return  to 
routine  sleep,  eating,  and  activity 
was  compared  to  their  own  preop- 
eratively  anticipated  time  of  recov- 
ery. The  mean  actual  return  to  nor- 
mal activity  was  10  days.  The  pa- 
tients' perception  of  recovery  time 
prior  to  their  surgery  was  an  aver- 
age of  34  days.  Actual  return  to  work 
was  not  used  as  a measure  of  recov- 
ery. Most  of  the  patients  employed 
outside  the  home  were  entitled  to 
take  a specified  amount  of  time  off 
with  sick  or  disability  pay  accord- 
ing to  the  procedure  performed. 
They  were  reluctant  to  return  to  work 
sooner,  regardless  of  how  good  they 
felt.  This  corresponds  to  the  find- 
ings in  a study  of  French  and  Ameri- 
can laparoscopic  cholecystectomy 
patients.9 

The  outpatient  vaginal  hysterec- 
tomy protocol  lowered  average 
hospital  costs  in  our  study  by  nearly 
half,  the  same  ratio  identified  in 
another  study.4 

Discussion 

We  found  that  it  was  possible  to 
monitor  and  manage  complications 
of  outpatients,  to  achieve  adequate 
pain  relief  without  parenteral  anal- 
gesics, to  return  patients  to  their 
baseline  lifestyle  and  activity  levels 
earlier  than  they  expected,  and  to 
achieve  significantly  lower  hospital 
costs. 

As  demonstrated  in  this  and  other 
studies,34'10  patients  can  be  safely 
released  from  the  hospital  follow- 
ing outpatient  hysterectomy.  The 
discharge  criteria  of  walking, 
voiding,  acceptable  hemoglobin  and 
hematocrit  levels,  and  ability  to  tol- 
erate oral  fluids  were  associated  with 
continued  satisfactoryprogress  once 
at  home.  Giving  specific  oral  and 
written  instructions  on  expectations, 
medications,  restrictions,  and  the 
required  supervision  were  impor- 


tant adjuncts  to  patient  safety  and 
optimal  physical  response  to  the 
protocol.  Personal  monitoring  by 
physician  phone  calls  and  home 
visits  by  nurses  allowed  direct  as- 
sessment of  the  patient's  status  and 
opportunities  for  discussion  of  any 
problems. 

There  was  one  patient  who  re- 
quired brief  outpatient  surgery  for 
treatment  of  a granuloma  of  the 
vaginal  cuff.  She  exhibited  symp- 
toms of  low  grade  fever  and  pain  on 
postoperative  day  5,  did  not  respond 
to  oral  antibiotics,  and  ultimately 
needed  surgical  debridement  of  the 
cuff  and  additional  antibiotic  ther- 
apy. Her  problem,  as  it  evolved, 
would  not  have  appeared  during 
the  routine  inpatient  hospital  stay, 
and  was  managed  without  signifi- 
cant problems  following  her  dis- 
charge. 

The  addition  of  bethanechol 
hydrochloride  tablets  to  the  day 
surgery  routine  orders  and  discharge 
medications  resulted  in  the  elimina- 
tion of  voiding  problems  before  and 
after  discharge  in  our  group.  The 
patient  who  remained  hospitalized 
over  night  for  inability  to  void  and 
the  patient  who  returned  to  the 
emergency  department  for  catheteri- 
zation did  not  receive  routine  doses 
of  bethanechol  hydrochloride  in  day 
surgery.  Bethanechol  hydrochloride 
became  part  of  the  routine  orders  in 
response  to  these  two  situations. 

It  also  appears  to  offer  a signifi- 
cant advantage  in  pain  management 
because  of  the  timely  initiation  of 
analgesic  agents  and  early  activity, 
monitored  closely  by  one-to-one, 
prolonged  nursing  care.  Pain  man- 
agement in  inpatients  appears  to 
have  too  many  inherent  distractions 
to  afford  timely  pain  control.  The 
outpatient  approach  also  results  in 
more  independence  for  patients  and 
families  by  dealing  with  this  com- 
mon surgery  in  a more  individual, 
personal  manner.  The  survey  scores 
confirmed  the  overall  satisfaction  of 
patients  with  the  program. 

This  study  adds  to  the  findings  of 


other  studies  that  report  the  safety, 
efficacy,  and  cost  savings  of  outpa- 
tient vaginal  hysterectomy.  Before 
adopting  this  type  of  program,  each 
member  of  the  physician  team  must 
honestly  assess  his  or  her  level  of 
competence.  Each  physician  must 
be  committed  to  empowering  oper- 
ating room  staff,  nursing  personnel, 
and  patients  by  imparting  the  phi- 
losophy, communication  skills,  edu- 
cation, and  techniques  of  outpatient 
vaginal  hysterectomy.  Quality  as- 
surance of  the  expected  outcomes  of 
this  surgery  must  be  as  rigorous  and 
thorough  as  that  for  inpatient  sur- 
gery. 
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Mobitz  Type  II  heart  block  presenting  as  weight  loss 


Charles  E.  Wirtz,  MD,  and  John  Hayes,  MD,  Marshfield 

Weight  loss  in  the  elderly  can  be  due  to  many  different  disease  processes, 
most  often  neoplastic.  We  present  a case  of  weight  loss  secondary  to 
Mobitz  Type  II  heart  block  in  a patient  with  normal  left  ventricular 
function  that  was  reversed  with  a permanent  pacemaker  implantation. 
Weight  loss  in  the  elderly  is  a common  manifestation  of  many  disease 
processes.1-2  We  present  an  unusual  case  of  weight  loss,  malaise  and  dys- 
pepsia that  was  completely  reversed  by  pacemaker  implantation  for 
Mobitz  Type  II  heart  block.  VV/s  Med  J.1994;93(8)x-x. 


Case  report 

The  patient  is  a 72-year-old  man 
who  came  to  us  in  March  1993  after 
two  days  of  mild  cough,  nasal  pres- 
sure and  congestion,  low  grade  fe- 
ver, and  chills.  He  also  stated  that, 
over  the  several  preceding  months, 
he  had  developed  early  satiety, 
postprandial  dyspepsia,  and  felt  that 
he  was  losing  weight.  He  said  he 
had  no  nausea,  vomiting,  or  any 
change  in  bowel  habits,  and  reported 
no  other  systemic  symptoms. 

A physical  examination  demon- 
strated cachexia,  but  no  acute  dis- 
tress. The  patient's  blood  pressure 
was  130/79,  pulse  80,  and  tempera- 
ture of  99.9°.  An  examination  of  his 
neck  demonstrated  no  jugular  ve- 
nous distension,  but  right  carotid 
and  bilateral  subclavian  bruits  were 
present.  The  pulmonary  examina- 
tion revealed  decreased  breath 
sounds  with  generalized  wheezing 
and  crackles  at  the  right  base.  A 
cardiovascular  examination  demon- 
strated good  peripheral  pulses.  The 
heart  rate  was  regular  with  no  gal- 
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lops,  and  a chronic  1/6  murmur  of 
aortic  stenosis  was  present.  The  find- 
ings of  an  abdominal  examination 
were  normal,  and  a rectal  examina- 
tion demonstrated  a normal  pros- 
tate with  hemoccult-negative  stool. 
A neurological  examinatoin  revealed 
no  deficits. 

An  initial  laboratory  evaluation 
included  room  air  arterial  blood 
gases  with  a pH  of  7.43,  PC02  of  32, 
P02  of  57  and  an  02  saturation  of 
91%. 

X-ray  films  of  the  patient's  chest 
demonstrated  prior  asbestos  expo- 
sure with  no  new  infiltrates,  and 
sinus  films  demonstrated  no  mu- 
cosal thickening.  Pulmonary  func- 
tion tests  found  a mild  obstructive 
pattern  with  an  FEVj  of  1.99  L.  A 


Fig.—ECG  showing  Mobitz  II  Heart  Block. 


CBC  count  found  a WBC  of  8,700, 
hemoglobin  level  of  12.4  g/ dL,  and 
platelet  count  of  193,000.  Results  of 
the  peripheral  smear  were  unre- 
markable. Anemia  evaluation  dem- 
onstrated normal  B12  and  serum 
folate  levels,  and  normal  thyroid 
function.  Results  of  iron  studies  were 
consistent  with  a chronic  disease 
pattern.  ANA  and  rheumatoid  fac- 
tors, obtained  as  part  of  a failure  to 
thrive  evaluation,  were  nonreactive. 

The  patient  was  treated  with 
inhaled  beta-antagonists  and  a cor- 
ticosteroid metered  dose  inhaler, 
Bactrim  DS  one  tablet  by  mouth 
twice  daily,  Entex  LA  one  tablet  by 
mouth  twice  daily  and  Famotidine 
20  mg  by  mouth  twice  daily. 

The  patient  continued  losing 
weight,  and  lost  17  lb  over  3 weeks. 
His  postprandial  dyspepsia  and 
early  satiety  had  been  unchanged 
by  H2  blocker  therapy.  He  specifi- 
cally denied  any  neurologic  or  car- 
diac symptoms.  His  breathing  had 
improved  with  metered  dose  inhal- 
ers and  antibiotics.  A repeat  CBC 
count  at  his  return  visit  showed  his 
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hemoglobin  had  increased  to  14.4 
g/dL.  Arterial  blood  gases  on  room 
air  on  his  return  visit  demonstrated 
a pH  of  7.42,  PC02  of  34,  and  P02  of 
79.  The  findings  of  esophagogastro- 
duodenoscopy  and  colonoscopy  to 
the  cecum  were  negative. 

An  electrocardiogram  was  or- 
dered to  evaluate  a pulse  of  48  as 
recorded  during  his  follow-up  evalu- 
ation and  showed  a Mobitz  Type  II 
second  degree  heart  block.  An 
echocardiogram  was  remarkable 
only  for  the  evidence  of  the  conduc- 
tion block.  A Lyme  titer  was  non- 
reactive and  serial  cardiac  enzymes 
were  negative  for  infarction.  A DDD 
(note  to  author:  please  spell  out 
DDD  on  first  reference)  pacemaker 
was  implanted  24  hours  after  ad- 
mission. 

The  patient's  symptoms  com- 
pletely abated  24  hours  after  pace- 
maker implantation,  and  within  6 
weeks  his  weight  returned  and  he 
had  no  further  gastrointestinal  (GI) 
complaints. 

Comment 

Mobitz  Type  II  heart  block  accounts 
for  about  25%  of  the  permanent 
pacemakers  placed  in  a recent  large 
series3  with  the  electrophysiologic 
mechanism  being  unclear,  but  rep- 
resenting infra-Hisian  block  in  the 
cardiac  conduction  system.4  Al- 
though there  is  controversy  over  the 
use  of  pacemakers  in  "asympto- 
matic" patients  with  Mobitz  Type  II 
heart  block,5  the  electrophysiologist 
consulted  felt  the  risk  of  progres- 
sion was  too  great  not  to  insert  a per- 
manent pacemaker. 

Idiopathic  symptoms  of  weight 
loss,  dyspepsia,  and  malaise  with 
negative  standard  metabolic  and  GI 
workup  are  akin  to  the  pediatric 
diagnosis  of  failure  to  thrive,  which 
is  also  being  recognized  as  a geriat- 
ric diagnosis,  and  is  most  commonly 
due  to  dementia,  depression,  delir- 
ium, drugs,  or  physical  illness.1-2 

Marton,  et  al,6  retrospectively 
evaluated  91  patients  with  involun- 
tary weight  loss,  19%  were  found  to 


have  various  cancers,  14%  with 
various  GI  disorders,  and  9%  with 
cardiovascular  disease.  All  patient's 
with  cardiovascular  disease  had 
New  York  Heart  Class  III  to  IV  func- 
tion or  congestive  heart  failure. 

Our  patient  did  not  have  conges- 
tive heart  failure,  and  actually  re- 
ported New  York  Heart  Class  I func- 
tion. Rabinovitz,  et  al,7  in  an  inpa- 
tient series,  found  36%  of  patients 
had  various  cancers,  with  the  most 
common  being  GI  cancer.  He  docu- 
mented few,  if  any,  cardiovascular 
causes  of  involuntary  weight  loss. 

The  postulated  mechanism  of 
failure  to  thrive  in  our  case  is  felt  to 
be  mesenteric  ischemia  due  to  a com- 
bination of  mesenteric  vascular  dis- 
ease and  decreased  cardiac  reserve 
secondary  to  Mobitz  Type  II  heart 
block.  We  find  it  unusual  to  have  GI 
symptoms  predominate  over  clas- 
sic cardiac  or  neurologic  symptoms 
in  the  face  of  normal  left  ventricular 
function.  Confirmation  of  our  pos- 
tulate is  complete  symptom  rever- 
sal within  hours  of  pacemaker  im- 
plantation. 

Summary 

We  present  a case  of  a 72-year-old 
manwithMobitzType  II  heart  block 
whose  symptoms  were  that  of  fail- 
ure to  thrive.  It  is  postulated  Mobitz 


Type  II  heart  block,  in  combination 
with  some  degree  of  mesenteric 
vascular  disease,  caused  failure  to 
thrive,  presumably  because  of  de- 
creased ability  to  optimize  mesen- 
teric perfusion  to  meet  the  postpran- 
dial demands  of  the  GI  system. 
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...a  promise  to 
defend... 


HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional—  you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 
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FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
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Quality  of  care:  Joining  forces  to  define  it 


Norman  W.  Hoover,  MD,  Milwaukee 

WHETHER  HEALTH  CARE  COStS  tOO 
much— and  most  believe  it 
does— the  central  question  is:  What 
constitutes  good  and  appropriate 
medical  care?  If  we  can't  prove  that 
what  we  do  is  worth  doing,  we  will 
have  no  defense  against  those  who 
say  it  is  too  expensive.  Prominent 
issues  in  the  literature  of  change  are: 
variation,  uncertainty,  and  question- 
able practice  patterns  as  problems; 
and  continuous  quality  improve- 
ment (CQI),  outcomes  research,  and 
practice  guidelines  as  their  supposed 
solutions. 

Einstein  is  reported  to  have  said: 
"The  kind  of  thinking  that  got  you 
into  this  mess  isn't  likely  to  get  you 
out  of  it." 

What  works? 

That  poses  what  should  be  the  cen- 
tral theme  of  reform  of  health  care.  It 
is  also  the  title  of  Vibbert's1  recent 
monograph,  which  examines  the 
whole  spectrum  of  the  outcomes- 
guidelines  movement. 

Cost  has  dominated  the  debate 
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about  reform  of  health  care,  but  only 
because  we  have  allowed  it  to.  No 
one  can  dispute  that  cost  and  qual- 
ity need  both  to  be  addressed,  but  if 
cost  forces  the  issue,  quality  may  be 
at  risk.  On  the  other  hand,  one  can 
make  a strong  case  that  high  quality 
applied  with  careful  attention  to  ef- 
fectiveness may  reduce  cost.  We 
need  only  to  be  sure  we  do  just  what 
works. 

Previously  unsuspected  variation 
in  practice  patterns  is  now  known  to 
be  widespread,  but  is  not  a new 
observation.  Glover2  noted  in  1938 
that  there  were  great  differences  of 
tonsillectomy  rates  among  popula- 
tions of  London  and  greater  Lon- 
don: "An  Enfield  child  is  20  times 
more  likely  to  have  the  operation 
than  one  in  Hornsey."  There  was 
tenfold  difference  in  rates  even  be- 
tween neighboring  and  apparently 
similar  populations  of  primary 
school  children,  and  with  no  appar- 
ent reason  other  than  differing  opin- 
ion about  indication  for  the  opera- 
tion. 

Other  sporadic  reports  of  prac- 
tice variation  have  appeared,  but 
the  phenomenon  has  been  though 
uncommon  and  idiosyncratic  until 
Wennberg3  made  methodical  popu- 
lation based  studies  in  New  Eng- 
land in  the  early  1970s.  He  found 
wide  variation  of  almost  everything 
to  be  the  rule  rather  than  the  excep- 


tion. For  instance,  the  populations 
of  New  Haven  and  Boston  are  about 
equal  in  size  and  demographically 
similar,  and  both  receive  most  of 
their  hospital  care  in  university 
hospitals.  Still,  Boston  expended 
nearly  twice  as  much  per  capita  for 
hospital  care.  There  were  almost 
twice  as  many  joint  replacements 
and  carotid  endarterectomies  done 
in  Boston  and  twice  as  many  coro- 
nary artery  bypasses  done  in  New 
Haven.  Yet  there  was  no  demon- 
strable difference  of  either  morbid- 
ity or  mortality  in  the  two  popula- 
tions. He  concluded  wryly:  "aca- 
demic standards  of  care  are  compat- 
ible with  widely  varying  patterns  of 
practice."  The  problem  was  clearly 
not  one  of  incompetence  or  lack  of 
learning.4 

Later  studies  compared  practices 
of  salaried  physicians  in  socialized 
societies  with  fee-for-service  prac- 
tices in  free-market  economies.3  The 
types  and  degrees  of  variation  were 
nearly  identical.  The  problem  seems 
not  to  be  driven  by  financial  incen- 
tive, but  by  honest  difference  of 
opinion. 

When  a wide  variety  of  medical 
conditions  were  compared  in  Maine, 
including  childhood  respiratory  ill- 
ness, coronary  artery  occlusion, 
benign  prostatic  hypertrophy,  low 
back  pain  and  sciatica,  carpal  tunnel 
syndrome  and  benign  uterine  dis- 
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ease,  rates  of  treatment  varied 
widely,  often  by  four-  to  sixfold. 
Treatment  for  inguinal  hernia,  hip 
fracture  and  hospital  care  of  acute 
myocardial  infarction,  however,  was 
found  to  be  remarkably  uniform.6 
Wide  variation  seems  to  exist  except 
for  treatments  about  which  there 
has  been  clear  and  longstanding 
agreement. 

No  explanation  could  be  found 
for  the  great  difference  of  practice 
styles  except  disagreement  of  phy- 
sicians' opinions,  translated  into 
habits  of  practice.  That  they  varied 
among,  more  than  within,  hospital 
staffs  has  been  thought  to  result  from 
peer  influence  and  group  behavior. 

Why  is  there  not  agreement  when 
presumably  all  read  the  same  litera- 
ture? Wennberg5  suggested  in  1982 
that  the  impetus  to  variation  lay  with 
the  supplier  of  care  rather  than  with 
its  recipient,  and  that  the  cause  was 
"professional  uncertainty."  Eddy7 
elaborated  the  role  of  uncertainty  in 
1983.  He  said  that  widely  varied 
and  strongly  held  opinions  can  be 
explained  only  by  lack  of  available 
comparative  information  about 
probable  outcomes. 

There  is  little  variation  when 
outcomes  are  generally  known. 
Uncertainty  and  variation  of  prac- 
tice result  from  an  ambiguous  medi- 
cal literature,  and  inability  of  read- 
ers to  recognize  its  statistical  weak- 
nesses: uncontrolled  variables,  faulty 
determination  of  probability  of  er- 
ror or  confidence  interval,  and  very 
often  inadequate  sample  size. 

There  are  now  several  seemingly 
competing  doctrines  of  change: 
outcomes,  guidelines,  and  continu- 
ous improvement.  Each  has  its  ad- 
vocates, but  some  find  them  com- 
patible and  are  recommending  their 
combination.  For  us  to  use  them  all 
or  choose  among  them,  we  need  to 
understand  them.  They  will  be  ex- 
amined in  turn. 

CQI 

Continuous  quality  improvement 
and  its  variants  were  borrowed  from 


industry.  CQI  (also  known  as  TQM) 
was  elaborated  by  Deming8  to  im- 
prove processes  of  production  and 
distribution  of  manufactured  goods. 
It  may  improve  processes  and  effi- 
ciency in  health  care  as  it  has  in  in- 
dustry, but  will  it  assure  effective- 
ness? 

Said  another  way,  we  may  find 
ourselves  doing  better  what  isn't 
worth  doing  at  all.  CQI  cannot  help 
with  what  to  do,  but  only  with  how 
to  do  it.  Reinertsen9  has  called  CQI  a 
rudder,  which  is  useless  without  the 
compass  of  outcomes. 

Outcomes 

Outcomes  research  is  invoked  often 
as  an  instrument  of  change,  but 
usually  with  the  glibness  of  the  un- 
informed who  know  nothing  of  its 
limitations  or  its  complexity.  The 
concept  came  to  public  attention 
when  C.  Everett  Koop  was  surgeon- 
general  and  promoted  it  as  a guide 
to  improvement. 

Codman10  proposed  an  "end  re- 
sult system"  by  which  all  patients 
would  be  followed  until  the  results 
of  their  treatment  was  clearly  appar- 
ent. He  meant  not  only  to  compare 
methods  of  treatment,  but  also  to 
score  individual  physicians  and 
hospitals.  What  we  now  call  profil- 
ing was  odious  in  1918  as  it  is  today. 
As  a result,  Codman  lost  his  mem- 
bership in  the  local  medical  society 
and  his  chair  of  surgery  at  Massa- 
chusetts General  Hospital. 

Outcomes  studies  by  their  cur- 
rent connotative  meaning  address 
the  patient's  point  of  view.  They  test 
function  in  daily  living,  quality  of 
life,  and  patients'  satisfaction  with 
result.  They  are  not  substitutes  for 
randomized  clinical  trials,  and  must 
be  no  less  rigorous  than  the  best 
conventional  research.  Because  they 
must  follow  patients  to  result  of  treat- 
ment, they  will  take  longer  than 
effect-specific  or  process  research. 

Even  the  lavishly  funded,  me- 
ticulously structured  studies  of  the 
Patient  Outcomes  Research  Teams 
of  the  Agency  for  Health  care  Policy 


and  Research  (AHCPR)  will  not 
resolve  the  simplest  uncertainties  in 
less  than  years  and  those  more 
complex  in  less  than  a decade.  Still, 
outcomes  research  is  essential  if  ever 
we  are  to  make  sense  of  what  we  are 
doing.  So  what  are  we  to  do  mean- 
time? 

Guidelines 

Guidelines  are  anathema  to  many 
physicians  who  decry  "cookbook 
medicine."  Someone  has  said: 
"Everybody  practices  cookbook 
medicine.  It's  just  that  each  has  his 
or  her  own  cookbook.  We  all  have 
our  favorite  recipes." 

Everybody  is  getting  into  the 
guideline  business.  The  most  expan- 
sive and  expensive  efforts  have  been 
those  of  AHCPR.  They  have  cost 
between  $350,000  and  $800,000,  and 
they  have  been  the  easy  process 
types,  such  as  perioperative  pain 
management  and  decubitus  ulcers. 
The  tough  ones  will  have  to  do  with 
physician  decision-making--what  to 
do  rather  than  how.  The  distinction 
is  between  process  guidelines  and 
cognitive  guidelines. 

Some  terms  that  tend  to  be  used 
interchangeably  need  to  be  defined 
and  differentiated.  Practice  stan- 
dards, sometimes  called  practice 
policies,  are  statements  of  what  must 
be  or  is  strongly  recommended  to  be 
done.  Practice  parameters  lay  at  the 
other  end  of  the  spectrum,  describ- 
ing the  various  methods  that  have 
been  advocated  and  are  considered 
to  be  acceptable— in  effect,  codifying 
and,  by  implication,  justifying  vari- 
ation. 

Between  these  extremes,  practice 
guidelines  (also  called  clinical  care 
guidelines)  are  explicitly  not  man- 
dates, but  aids  to  making  decisions. 
Properly  made,  they  are  based  on 
structured  review  of  what  is  known, 
and  presented  as  a matrix,  decision 
tree,  or  algorithm.  Guidelines  do  not 
dictate  or  limit  decisions,  but  pro- 
vide best  information  from  which  to 
make  them.  The  more  than  1,500 
entries  in  AMAs  Directory  of  Practice 
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Parameters  are  a random  collection 
of  all  of  the  above  taken  from  all 
identifiable  sources. 

There  are  differing  opinions  about 
who  should  develop  guidelines: 
agencies  of  government,  agents  of 
payers,  national  specialty  organiza- 
tions, or  local  physician  groups. 
Those  developed  by  AHCPR  have 
been  exhaustive  but  voluminous  and 
better  for  study  than  daily  use.  Those 
guidelines  or  policies  produced  by 
specialty  societies  are  most  often 
written  by  panels  of  experts,  the  same 
ones  who  have  written  the  inconclu- 
sive literature.  Therefore,  they  tend 
to  umbrella  differing  opinions,  and 
have  little  effect  on  the  variation 
they  are  supposed  to  correct. 

There  is  advantage  to  develop- 
ment by  the  physicians  who  will  use 
them.  Creation  of  guidelines  is  ex- 
cellent continuing  education,  and 


sense  of  ownership  motivates  their 
use.  To  avoid  duplication  of  effort, 
there  must  be  a means  for  sharing. 
Wennberg11  advises:  "The  process 
of  engaging  in  outcomes  research 
and  developing  guidelines  needs  to 
be  local,  but  the  information  base 
produced  by  that  activity  has  to  be 
shared  across  the  country." 

After  being  discussed  and  de- 
bated for  several  years  to  little  ef- 
fect, guidelines  are  now  coming  into 
use,  but  often  at  the  behest  of  a 
purchasing  group  of  financier  of  care. 
The  form  being  taken  is  sometimes 
skewed  to  the  purpose  of  cost  con- 
tainment and  must  be  examined 
carefully  to  assure  that  quality  is  not 
sacrificed.  Better  yet,  the  initiative 
needs  to  be  retaken  by  the  health 
professions— by  the  users.  The  best 
guidelines  will  be  our  own.  They 
should  address  high-frequency. 


high-cost  conditions  known  to  be 
treated  variously.  They  must  be 
concise  enough  for  ready  reference, 
yet  comprehensive  enough  to  cover 
the  subject.  They  must  be  distrib- 
uted widely,  promoted  by  friendly 
persuasion,  and  put  to  use  if  they 
are  to  make  a difference. 

Those  are  the  alternatives.  How 
does  one  choose  among  them:  con- 
tinuous quality  improvement,  out- 
comes, or  guidelines?  In  fact,  they 
are  not  alternatives,  but  proper 
components  of  a continuum.  Guide- 
lines need  to  be  developed  by  or- 
derly process  but  taken  as  only  pres- 
ent best  guesses,  subject  to  continu- 
ous review  and  revision.  Outcomes 
assessment  or  measurements  need 
to  be  standardized  by  consensus  to 
provide  comparable  data  for  valid 
outcomes  research  by  which  to  test 
Continued  on  next  page 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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Continued  from  preceding  page 
practice  guidelines  and  direct  their 
revision.  Only  then  does  CQI  finally 
have  a rightful  place.  When  we  know 
what  is  best  to  do,  "what  works," 
these  will  describe  the  way  to  do  it 
better. 

Every  guideline  that  is  developed 
should  have  outcomes  assessment 
method  built  into  it.  For  many  con- 
ditions the  tools  for  outcomes  meas- 
urement exist  and  are  readily  avail- 
able. For  others,  they  may  also  have 
to  be  created.  The  information  gath- 
ering and  evaluation,  the  structur- 
ing of  processes  for  making  deci- 
sions, and  the  tests  of  validity  are 
continuing  education  at  its  very  best. 
The  work  deserves  to  be  rewarded, 
and  to  give  continuing  medical 
education  credit  would  add  incen- 
tive to  participation. 

No  group  of  physicians  will  be 
able  to  address  more  than  a few  of 
the  important  uncertainties,  and, 
therefore,  sharing  of  information  will 
be  essential.  Standardization  of 
guidelines  and  valuative  instru- 
ments will  be  necessary  to  avoid 
duplication  of  effort  and  to  allow 
comparison  of  outcomes.  That  will 
require  networking  by  agreement, 
coordination  of  effort  and  pooling 
of  data,  but  for  that  a mechanism 
seldom  exists.  O'Connor12  described 
a tri-state  organization  for  outcomes 
research  of  cardiovascular  disease 
as  one  of  the  study  groups  of  the 
Maine  Medical  Assessment  Foun- 
dation, but  observed, " in  most  areas 
of  the  U.S.,  there  is  no  existing  infra- 
structure for  such  an  endeavor."  The 
problems  have  seemed  to  be  getting 
started  and  getting  organized. 

At  the  1993  SMS  annual  meeting, 
the  House  of  Delegates  approved 
the  resolution:  "that  the  State  Medi- 
cal Society  of  Wisconsin  take  ag- 
gressive leadership  in  the  develop- 
ment, dissemination,  and  education 
regarding  practice-based  outcomes 
research  to  validate  practice  guide- 


lines, by  which  to  address  practice 
variation  and  lead  to  appropriate 
change." 

The  Task  Force  on  Quality  As- 
sessment and  Implementation  of 
Practice  Parameters  has  been  au- 
thorized to  create  a networking 
organization  for  collaboration  of  all 
of  Wisconsin's  stakeholders.  There 
is  a prototype  in  the  Maine  Medical 
Assessment  Foundation13  that  has 
been  the  model  for  the  regional 
professional  foundations  described 
by  Wennberg  and  Keller,14  and  pro- 
posed in  section  5008  of  President 
Clinton's  Health  Security  Act. 

The  purpose  of  the  SMS  task  force 
is  to  develop  an  organizational  struc- 
ture by  which  the  physicians  of 
Wisconsin  may  exercise  leadership 
in  bringing  about  appropriate 
change,  but  in  concert  with  all  oth- 
ers having  a valid  interest.  Profes- 
sions are,  by  their  nature,  conserva- 
tive and  do  not  welcome  change, 
but  tend  to  react  to  change  perforce. 
We  now  have  a cause  and  an  oppor- 
tunity to  lead.  It  gives  one  pause  to 
note  that  Wennberg  published  his 
first  provocative  findings  in  Science ,5 
the  Maine  Medical  Journal,'5  and  Sci- 
entific American,'''  and  not  in  a main- 
line peer-reviewed  medical  journal. 
Our  profession  wasn't  interested  20 
years  ago.  Now  one  can  scarcely 
find  an  issue  of  any  major  journal 
that  doesn't  carry  some  reference  to 
these  issues. 

Reiman17  characterized  the  meta- 
morphosis of  medicine  through  the 
past  half  century  as  successive  revo- 
lutions: first  of  expansion;  second  of 
payor  revolt;  and  finally,  now,  the 
revolution  of  assessment  and  ac- 
countability. The  physicians  of 
Wisconsin  need  to  be  in  the  van- 
guard of  this  movement. 
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The  SMS-CESF  Medical  Outcomes  Research  Project 


Jerry  M.  Ingalls,  MD,  Sally  L.  Wencel,  JD,  and  Peter  J.  Alles,  MPA,  Madison 

After  reviewing  the  environment  of  cost,  quality  data  collection  and 
analysis,  the  State  Medical  Society  of  Wisconsin  Task  Force  on  Quality 
Assessment  and  Implementation  of  Practice  Parameters  concluded  it  is 
critical  for  the  SMS  to  take  a dynamic  role  in  sponsoring  the  development 
and  use  of  medical  outcomes  research.  The  initial  emphasis  will  be  on 
chronic  diseases  and  health  conditions  representative  of  a large  percent- 
age of  the  Wisconsin  patient  population  and  involve  physicians  from  di- 
verse practice  settings.  The  physicians  of  Wisconsin  have  a singular  op- 
portunity to  seize  the  day  by  supporting  and  participating  in  a non-pro- 
prietary, regional  study  of  patient  medical  outcomes.  Wis  Med 
J.1994;93(8):433-437. 


The  SMS  Task  Force  on  Quality 
Assessment  and  Implementa- 
tion of  Practice  Parameters  was 
appointed  by  the  Board  of  Directors 
in  September  1991  to  ensure  that 
Wisconsin  physicians  assume  a 
knowledgeable  role  in  the  continu- 
ing discussion  of  quality  medical 
care.  The  task  force  was  also  given 
the  responsibility  to  develop  a plan 
for  the  SMS  in  the  assessment  of 
quality  and  the  implementation  of 
practice  parameters. 

With  this  charge  as  its  initial  fo- 
cus, the  task  force  set  forth  with  its 
own  assessment  of  the  state  of  the 
art  of  quality  assessment  activities. 
Among  the  presenters  was  a repre- 
sentative of  what  was  then  called 
InterStudy,  a twin  cities  think  tank 
founded  by  Paul  Ellwood,  MD.  Al- 
though impressed  with  the  strides 
made  by  InterStudy  in  pioneering 
this  new  approach  to  quality  assess- 
ment called  the  Outcomes  Measure- 


Dr  Ingalls  is  chair  of  the  SMS  Task  Force 
on  Quality  Assurance  and  Implementa- 
tion of  Practice  Parameters  and  a mem- 
ber of  the  SMS  Board  of  Directors.  Wencel 
is  the  SMS  assistant  corporate  counsel. 
Alles  is  an  SMS  policy  analyst.  Reprint 
request  to:  Sally  Wencel,  JD,  State  Medi- 
cal Society  of  Wisconsin,  PO  Box  1109, 
Madison,  WI  53701.  Copyright  1994  by 
the  State  Medical  Society  of  Wisconsin. 


ment  System,  the  task  force  con- 
cluded the  time  was  not  ripe  for  the 
SMS  to  endorse  this  quality  assess- 
ment process.  On  July  18,  1992,  the 
task  force  recommended  to  the  Board 
that  the  SMS  should  be  involved  in 
the  following  activities: 

• serve  as  a clearinghouse  for  the 
dissemination  of  information 
about  practice  parameters; 

• assume  a leadership  role  in  edu- 
cating physicians  about  quality 
improvement  and  review;  and 

• monitor  the  development  of  prac- 
tice parameters,  quality  improve- 
ment and  outcomes  management. 
The  Board  of  Directors  adopted 

the  report  and  recommendations 
which  served  as  the  SMS  plan  for 
addressing  medical  quality  assess- 
ment issues.  Having  accomplished 
its  task,  the  task  force  was  allowed 
to  expire. 

Tire  1993  SMS  House  of  Delegates 
approved  a resolution  directing  the 
SMS  to  "take  aggressive  leadership 
in  the  development,  dissemination, 
and  education  regarding  clinical 
outcomes  research  to  validate  prac- 
tice guidelines  by  which  to  address 
practice  variations  and  leading  to 
appropriate  change."  This  resolu- 
tion gave  a powerful  direction  to  the 
SMS  to  take  an  active  role  in  ad- 
dressing the  uncertainty  surround- 
ing whether  practice  parameters  or 
guidelines  and  maintaining  ac- 
countability to  society  for  the  devel- 


opment and  implementation  of 
quality  assessment  activities  in  the 
clinic.  The  task  force  was  reconve- 
ned with  this  new  direction  in  mind. 

After  reviewing  the  environment 
of  cost,  quality  data  collection  and 
analysis,  the  task  force  concluded  it 
is  critical  for  the  SMS  to  take  a dy- 
namic role  in  sponsoring  the  devel- 
opment and  use  of  medical  outcomes 
research.  Specifically,  the  task  force 
concluded  the  SMS  should  develop 
a medical  outcomes  research  project 
to  be  implemented  on  a statewide 
basis. 

There  were  several  key  reasons 
for  this  conclusion.  First,  the  1993 
House  of  Delegates  gave  this  edict. 
Second,  there  is  an  ever-growing 
interest  expressed  by  both  the  pub- 
lic and  private  sector  in  practice 
guidelines  and  outcomes  measures, 
although  perhaps  not  with  a thor- 
ough understanding  of  either  con- 
cept and  its  proper  application.  As 
one  example,  the  term  "outcomes" 
is  being  frequently  applied  to  data 
analysis  using  the  gross  parameters 
of  mortality  and  morbidity. 

Beginning  in  October  1993,  HCFA 
redirected  its  contracting  PROs  to 
analyze  physician  practice  patterns, 
benchmark  facilities  with  good  out- 
comes, and  to  develop  practice 
guidelines,  among  other  new 
quality  improvement  initiatives.12 
By  defining  the  mean  for  the  bell 
curve  distribution  of  physician  prac- 
tice patterns,  the  assumption  is  that 
moving  practices  in  one  specific 
direction,  ie,  fewer  radical  prostat- 
ectomy procedures  per  1,000  pa- 
tients, will  improve  patient  out- 
comes. Similarly,  health  insurers  are 
applying  critical  pathways  or  prac- 
tice guidelines  to  define  cost-effec- 
tive care.  The  task  force  expressed 
concern  that  data  is  not  being  col- 
lected from  the  clinicians  and  pa- 
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tients  to  support  the  conclusion  that 
good  care  results  from  the  applica- 
tion of  these  "quality  improvement 
programs." 

Another  concern  outlined  by  the 
task  force  is  the  current  lack  of  sup- 
port for  physicians  engaged  in  pro- 
vider contracting  to  demonstrate 
their  good  record  with  patient  care. 
With  the  specter  of  being  left  out  of 
major  managed  care  provider  net- 
works for  "quality  reasons,"  physi- 
cians voiced  the  need  for  this  sort  of 
quality  assessment  tool  to  maintain 
their  ability  to  practice  medicine. 
Primary  to  this  project  (as  described 
later)  is  the  emphasis  on  providing 
aggregate  data  over  patient  popula- 
tions and  practice  settings.  As  the 
science  of  outcomes  research  be- 
comes more  sophisticated,  addi- 
tional data  features  will  be  available 
to  accurately  risk  adjust  for  co- 
morbidities and  other  important 
distinctions  in  the  patient  outcomes 
data. 

Finally,  there  is  an  important 
public  policy  objective  served  by 
medical  outcomes  research  as  its 
potential  can  be  explored  and  ex- 
panded in  the  future.  As  medical 
outcomes  research  is  fostered 
through  this  project,  the  profession 
may  be  moved  toward  the  concept 
of  a regional  professional  founda- 
tion3 to  develop  lifetime  learning,  to 
ensure  quality  health  care  deliver, 
to  foster  collaboration  between 
health  plans  and  providers,  to  dis- 
seminate information  about  success- 
ful quality  improvement  programs, 
practice  guidelines  and  research 
findings,  among  other  quality  of  care 
promotion  activities. 

The  task  force  made  its  recom- 
mendation to  the  SMS  Board  in 
February  1994  for  the  SMS  to  de- 
velop a medical  quality  research 
foundation,  organized  as  a separate 
scientific  foundation  or  folded  into 
the  existing  Charitable,  Educational 
and  Scientific  Foundation,  and 
commence  a medical  outcomes  re- 
search project.  After  accepting  this 
report,  the  Board  of  Directors  rec- 


ommended this  project  for  the  1994 
House  of  Delegates'  approval,  which 
was  given  on  April  15,  1994. 

Medical  outcomes  research 
It  is  important  to  point  out  what 
medical  outcomes  research  is  not:  It 
is  not  based  on  information  about 
the  cost  of  care  by  extracting  infor- 
mation from  bills  for  health  care. 
With  ever-increasing  frequency,  the 
term  "outcomes"  is  used  by  a vari- 
ety of  speakers  with  respect  to  data 
collection  and  analysis  to  determine 
whether  "quality"  health  care  serv- 
ices are  being  provided  or  pur- 
chased. Most  often,  the  focus  of  data 
collection  efforts  have  been  on  de- 
termining the  "cost  outcome"  of 
health  care  rather  than  the  patient's 
health  outcome. 

This  emphasis  is  due  to  several 
factors.  Perhaps  the  primary  reason 
for  this  emphasis  is  that  claims  data 
has  been  the  most  traditionally  avail- 
able source  of  data.  Starting  with  the 
Medicare  program,  claims  data  have 
been  analyzed  with  the  purpose  of 
controlling  program  costs,  includ- 
ing ferreting  out  provider  and  re- 
cipient fraud.  The  National  Claims 
History  System,  a HCFA  data  re- 
porting system  that  combines  both 
Part  A and  Part  B claims  in  a com- 
mon file,  has  collected  claims  data 
for  years  and  provides  a wealth  of 
both  inpatient  and  outpatient  pay- 
ment information. 

The  other  key  reason  for  the 
emphasis  on  claims  data  for  "out- 
comes" analysis  is  that  medical  care 
costs  have  been  the  major  concern  of 
those  making  the  decision  to  collect 
data.  In  Wisconsin,  the  Office  of 
Health  Care  Information  has  been 
collecting  hospital  discharge  infor- 
mation since  1991,  and  began  col- 
lecting ambulatory  surgery  data  in 
1993.  The  data  analysis  emphasis 
has  been  on  mortality  and  morbid- 
ity comparisons,  cost  and  length  of 
stay  measures  per  DRG  (diagnostic 
related  group).  Although  this  Office 
of  Commissioner  of  Insurance 
administered  agency  is  attempting 


to  glean  other  analysis  from  claims 
data,  it  is  unable  to  do  so  because  of 
the  questionable  integrity  of  this 
data. 

Private  carriers,  managed  care 
organizations  and  employer  coali- 
tions have  also  entered  the  data  col- 
lection field  and  have  also  focused 
on  claims  data.  The  purpose  of  this 
data  analysis  is  primarily  to  track 
health  care  program  costs  rather  than 
quality  data.  The  explanation  has 
been  that  high  cost  care  is  often  low 
quality  care. 

Within  Wisconsin,  there  has  been 
no  statewide  analysis  of  the  effect  of 
cost-based  practice  guidelines  on  pa- 
tient care  other  than  the  information 
yielded  from  claims  data.  These 
quality  measures  are  gross  in  na- 
ture-mortality, morbidity,  and  read- 
mission—and  tell  little  about  the 
patient's  status. 

From  the  task  force's  perspective, 
"outcomes"  data  based  on  claims 
information  is  inadequate  for  qual- 
ity improvement  purposes.  While 
the  use  of  this  data  by  managed  care 
plans  and  insurers  to  monitor  costs 
is  certainly  justified,  data  yielded  by 
claims  review  does  not  tell  physi- 
cians how  to  provide  better  care  to 
patients.  Also,  there  is  an  important 
use  of  this  analysis  to  determine 
procedures  or  the  treatment  of  cer- 
tain health  conditions  in  which  there 
is  wide  variation.  Mere  variation, 
however,  does  not  answer  the  ques- 
tion of  what  is  the  appropriate  level 
of  services.  (See,  Hoover  N.  JV/s  Med 
].  1994;93(8):42 9-43 1 . ) The  focus  is 
clearly  on  cost  effective  care  and 
there  is  little  scientific  evidence  of- 
fered to  demonstrate  that,  for  ex- 
ample, shortening  hospital  length 
of  stay  does  not  adversely  affect  the 
patient's  health  outcome.  Claims 
data  does  not  capture  the  full  health 
care  picture.  Moreover,  it  has  little 
credibility  with  practicing  physi- 
cians and  therefore  is  not  effective  in 
changing  physician  practices  other 
than  to  comply  with  managed  care 
guidelines. 
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Outcomes  management  system 
As  a result  of  the  increased  empha- 
sis on  claims  data  based  " outcomes" 
information,  the  SMS  task  force 
reviewed  the  emerging  science  of 
medical  outcomes  research  as  origi- 
nated by  Paul  Ellwood,  MD,  (de- 
scribed above)  and  now  being  pro- 
moted by  the  Health  Outcomes  In- 
stitute. This  outcomes  measurement 
system  emphasizes  the  use  of  pa- 
tient-reported information  on  health 
status  and  quality  of  life  in  conjunc- 
tion with  clinical  and  process  meas- 
ures reported  by  the  patient's  health 
care  provider.  The  purpose  of  this 
study  is  to  compare,  account  for, 
and  manage  the  effects  of  ordinary 
medical  care  on  patients'  clinical 
status  and  quality  of  life. 

Unlike  claims  data  analysis,  out- 
comes measurement  and  research 
provides  one  of  the  three  critical 
features  of  a quality  improvement 
program.4  To  put  it  another  way. 


outcomes  research  establishes  the 
effectiveness  of  medical  care  in  the 
"real  world"  rather  than  determin- 
ing the  likelihood  of  effectiveness 
through  the  well-controlled  condi- 
tions of  clinical  trials.5 

As  he  described  his  patient-based 
clinical  outcomes  system,6  Ellwood 
realized  that  health  care  costs  were 
climbing,  yet  there  was  no  way  to 
accurately  measure  the  real  value  of 
medical  treatment.  There  was  no 
proof  that  an  extensive  and  costly 
medical  treatment  would  result  in 
better  quality  of  life  for  that  patient. 
He  reasoned  that  costs  would  never 
be  truly  brought  under  control  and 
quality  would  never  truly  be  as- 
sessed until  physicians  can  deter- 
mine that  x treatment  will  yield  y 
outcomes  at  z cost.  Only  then  can  a 
rational,  educated  decision  about 
treatment  be  reached.  He  challenged 
the  medical  community  to  partici- 
pate in  the  development  of  his  Out- 


comes Management  System  (OMS) 
and  use  its  analysis  to: 

• follow  the  natural  progression  of 
health  conditions; 

• assess  and  choose  the  most  ap- 
propriate therapies; 

• establish  standards  for  treatment 
of  specific  conditions; 

• estimate  resources  to  be  used  in 
treating  conditions; 

• predict  the  cost  of  care;  and 

• select  the  most  efficient  and  ef- 
fective providers  of  care. 

This  system,  in  other  words,  is  a 
management  tool— providing  the 
information  to  feed  back  to  physi- 
cians to  improve  the  way  in  which 
they  deliver  health  care  to  patients 
based  on  what  is  shown  to  work  for 
patients. 

The  OMS  is  simple  in  design.  It 
consists  of  simple  questionnaires  and 
data  collection  protocols  to  be  used 
in  collecting  data  in  a common  for- 
Continued  on  next  page 
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Apply  Traditional  Values  Full  Strength 

To  Your  Life  & Practice  — The  Right  Choice 
The  Monroe  Clinic,  Monroe,  WI 

Seldom  are  you  offered  the  opportunity  to  combine  both  a quality 
of  life  and  practice  with  so  much  to  offer.  At  The  Monroe  Clinic  - 
it's  the  formula  you've  been  looking  for... here's  why: 

The  Monroe  Clinic  Offers  an  Outstanding 
Professional  Setting 

I A new  114,000  sq.  ft.  state-of-the-art  clinic  division  linked  by 
skywalk  to  the  hospital  division  and  its  leading-edge  technol- 
ogy • Seven  branch  clinics  • A diverse  business  and  medical 
support  staff  of  over  1,000  • Quick  access  to  peers  or  special- 
ists • Immediate  case  load,  no  buy-in  costs  or  distractions  of 
office  management  • Excellent  first  year  income  guarantee 

• Generous  benefits. 

Monroe,  Wisconsin  , a Superior  Quality  of  Life 

Relaxed  pace,  more  leisure  time  • Safe  environment 

• Excellent  schools  • Easy  access  to  University  of  WI  in 
Madison  • Lush,  rolling  hills  • A variety  of  cultural  and 
recreation  activities  • Two  hours  to  Milwaukee  or  Chicago 

• Family  oriented  community  of  10,000. 

We  currently  have  opportunities  for  BC/BE  Physicians  in  the 
following  specialty  areas:  FAMILY  PRACTICE,  INTERNAL 
MEDICINE,  OB/GYN,  CARDIO- 
LOGY (non-in  vasive),  PSYCHIATRY, 

GENERAL  SURGERY  and  ORTHO- 
PAEDIC SURGERY.  If  you  would 
like  to  know  more  about  wny  medicine 
in  Monroe  is  the  right  choice,  call  or 
send  your  C.V.  to:  Physician  Staffing 
Specialist,  THE  MONROE  CLINIC, 

515  22nd  Ave.,  Monroe,  WI  53566. 

1-800-373-2564. 
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-4  The  Monroe  Clinic 

A proud  caring  tradition 


Park  Nicollet  Medical  Center 

A HealthSystem  MinnesotaSM  member 


Urgent  Care  Department 

• BC/BE  Family  Practitioners,  General  Internists,  or 
Emergency  Medicine  Practitioners 

• Three  Positions  Available;  Seven  Positions  Filled 

• Varied  and  Challenging  Patient  Population 


• New  Flexible  Scheduling  Options 

All  considered  Full-Time  with  Same  Base  Pay 

#1  40  hrs/ wk,  no  evenings/ no  weekends 
#2  36  hrs/ wk,  6 hrs  of  evenings/ weekends 
#3  32  hrs/wk,  12  hrs  of  evenings/ weekends 
#4  28  hrs/  wk,  18  hrs  of  evenings/ weekends 


• A 380  - Physician  Multispecialty  Clinic 


• Contact  Patrick  Moylan  at  612/927-3286 

or 

• Send  CV  and  Letters  of  Inquiry  to: 

Physician  Recruitment 
Park  Nicollet  Medical  Center 
5000  West  39th  Street 
Minneapolis,  MN  55416 
or 

• Fax  612/924-2819 


Wisconsin  Medical  Journal  • August  1994 


435 


Continued  from  preceding  page 
mat  across  patients,  settings  and  con- 
ditions. The  questionnaires  consist 
of  the  health  status  questionnaire 
("HSQ")  that  collects  from  patients 
self-reported  quality  of  life,  satisfac- 
tion, demographic,  health  behaviors 
and  co-morbidity  data.  Through 
testing  and  retesting,  a baseline  for 
responses  from  healthy  persons  has 
been  established  against  which  the 
responses  of  patients  with  a medical 
condition  is  gauged.  The  closer  the 
responses  of  the  patient  receiving 
treatment  to  the  healthy  baseline, 
the  closer  to  "health"  the  patient 
appears  to  be. 

The  other  information  tool  is  the 
Technology  of  Patient  Experience 
or  "TyPE"  form.  This  form  is  condi- 
tion-specific and  completed  by  pa- 
tients and  health  care  providers  to 
collect  demographic,  comorbidity, 
and  quality  of  life  information  as 
well  as  the  clinical  measures  of  a 
patient's  condition  and  outcome. 
There  are  currently  16  TyPE  forms 
available,  including  angina,  asthma, 
cataracts,  chronic  obstructive  pul- 
monary disease,  chronic  sinusitis, 
depression,  diabetes,  hip  fracture, 
hip  replacement,  hypertension  and 
lipid  disorders,  low  back  pain,  os- 
teoarthritis of  the  knee,  prostatism, 
rheumatoid  arthritis,  stroke  and  sub- 
stance use  disorder  (alcohol). 

Data  collected  in  a common  for- 
mat allows  pooling  of  data  and 
comparison  of  experience.  An  im- 
portant feature  of  OMS  is  the  em- 
phasis given  to  patient-reported 
functional  status  and  quality  of  life 
along  with  simple  clinical  and  proc- 
ess measures.  The  volume  and  kinds 
of  data  required  within  the  outcomes 
measurement  system  are  kept  small, 
making  it  more  practical  to  collect 
these  data  as  part  of  everyday  prac- 
tice. The  outcomes  measurement 
tools  are  placed  in  the  public  do- 
main so  as  to  minimize  barriers  to 
their  use.  Examples  of  current  stud- 
ies using  the  OMS  include  the 
American  Group  Practice  Associa- 
tion in  cooperation  with  over  50 


member  clinics,  the  Managed  Ideal  th 
Care  Association,  HealthSpan,  Inc., 
and  the  State  of  Oregon  Medicaid 
Program. 

At  this  writing,  the  task  force  is  in 
the  process  of  identifying  health 
conditions  to  study  to  initiate  the 
project.  The  initial  emphasis  will  be 
on  chronic  diseases  and  health  con- 
ditions representative  of  a large 
percentage  of  the  Wisconsin  patient 
population  and  involve  physicians 
from  diverse  practice  settings  (ie, 
specialty  clinics  and  multispecialty 
clinics,  large  and  small  medical  of- 
fices). Also,  the  health  conditions 
will  be  treated  primarily  on  an  out- 
patient basis,  which  would  further 
distinguish  this  project  from  cur- 
rent data  analysis  projects  with  the 
traditional  inpatient  claims  data 
approach.  As  interest  and  participa- 
tion in  this  demonstration  project 
grows,  the  task  force  will  expand 
the  research  to  include  more  health 
conditions. 

Resources  needed 
The  equipment  and  technology 
needed  to  implement  an  outcomes 
study  in  the  clinic  setting  varies  on 
practice  size,  patient  population  to 
be  included  and  number  of  physi- 
cians participating.  For  a small 
patient  study,  paper  forms  may  be 
collected  and  mailed  or  faxed  to  the 
SMS  for  data  collection  and  analysis 
purposes.  Larger  medical  groups 
may  be  currently  collecting  out- 
comes data  and  may  submit  data 
tapes  or  transmit  the  information 
via  modem  on  a "real  time"  basis. 
As  the  project  is  implemented,  the 
SMS  will  provide  trainers  and  other 
technical  support  and  assistance  to 
project  participants.  Also,  there  is 
an  expanding  commercial  interest 
in  providing  outcomes  research  tech- 
nology and  support  and  participants 
may  elect  to  obtain  both  the  technol- 
ogy and  data  analysis  tools  to  per- 
form the  data  collection  and  analy- 
sis on  site.  This  internal  data  func- 
tion may  quickly  enhance  the  clinic's 
quality  improvement  activities. 


The  process 

Enrollment  and  record  preparation. 
Each  participating  physician  office 
or  clinic  ("participants")  will  select 
patients  for  enrollment  in  the  study 
and  establish  files  for  information 
collected.  These  files  can  be  made 
part  of  each  patient's  medical  rec- 
ords, if  desired.  To  ensure  confiden- 
tiality and  maintain  a link  between 
raw  data  and  the  patient  medical 
records,  physician  offices  will  as- 
sign a code  number  to  each  patient 
enrolled.  A brochure  containing 
information  on  the  project's  purpose, 
intended  uses  of  data,  and  methods 
for  keeping  individual  responses 
confidential  will  be  given  to  each 
patient  at  the  time  of  enrollment. 

In  addition,  a log  will  be  main- 
tained for  patients  choosing  not  to 
participate  in  the  project.  Knowl- 
edge of  characteristics  for  non-par- 
ticipating patients  may  enable  the 
project  coordinators  to  determine  if 
there  is  any  systematic  bias  in  en- 
rollment. Patient  comments  on  their 
reasons  for  not  participating  could 
also  yield  useful  information  with 
which  to  fine-tune  project  method- 
ology. For  example,  if  a significant 
number  of  patients  refusing  to  par- 
ticipate indicate  they  are  concerned 
about  confidentiality,  the  project 
coordinators  could  use  this  infor- 
mation to  consider  adjustments  to 
the  informational  brochure  or  other 
aspects  of  the  research  process. 

Transmitting  data.  The  demonstra- 
tion project  will  be  limited  in  scope 
and  will  make  use  of  a general  health 
status  survey.  Participants  may 
choose  to  send  survey  data  in  sev- 
eral ways  for  the  initial  project.  The 
forms  can  be  mailed  to  the  SMS  as 
completed,  or  in  batches.  Alterna- 
tively, participants  may  choose  to 
send  surveys  by  fax,  keeping  the 
originals.  Fax  and  scanning  technol- 
ogy has  improved  markedly  in  re- 
cent years,  reducing  the  incidence  of 
errors  related  to  transmission  qual- 
ity and  making  it  possible  to  quickly 
screen  forms  for  possible  errors 
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during  the  scanning  process. 

As  the  outcomes  research  pro- 
gresses beyond  the  demonstration 
project,  physician  offices  and  clinics 
choosing  to  participate  may  have  to 
decide  whether  to  purchase  software 
and  scanning  equipment  designed 
for  outcomes  research.  Those  choos- 
ing to  do  so  will  be  able  to  enter  their 
own  data  and  send  it  to  the  SMSW 
by  modem  or  on  diskette. 

The  symposium 

A specific  project  under  way  is  to 
hold  a Medical  Outcomes  Research 
Symposium  Oct  14,  1994,  in  Lake 
Geneva  at  the  Grand  Geneva  Resort 
and  Spa.  This  symposium  is  de- 
signed to  provide  physician  and 
health  care  industry  leaders  infor- 
mation about  the  SMS  Medical 
Outcomes  Research  Project,  to  reach 
out  to  the  health  care  delivery  sys- 
tem about  the  project  and  to  encour- 
age participation  of  medical  prac- 
tices throughout  the  state.  Category 


Free  immunization  programs  in- 
crease the  likelihood  that  a phy- 
sician in  private  practice  will  offer 
immunizations  to  children,  a recent 
study  found.  Lead  author  William  J. 
Hueston,  MD,  of  the  Eau  Claire  Fam- 
ily Practice  Residency  Program,  and 
colleagues  conducted  the  study  to 
examine  state  immunization  distri- 
bution programs.  The  article  ap- 
peared in  the  July  issue  of  the  Ar- 
chives of  Family  Medicine. 

The  authors  wrote:  "Physicians 
who  practiced  in  states  that  sup- 
plied childhood  vaccines  free  of 
charge  for  use  in  Medicaid  recipi- 


I CME  credits  are  being  applied  for 
to  award  physicians  who  partici- 
pate in  this  conference. 

Conclusion 

The  physicians  of  Wisconsin  have  a 
singular  opportunity  to  seize  the  day 
by  supporting  and  participating  in  a 
non-proprietary,  regional  study  of 
patient  medical  outcomes.  The  task 
force  that  recommended  the  SMS- 
CESF  Medical  Outcomes  Research 
Project  concluded  that  this  system 
of  data  collection  and  analysis  is  the 
only  viable  means  of  performing 
quality  assessment  and  is  the  criti- 
cal but  often  missing  link  in  a medi- 
cal quality  improvement  program. 
While  housed  in  the  CES  Founda- 
tion of  the  SMS,  the  project's  em- 
phasis is  on  cooperation  between 
various  organizations,  health  care 
delivery  systems  and  local  and  na- 
tional outcomes  measurement  proj- 
ects. To  learn  more  about  the  proj- 
ect, physicians  and  health  care  de- 


ents were  more  likely  to  offer  im- 
munizations in  their  practices  than 
were  physicians  in  states  that  did 
not  supply  immunizations.  This 
finding  was  constant  in  all  three 
geographic  areas."  The  survey 
sample  included  287  practicing 
physicians  in  three  states  that  par- 
ticipated in  the  Medicaid  free  vac- 
cine program  (Washington,  South 
Dakota,  and  New  Llampshire)  and 
266  physicians  from  three  geographi- 
cally matched  states  that  did  not 
participate  (Oregon,  North  Dakota, 
and  Delaware). ❖ 


livery  leaders  are  encouraged  to 
participate  in  the  Medical  Outcomes 
Research  Symposium  on  Oct  14, 
1994.  For  more  information  about 
the  project  or  the  symposium,  please 
call  the  SMS:  800-362-9080  or,  in  the 
Madison  area,  257-6781. 
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To  Someone 
Who  Stutters, 
It’s  Easier  Done 
Than  Said. 

The  fear  of  speaking 
keeps  many  people  from 
being  heard.  It  you  stutter 
or  know  someone  who 
does,  write  or  call  for  our 
tree  informative  brochures 
on  prevention  and 
treatment  of  stuttering. 

Stuttering 

FOUNDATION 

of  America 

A Non-Profit  Organization 
Since  1947 — 

Helping  Those  Who  Stutter 

P.O  Box  1 1 749  • Memphis,  TN  38 11 1-0749 

1-800-992-9392 
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New  fraud  and  abuse  safe  harbors 


Alyce  C.  Katayama,  JD,  Milwaukee 

On  Sept  21, 1993,  the  Office  of 
Inspector  General  (OIG)  of 
the  US  Department  of  Health  and 
Human  Services  proposed  to  expand 
the  list  of  safe  harbors  published  in 
1991.  Like  the  11  earlier  safe  har- 
bors, the  seven  proposed  safe  har- 
bors are  designed  to  advise  tire  health 
care  industry  which  payment  prac- 
tices will  not  be  subject  to  prosecu- 
tion under  the  Medicare  and  Medi- 
caid antikickback  statute.  The  ex- 
tremely broad  statute  prohibits  of- 
fering anything  of  value  in  exchange 
for  the  referral  of  patients  for  serv- 
ices or  goods  which  will  be  paid  for 
by  Medicare  or  Medicaid.  The  pro- 
posed regulations  would  create  safe 
harbors  for:  rural  area  joint  ventures, 
ambulatory  surgical  centers  (ASC), 
group  practices,  practitioner  recruit- 
ment, obstetrical  liability  insurance 
subsidies,  specialty  services  referral 
agreements,  and  cooperative  hospi- 
tal service  organizations  (CHSO). 

Rural  joint  ventures 
For  rural  joint  ventures,  the  pro- 
posed regulations  would  eliminate 
the  two  60/ 40  rules  contained  in  the 
small  entity  investment  safe  harbor. 
Those  rules  require  that  no  more 
than  40%  of  the  investment  interests 
be  held,  and  no  more  than  40%  of  the 
gross  revenue  be  generated  by,  per- 
sons in  a position  to  make  or  influ- 
ence referrals  to,  furnish  items  or 
services  to,  or  otherwise  generate 
business  for  the  entity. 

In  the  place  of  the  60/40  rules,  the 
proposed  regulations  would  require 


Katayama  is  a partner  in  the  law  firm  of 
Quarles  & Brady.  Reprint  requests  to: 
Alyce  Katayama,  Quarles  & Brady,  411 
E Wisconsin  Ave,  Milwaukee,  WI 53202- 
4497.  Copyright  1994  by  the  State  Medi- 
cal Society  of  Wisconsin. 


the  entity  to  make  a bona  fide  offer 
of  the  investment  interest  to  indi- 
viduals or  entities  irrespective  of 
whether  they  are  in  a position  to 
make  or  influence  referrals  to,  fur- 
nish items  or  services  to,  or  other- 
wise generate  business  for  the  en- 
tity. The  OIG  gives  no  indication  of 
how  many  offers  or  what  percent- 
age of  the  offers  must  be  made  to 
persons  not  in  a position  to  make  or 
influence  referrals. 

In  addition,  to  be  safe  harbored, 
the  entity  would  have  to  derive  at 
least  85%  of  its  gross  revenues  in  the 
previous  fiscal  year  or  12  months 
from  persons  residing  in  a rural  area. 
A rural  area  would  be  defined  as  a 
geographic  area  that  is  not  a metro- 
politan area  as  defined  by  the  Office 
of  Management  and  Budget.  In  Wis- 
consin, West  Bend,  Stevens  Point, 
and  Watertown  would  be  consid- 
ered rural  areas. 

Ambulatory  surgical  centers 
The  OIG  had  spoken  kindly  of  ASCs 
when  the  first  set  of  safe  harbors 
was  published,  so  it  was  anticipated 
that  the  proposed  regulations  would 
create  a safe  harbor  for  payments  to 
a free  standing  ASC.  And  they  do. 

This  safe  harbor  would  protect 
payments  to  ASC  investors  where 
all  the  investors  are  surgeons  who 
are  in  a position  to  refer  patients  to 
the  ASC  and  who  in  fact  perform 
services  in  the  ASC.  OIG  views  the 
ASC  as  an  extension  of  the  investor 
surgeon's  office  practice. 

Physician  group  practices 
The  OIG  has  decided  to  recognize 
the  legitimacy  of  physician  group 
practices.  But  there  are  some  catches. 

Specifically,  The  OIG  proposes  to 
protect  payments  to  physicians  who 
invest  in  a group  practice  of  which 
they  are  active  members.  The  terms 
of  the  investment  interest  could  not 


be  based  on  expected  referrals,  nei- 
ther the  entity  nor  another  investor 
could  lend  or  guarantee  a loan  used 
to  obtain  an  investment  interest,  and 
the  return  on  the  investment  would 
have  to  be  directly  attributable  to 
the  capital  invested.  The  group  prac- 
tice seeking  to  enter  this  safe  harbor 
must  satisfy  the  statutory  definition 
of  a group  practice.  This  definition 
was  originally  enacted  as  part  of  the 
"Stark  I"  and  has  been  refined  in  the 
"Stark  II"  anti-self-referral  provi- 
sions which  were  part  of  OBRA  '93. 

To  satisfy  this  definition,  the 
group  practice  must  be  legally  or- 
ganized in  some  fashion.  Each  phy- 
sician member  must  provide  sub- 
stantially his  or  her  full  range  of 
services  through  the  joint  use  of 
shared  office  space,  facilities,  equip- 
ment, and  personnel.  Overhead  ex- 
penses and  income  must  be  distrib- 
uted on  a predetermined  basis.  A 
group  member  cannot  directly  or 
indirectly  receive  compensation 
based  on  the  volume  or  value  of  his 
or  her  referrals.  A physician's  or- 
ders for  an  item,  service  or  consulta- 
tion constitutes  a "referral"  for  this 
purpose. 

The  OIG's  use  of  this  definition  in 
a regulatory  proposal  represents  a 
remarkable  sleight-of-hand.  Con- 
gress enacted  this  definition  as  one 
of  the  requirements  to  be  met  by  a 
medical  group  seeking  to  qualify 
for  an  exception  to  the  prohibition 
on  physicians'  referring  to  clinical 
laboratories,  diagnostic  imaging  fa- 
cilities, radiation  therapy,  physical 
therapy,  and  other  specified  busi- 
nesses in  which  they  own  an  inter- 
est. The  OIG's  use  of  that  definition 
is  another  matter  altogether— an  at- 
tempt to  generally  regulate  physi- 
cians' investment  in  their  group  prac- 
tices, without  any  underlying  statu- 
tory authority. 

Equally  disconcerting  is  the  OIG's 
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comment  about  the  group  practice 
safe  harbor  in  the  preamble  to  the 
proposed  regulations:  " [W]e  are  so- 
liciting information  in  [sic]  the  types 
of  compensation  arrangements  that 
exist  within  group  practices  and  the 
extent  to  which  they  create  inappro- 
priate incentives  that  distort  the  pro- 
fessional judgment  of  the  members 
of  the  group."  This  is  akin  to  having 
a government  agency  solicit  com- 
ments on  the  sex  lives  of  married 
couples  to  find  out  how  they  might 
be  improved  by  regulation. 

Practitioner  recruitment 

The  proposed  regulations  would  cre- 
ate a safe  harbor  for  certain  pay- 
ments offered  by  rural  hospitals  and 
entities  in  efforts  to  recruit  physi- 
cians and  other  practitioners  to  their 
staffs.  This  safe  harbor  would  pro- 
tect only  recruitment  activities  di- 
rected at  an  established  practitioner 
relocating  to  a new  geographic  area 
or  a new  practitioner  following  com- 
pletion of  an  internship  or  residency 
program.  No  protection  is  offered 
for  recruitment  activities  directed  at 
established  practitioners  who  are  al- 
ready working  in  the  same  geo- 
graphic area. 

For  the  recruitment  activity  to  be 
protected: 

• the  arrangement  would  have  to 
be  in  writing; 

• for  established  practitioners,  the 
physical  location  of  the  new  pri- 
mary place  of  practice  would  have 
to  be  at  least  100  miles  from  the 
location  of  the  former  primary 
place  of  practice  and  at  least  85% 
of  the  revenue  from  the  new  prac- 
tice would  have  to  be  generated 
from  new  patients; 

• the  duration  of  the  recruitment 
payments  could  generally  not  ex- 
ceed 3 years; 

• the  agreement  could  not  be  con- 
ditioned upon  the  practitioner's 
referral  of  business  to  the  entity; 

• the  practitioner  would  have  to  be 
free  to  establish  staff  privileges  at 
or  refer  business  to  another  en- 
tity, or  both; 


• the  amount  of  the  payment  could 
not  be  based  on  the  volume  of 
business  generated  by  the  practi- 
tioner; and 

• the  practitioner  would  be  re- 
quired to  treat  Medicare  and 
Medicaid  patients.  A rural  area 
for  this  purpose  is  defined  the 
same  as  in  the  rural  joint  venture 
safe  harbor. 

The  proposed  regulations  would 
create  a safe  harbor  to  permit  a hos- 
pital to  pay  malpractice  insurance 
premiums  for  practitioners  engaged 
in  obstetrical  practice,  but  only  in 
primary  care  health  professional 
shortage  areas.  To  meet  the  proposed 
safe  harbor: 

• the  agreement  would  have  to  be 
in  writing; 

• at  least  85%  of  the  practitioner's 
obstetrical  patients  treated  under 
the  malpractice  coverage  would 
be  required  to  reside  in  the  short- 
age area  or  be  a part  of  a desig- 
nated shortage  area  population; 

• the  practitioner  could  not  be  re- 
quired to  refer  any  level  of  pa- 
tients to  the  hospital; 

• the  practitioner  would  have  to  be 
free  to  establish  staff  privileges  at 
or  refer  patients  to  other  hospi- 
tals; 

• the  amount  of  the  subsidy  could 
not  vary  based  on  referrals; 


• the  practitioner  would  have  to  be 
required  to  treat  Medicaid  pa- 
tients seeking  obstetrical  care;  and 

• the  payments  would  have  to  be 
for  bona  fide  insurance  policies. 
The  proposed  safe  harbor  would 
permit  a hospital  to  limit  the  cov- 
erage of  the  malpractice  insur- 
ance to  services  performed  at  that 
hospital. 

Specialty  services 
The  OIG  has  also  proposed  to  pro- 
vide safe  harbors  for  arrangements 
under  which  a practitioner  refers  a 
patient  to  another  individual  or  en- 
tity for  specialty  services  and  in  re- 
turn there  is  an  agreement  on  the 
part  of  the  party  receiving  the  refer- 
ral to  refer  that  patient  back  at  a cer- 
tain time  or  under  certain  circum- 
stances. Naturally,  the  proposed  safe 
harbor  would  prohibit  any  payment 
between  the  parties  for  the  referral. 
The  only  permissible  exchange  of 
value  between  the  parties  would  be 
the  "opportunity"  to  obtain  payment 
from  third-party  payors  or  the  pa- 
tient for  the  professional  services 
rendered.  Payment  between  the  par- 
ties would  be  permitted,  however, 
where  both  parties  belong  to  the 
same  practice  group  in  which  reve- 
nues are  shared  among  members  of 
Continued  on  next  page 


Participants  needed  for 
1994  AIDS  Walk  Wisconsin 


The  5th  Annual  AIDS  Walk 
Wisconsin,  scheduled  for 
Sept  18,  will  raise  funds  for  20 
AIDS  service  agencies  through- 
out Wisconsin.  The  10  K walk 
along  Milwaukee's  lakefront  is 
the  state's  largest  AIDS  fund-rais- 
ing event. 

To  register  for  the  walk,  send 
your  name  and  address  to  AIDS 


Walk  Wisconsin,  PO  Box  92487, 
Milwaukee,  WI  53202-0487.  The 
AIDS  Walk  office  will  immedi- 
ately send  you  a sponsor  form  so 
you  can  start  collecting  pledges. 
Tax  deductible  contributions  may 
also  be  sent  to  the  above  address. 
For  information,  call  1-800-348- 
WALK.* 
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the  group  practice. 

The  OIG's  decision  to  offer  safe 
harbor  protection  to  referral  agree- 
ments is  of  little  help  to  the  health 
care  industry.  It  is  reminiscent  of  the 
OIG's  1991  safe  harboring  of  physi- 
cians' ownership  of  the  stock  of  pub- 
licly traded  drug  companies  and 
other  similar  investment.  On  the 
bright  side,  by  encouraging  the  "re- 
turn" of  the  patient  from  the  special- 
ist to  the  primary  care  physician,  the 
OIG  is  in  sync  with  other  federal 
policymakers. 

CHSOs 

Finally,  the  proposed  regulations 
would  create  a safe  harbor  for  most 
tax  exempt  CHSOs.  This  safe  harbor 
would  protect  payments  from  a pa- 
tron hospital  to  a CHSO  to  support 
the  CHSO's  operational  costs  and 


those  payments  from  a CHSO  to  a 
patron-hospital  that  are  required  un- 
der IRS  rules.  Such  payments  have 
not  generated  much  concern  or  scru- 
tiny up  to  this  point. 

The  safe  harbor  would  require 
that  the  CHSO  be  wholly  owned  by 
its  patron-hospitals.  If  a CHSO  acts 
as  a group  purchasing  organization 
or  a patron-hospital  obtains  dis- 
counts as  a result  of  the  CHSO's  ac- 
tivities, the  proposed  regulations 
would  also  require  compliance  with 
the  already  existing  safe  harbors  for 
group  purchasing  organizations  and 
discounts. 

Comment 

These  new  safe  harbors  are  only  in 
proposed  form.  Given  that  it  took 
more  than  2 years  to  get  from  pro- 
posed rules  to  final  safe  harbor  pub- 


lished in  1991,  some  delays  before 
these  proposed  safe  harbors  are  fi- 
nalized can  be  expected.  Nonethe- 
less, as  a practical  matter,  the  health 
care  industry  will  currently  rely  on 
these  proposed  regulations  as  the 
primary  guidance  on  the  covered 
subjects  until  such  time  final  regula- 
tions are  promulgated. 

Unfortunately,  only  a few  of  the 
proposed  safe  harbors  offer  guid- 
ance in  the  difficult  areas  of  daily 
practice.  It  is  important  to  remem- 
ber that  just  because  a payment  prac- 
tice does  not  fall  within  a safe  harbor 
does  not  mean  it  is  prohibited. 
Rather,  it  must  be  carefully  analyzed 
to  determine  whether  it  falls  within 
the  reach  of  the  fraud  and  abuse 
statute--a  reach  which  the  OIG's  pro- 
posed grasp  may  well  exceed. ❖ 


Michigan's 

Upper  Peninsula 

ST.  FRANCIS  HOSPITAL 

PRIMARY  CARE  NEEDS 

University  Affiliated 

Family  Practice 

Cardiac  Rehab  and  GI  Lab 

Internal  Medicine 

Four  Surgical  Suites 

Pediatrics 

Member,  OSF  Healthcare  System 

ESCANABA,  MICHIGAN 

SPECIALTY /SURGERY  NEEDS 

Gastroenterology 

Resort  Community 

Neurology 

Located  on  Lake  Michigan 

Noninvasive  Cardiology 

Private  Schools  Available 

Orthopedic  Surgery 

Low  Cost  of  Living 

Otolaryngology 

Recreational  Activities  Abound 

Urology 

Send  your  CV  to:  Ken  Arndt  - Saint  Francis,  Inc. 

4541  N.  Prospect,  Suite 400  - Peoria,  IL  61614 

or  call  800/438-4592 for  more  information. 

440 


Wisconsin  Medical  Journal  • August  1994 


Public  health 

Arsenic  in  private  drinking  water  wells  in  Outagamie 
and  Winnebago  counties,  Wisconsin 

Jay  Goldring,  PhD;  Terry  Haupert,  BS;  and  Rick  Stoll,  BS,  Madison  and  Green  Bay 


Arsenic  is  a natural  component 
of  the  Earth's  crust  and  is 
found  widely  in  the  environment. 
When  arsenic  is  mentioned,  many 
people  remember  the  play  "Arsenic 
and  Old  Lace,"  in  which  three  good- 
natured  elderly  sisters  used  arsenic 
to  poison  wealthy  men.  A vivid  ac- 
count of  arsenic  poisoning  also  oc- 
curs in  Flaubert's  Madame  Bovary 
and  Napoleon's  death  was  said  by 
some  to  have  resulted  from  inten- 
tional arsenic  poisoning.  In  modern 
times,  arsenic  is  used  in  wood  pre- 
servatives, some  pesticides,  and  in 
the  manufacture  of  glass  and  metal 
alloys  for  use  in  electronic  compo- 
nents. Drugs  containing  arsenic  are 
also  used  in  the  treatment  of  some 
tropical  parasitic  diseases. 

Arsenic  is  found  in  soil  and 
groundwater  as  arsenate  (As+5)  and 
arsenite  (As+3).  In  biological  sys- 
tems, arsenate  is  reduced  to  arsen- 
ite, which  is  then  converted  to 
monomethyl  arsenite  (MMA)  and 
dimethyl  arsenite  (DMA).  In  hu- 
mans, ingested  arsenic  is  distributed 
to  all  tissues  and  excreted  as  MMA 
or  DMA  in  the  urine  within  1 to  3 
days.1  Ingested  arsenic  has  also  been 


Dr  Goldring  is  a toxicologist  with  the 
Wisconsin  Bureau  of  Public  Health. 
Haupert  is  a graduate  student  and  in  the 
Department  of  Natural  and  Applied 
Science,  University  of  Wisconsin-Green 
Bay  and  Stoll  is  a hydrogeologist  with 
the  Wisconsin  Department  of  Natural 
Resources,  Green  Bay.  Reprint  requests 
to:  Jay  Goldring,  PhD,  Wisconsin  Bu- 
reau of  Public  Health,  1414  E Washing- 
ton Ave,  Room  96,  Madison,  WI  53703. 
Copyright  1994  by  the  State  Medical 
Society  of  Wisconsin. 


found  to  concentrate  in  hair  and 
nails.2 

In  both  in  vivo  and  in  vitro  ex- 
perimental systems,  inorganic  arse- 
nic has  been  found  to  inhibit  a wide 
variety  of  enzymatic  processes,3 
while  the  biological  activity  of  or- 
ganic arsenic  species  is  highly  vari- 
able. For  example,  most  arsenic  de- 
rivatives found  in  fish,  such  as 
arsenobetaine  and  arsenocholine,  are 
thought  to  be  essentially  nontoxic4 
while  arsenical  pesticides  and  phar- 
maceuticals are  used  because  of  their 
toxicity. 

The  general  population  is  esti- 
mated at  approximately  46  pg  of 
arsenic  per  day,  mostly  from  food.5 
Foods  with  significant  arsenic  con- 
centrations include  seafood,  espe- 
cially shellfish,  some  meats  and 
grains.  Cigarette  smokers  inhale 
approximately  12  pg  of  inorganic 
arsenic  per  day.  In  1978,  the  Envi- 
ronmental Protection  Agency  (EPA) 
banned  the  sale  of  arsenic-contain- 
ing pesticides  for  home  use.  In  a 
1991  study,  however,  intentional  or 
unintentional  ingestion  of  these  pes- 
ticides was  responsible  for  a major- 
ity of  arsenic  poisonings  seen  in 
hospital  emergency  rooms.6 


Arsenic  in  well  water 

Arsenic  was  first  detected  by  the 
Wisconsin  Department  of  Natural 
Resources  (DNR)  in  well  water  in 
Winnebago  County  during  a 1990 
feasibility  study  for  a proposed 
landfill  site.  Since  that  time,  the  DNR, 
the  Wisconsin  Division  of  Health, 
the  Outagamie  County  Department 
of  Human  Services  and  the  Winne- 
bago County  Public  Health  Nursing 
Service  have  collected  data  on  arse- 
nic concentrations  in  1,943  wells  in 
western  Outagamie  and  Winnebago 
counties.  Of  those,  68  (3.5%)  had 
arsenic  concentrations  exceeding  the 
EPA  drinking  water  standard  of  50 
pg/  L and  622  (32%)  exceeded  5 pg/ 
L. 

Individuals  submitting  water 
samples  were  also  given  health 
questionnaires  administered  by  the 
Division  of  Health.  The  results  of 
the  health  study  will  be  published 
shortly. 

The  source  of  high  arsenic  con- 
centrations in  this  area  is  believed  to 
be  the  geologic  contact  between  the 
St  Peter  sandstone  and  the  overly- 
ing Platteville-Galena  dolomite  for- 
mation.7 Core  samples  of  sandstone 
and  dolomite  obtained  from  this 


Health  effects  of  arsenic  in  drinking  water. 


Health  effect 

Water  concentration  (pgA) 

Reference 

"Blackfoot  Disease"* 

170-800 

9 

Hyperkeratosis/  nail  ridging 

1400-14000 

9 

Gastrointestinal  irritation 

>1400 

16 

Peripheral  neuropathy 

3000-1000 

17 

‘Loss  of  circulation  in  hands  and  feet 
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contact  contained  up  to  67  mg/ kg 
arsenic.  This  contact  exists  in  Wis- 
consin at  varying  depths  in  a line 
extending  roughly  from  Marinette 
to  Janesville. 

Some  groundwater  taken  from 
this  formation  in  Outagamie  and 
Winnebago  counties  has  a unusu- 
ally low  pH,  possibly  promoting  the 
leaching  of  arsenic.7  Similar  combi- 
nations of  arsenic-containing  geo- 
logical formations  and  acidic 
groundwater  leading  to  high  well 
arsenic  concentrations  have  been 
found  in  Oregon,  Washington  State, 
Argentina,  Chile  and  Taiwan. 

Based  on  these  findings,  the  DNR 
has  designated  an  "arsenic  advisory 
area"  (Figure).  Press  releases  in  1992 
and  1993  urged  individuals  living 
in  this  area  to  test  their  water  for 
arsenic.  Those  with  arsenic  concen- 
trations exceeding  the  EPA  standard 
were  given  advice  for  correcting  the 
problem.  Preliminary  investigations 
of  areas  with  similar  geology  lo- 
cated immediately  south  and  north 
of  Winnebago  and  Outagamie  coun- 
ties have  not  yet  identified  similar 
arsenic  concentrations,  perhaps  due 
to  the  lower  corrosiveness  of  water 
in  these  areas.8 

Health  effects  of  arsenic 

Due  to  the  extensive  publicity  sur- 
rounding this  issue,  some  Oshkosh 
and  Appleton-area  physicians  have 
reported  a number  of  patient  in- 
quiries regarding  arsenic  health  ef- 
fects and  diagnosis  of  poisoning. 
Some  patients  have  questioned 
whether  current  drinking  water 
standards  are  adequately  protective 
against  these  health  effects. 

Exposure  to  arsenic  in  drinking 
water  at  similar  concentrations  to 
those  found  in  Wisconsin  has  been 
reported  to  cause  a number  of  health 
effects  (Table).  In  addition,  a num- 
ber of  studies  conducted  in  Taiwan 
and  other  foreign  countries  indicate 
that  consumption  of  arsenic-con- 
taminated water  can  lead  to  an  ex- 
cess risk  of  basal  and  squamous  cell 
carcinomas  of  the  skin  and  possibly 


lung,  liver  and  bladder  cancer.9 
These  studies  are  ecologic  in  design 
and  have  not  been  confirmed  in  the 
United  States. 

Although  arsenic  has  not  been 
shown  to  induce  cancer  in  any  ex- 
perimental animals  studied,  the 
epidemiologic  evidence  has  led  the 
International  Agency  for  Research 
on  Cancer  to  conclude  that  there  is 
"sufficient  evidence  that  inorganic 
arsenic  compounds  are  skin  and  lung 
carcinogens  in  humans."10  The 
mechanism  of  carcinogenesis  is 
thought  to  involve  inhibition  of  DNA 
repair  enzymes  and  subsequent 
decreased  repair  rates  of  ultraviolet 
light-induced  DNA  damage  in  the 
skin.3 

The  current  EPA  arsenic  standard 
is  based  upon  the  estimate  that 
humans  consume  approximately  900 
pg  of  arsenic  per  day  and  that  arse- 
nic from  drinking  water  should 


comprise  no  more  than  10%  of  total 
ingested  arsenic.11  In  a recent  article, 
however.  Smith  et  al12  review  both 
drinking  water  and  occupational 
arsenic  exposure  studies  and  con- 
clude that  lifetime  consumption  of 
water  contaminated  with  arsenic  at 
the  current  EPA  standard  would  be 
associated  with  an  excess  risk  of  skin, 
liver,  lung,  and  bladder  cancer  as 
high  as  1 in  100.  In  addition,  calcula- 
tions for  the  current  EPA  standard 
did  not  take  into  account  the  differ- 
ing toxicological  properties  of  inor- 
ganic and  organic  arsenic.  As  a re- 
sult, EPA  is  under  court  order  to 
issue  a proposed  new  rule  by  Sep- 
tember 1994  and  a final  rule  by 
September  1996. 

These  relatively  high  calculated 
cancer  risks  could  lead  EPA  to  re- 
vise the  arsenic  standard  to  the  prac- 
tical detection  limit,  as  low  as  5 pg/ 
L.  Adoption  of  this  standard,  how- 
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ever,  could  cost  more  than  $6  billion 
to  US  water  utilities,  who  would 
have  to  install  treatment  to  comply. 
In  Wisconsin,  5%  of  public  water 
systems  would  be  required  to  install 
such  treatment,  costing  an  estimated 
$30  million.13 

Advice  for  concerned  patients 

Area  physicians  have  reported  two 
commonly  asked  questions  from 
concerned  individuals: 

• How  can  I be  tested  to  see  if  the 
arsenic  in  my  water  has  affected 
my  health?  and 

• How  can  I obtain  a safe  water 
supply? 

All  non-cancer  arsenic-related 
health  effects  are  thought  to  disap- 
pear once  the  exposure  ceases.14 
Therefore,  long-term  chronic  health 
effects  are  unlikely.  For  individuals 
concerned  about  cancer  risk,  ade- 
quate sun  protection  is  advised  re- 
gardless of  whether  arsenic  expo- 
sure has  been  significant. 

Urinary  arsenic  testing  is  not 
useful  if  the  exposure  ceased  more 
than  2 days  prior  to  the  test.  Hair 
arsenic  concentrations,  however,  can 
provide  a useful  indicator  of  arsenic 
exposure  within  the  past  6 to  12 
months  (providing  that  the  hair  has 
not  been  cut  since  that  time).  Results 
of  hair  tests  should  be  used  with 
caution,  however,  because  they  may 
reflect  exogenously  deposited,  as 
well  as  systemically  absorbed,  arse- 
nic.15 Arsenic  hair  tests  are  available 
from  the  Wisconsin  State  Labora- 
tory of  Hygiene;  for  instructions,  call 
Jay  Goldring  at  the  Wisconsin  Divi- 


sion of  Health,  (608)  266-7480. 

Those  wishing  to  lower  the  arse- 
nic concentration  in  their  wells  can 
install  either  a treatment  device  or 
construct  a new  well.  State  approved 
reverse  osmosis  units  costing  $500 
to  $1,000  are  commercially  avail- 
able to  lower  arsenic  concentrations 
to  below  the  drinking  water  stan- 
dard. The  DNR  has  specific  guide- 
lines for  constructing  new  wells.  For 
information  on  both  of  these  op- 
tions, contact  Rick  Stoll  at  the  DNR, 
(414)  492-5896. 
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Physician  satisfaction  with  the  development 
of  HMOs  in  Dane  County:  1983-1993 

William  E.  Scheckler,  MD;  Rockwell  Schulz,  PhD;  and  Paul  Moberg,  PhD,  Madison 


In  September  1993,  the  1,196  active  physicians  in  Dane  County  were  sur- 
veyed to  learn  their  satisfaction  with  the  development  of  HMOs  and  com- 
parisons to  similar  satisfaction  surveys  in  1986  and  1983.  Among  the  675 
usable  responses,  65%  reported  that  they  were  satisfied  or  very  satisfied 
with  their  current  work,  which  is  about  the  same  as  the  1986  survey  when 
68%  reported  that  they  were  satisfied.  Other  findings  suggest  support  for 
HMO  development  in  Dane  County.  Moreover,  66%  reported  support  for 
the  basic  principles  of  the  Clinton  health  system  reform  plan  announced 
in  September  1993.  Wis  Med  J.1994;93(8):444-446. 


Health  system  reform  legisla- 
tion is  occupying  consider- 
able attention  in  the  current  session 
of  Congress.  Most  of  the  plans  being 
discussed  envision  some  array  of 
managed  care  systems  as  integral 
mechanisms  to  provide  quality 
health  care  at  an  affordable  cost.  No 
consensus  has  yet  emerged  since 
President  Clinton  articulated  his  six 
key  points  for  health  system  reform 
to  a joint  session  of  Congress  on  Sept 
23, 1993. 

We  have  been  studying  the  satis- 
faction of  the  practicing  physicians 
in  Dane  County,  Wisconsin,  with 
health  maintenance  organization 
(HMO)  development  since  1983. 
Results  of  our  surveys  in  1983  and 
1986  have  previously  been  pub- 
lished.1-2-3 

The  day  after  the  Clinton  presen- 


Dr  Scheckler  is  with  the  University  of 
Wisconsin-Madison  Medical  School, 
Department  of  Family  Medicine.  Dr 
Schulz  is  with  the  UW  Department  of 
Preventive  Medicine.  And  Dr  Moberg  is 
with  the  UW  Center  for  Health  Policy 
and  Program  Evaluation.  Reprint  re- 
quests to:  William  E.  Scheckler,  MD,  Uni- 
versity of  Wisconsin  School  of  Medicine, 
Dept  of  Family  Practice,  777  Mills  St, 
Madison,  WI  53715-18%.  Copyright  1994 
by  the  State  Medical  Society  of  Wiscon- 
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tation  to  Congress,  we  surveyed  all 
of  the  physicians  in  Dane  County 
again  to  assess  their  satisfaction  with 
their  practices  and  with  different 
types  of  managed  care.  We  believe 
that  the  results  of  the  current  sur- 
vey, compared  to  our  previous  sur- 
vey, can  help  inform  Wisconsin 
physicians  about  the  state's  experi- 
ence with  managed  care  and  its 
implications  for  the  current  state  and 
national  discussions  of  health  sys- 
tem reform.  Therefore,  we  are  pre- 
senting this  report  as  the  prelimi- 
nary analysis  of  our  10-year  study. 

Methods 

The  four  community  hospitals  in 
Dane  County,  (the  University  of 
Wisconsin  Hospital,  Meriter  Hospi- 
tal, St  Marys  I Iospital  Medical  Cen- 
ter, and  Stoughton  Hospital)  pro- 
vided alphabetized  rosters  of  their 
active  medical  staffs  by  specialty  in 
the  summer  of  1993.  Duplications  in 
the  lists  from  the  hospitals  were 
eliminated.  The  Middleton  Veter- 
ans Administration  Hospital  and 
resident  physicians  were  not  in- 
cluded. 

Each  active  staff  physician  was 
assigned  an  identifying  code  for  con- 
fidentiality. The  codes  were  used  to 
identify  responders  so  they  were 
not  sent  repeat  questionnaires.  One 
primary  and  three  follow-up  mail- 
ings were  sent.  There  was  a final 


telephone  contact  of  non-respon- 
dents requesting  return  of  the  sur- 
vey. 

The  survey  included  the  same 
questions  and  scales  present  in  the 
1983  and  1986  surveys.  It  was  four 
pages  long  and  had  18  separate 
questions. 

Responses  were  entered  into  an 
SPSS/PCT  computer  data  base  by 
staff  from  the  University  of  Wiscon- 
sin Center  for  Health  Policy  and 
Program  Evaluation.  The  initial 
analysis  is  from  the  frequency  counts 
of  all  responders  to  the  1993  survey 
questions. 

Results 

Responses  were  returned  from  736 
of  the  1,196  active  staff  physicians 
surveyed  in  1993,  for  a 62%  response 
rate.  Sixty-one  responses  were  not 
useable  because  respondents  were 
not  in  active  practice,  not  in  the  state 
or  the  responses  were  incomplete. 
Comparable  response  rates  were 
58%  of  842  physicians  surveyed  in 
1983  and  65%  of  the  850  physicians 
surveyed  in  1986. 

In  1986,  14%  of  the  respondents 
were  women.  In  1993,  18%  were 
women.  Table  1 compares  the  1986 
and  1993  respondent  group  by  spe- 
cialty, age,  year  in  which  they  started 
practice  in  Dane  County,  and  per- 
cent involved  in  HMO  practice. 

Physicians  as  a group  continue  to 
be  very  involved  in  HMO  patient 
care.  In  1986,  half  of  the  respondents 
indicated  their  practice  had  25%  or 
less  HMO  patients.  In  1993,  only  one 
quarter  of  respondents  reported  that 
25%  or  less  of  their  patients  were 
from  HMOs  and  about  one  third 
said  50%  or  more  of  their  patients 
were  from  HMOs.  This  change  re- 
flects a substantial  growth  in  HMOs 
from  1986  to  1993. 
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Physicians  continue  to  be  sup- 
portive of  HMO  development  and 
believe  that  HMO  care  is  cost  effec- 
tive. In  1993,  65%  of  respondents 
were  "very  supportive"  (19%)  or 
"supportive"  (46%)  of  Dane  County 
HMO  development.  An  Additional 
24%  were  "neutral."  Only  11%  were 
"opposed"  and  only  2%  "very  op- 
posed" to  HMO  development. 

This  high  level  of  support  has 
continued  since  1986.  Of  the  1993  re- 
spondents, 11%  indicated  their 
support  for  HMO  development  had 
decreased  since  1986,  and  27%  indi- 
cated their  support  had  actually 
increased  in  the  7 years.  Half  of  the 
respondents  (50%)  believed  that 
HMO  care  provides  more  cost  effec- 
tive medical  care  than  standard  fee- 
for-service  care,  and  12%  believe 
HMOs  are  less  cost  effective.  This 
information  is  summarized  in  Table 
2. 

Several  questions  were  asked 
about  satisfaction  with  various  as- 
pects of  the  physician's  practice  and 
the  degree  of  autonomy  associated 
with  that  practice.  Respondents  were 
asked  to  compare  and  contrast  their 
answers  for  three  categories  of  pa- 
tient: HMO,  fee-for-service,  and 
Medicare. 

In  general,  physicians  were  most 
satisfied  with  their  ability  to  man- 
age the  health  of  fee-for-service 
patients,  with  only  1%  to  3%  being 
dissatisfied  or  very  dissatisfied  with 
the  various  options. 

They  were  also  satisfied  or  very 
satisfied  with  the  various  options 
for  their  fee-for-service  patients. 
When  asked  to  rate  the  "amount  of 
income  you  receive"  from  each  ca  te- 
gory  of  patient,  1%  of  respondents 
were  dissatisfied  or  very  dissatis- 
fied with  income  from  their  fee-for- 
service  patients,  10%  with  their 
HMO  patients  and  36%  with  their 
Medicare  patients.  Respon- 
dents were  very  satisfied  in  all  three 
patient  groups  with  the  amount  of 
time  they  have  to  spend  with  each 
patient,  their  relationships  with 
patients,  the  kinds  of  patients  and 


clinical  problems  seen,  and  the  po- 
tential for  improving  the  health  of 
patients.  More  than  twice  as  many 
respondents  were  dissatisfied  or 
very  dissatisfied  with  the  amount  of 
paperwork  that  Medicare  patients 
require  compared  to  HMO  or  fee- 
for-service  patients. 

The  respondents  were  asked:  "All 
in  all,  how  satisfied  are  you  with 
your  current  work  situation?" 
Among  1993  respondents,  65%  were 
satisfied  or  very  satisfied  compared 
with  68%  in  the  1986  survey.  The 
level  of  dissatisfaction  was  quite  low 
with  2%  indicating  they  were  dis- 
satisfied and  1%  very  dissatisfied. 
This  was  unchanged  from  1986. 

The  first  question  in  the  survey 
asked:  "Based  on  what  you  know 
about  the  proposed  Clinton  health 
care  reform  plan,  do  you  strongly 
support,  support,  oppose  or  strongly 
oppose  it."  Of  the  652  physicians 
who  responded  to  this  question,  7% 
indicated  strong  support,  59%  indi- 
cated support,  23%  indicated  oppo- 
sition, 10%  indicated  strong  opposi- 
tion, and  1%  were  neutral.  It  should 
he  noted  that  the  survey  was  largely 
conducted  before  the  specific  de- 
tails of  the  Clinton  and  most  other 
health  plans  were  known. 


Discussion 

Dane  County  physicians  have  now 
had  more  than  10  years  of  experi- 
ence with  HMOs  as  a form  of  man- 
aged medical  care. 

Prior  to  the  change,  in  1983,  a 
survey  of  those  physicians  showed 
substantial  concern  for  the  conse- 
quences of  HMO  development.  They 
expressed  concern  about  both  prac- 
tice 

satisfaction  and  practice  autonomy. 
Our  earlier  papers2-3  demonstrated 
that  the  same  physicians  respond- 
ing to  a survey  in  1983  on  their  an- 
ticipated satisfaction  with  HMOs 
that  were  forthcoming,  and  in  1986 
after  experiencing  HMO  practice, 
expressed  much  more  satisfaction 
with  HMOs  in  their  practices  than 
they  had  predicted. 

HMOshavecontinued  to  grow  in 
Dane  County  and  in  Wisconsin  since 
1986.  Two  of  the  community  hospi- 
tals and  the  major  group  practices 
and  HMOs  from  those  two  hospi- 
tals have  undergone  mergers.  The 
two  hospitals  are  now  one,  as  are  the 
two  HMOs  associated  with  those 
hospitals.  The  staff  model  HMOs  in 
the  community  and  at  the  Univer- 
sity Academic  Medical  Center  now 


Table  1—  Dane  County  physician  survey  respondent  characteristics. 

1986 

1993 

Characteristics 

Respondents 

Respondents 

(n=545) 

(n=675) 

Primary  care  specialties* 

28% 

30% 

Hospital-based  specialties** 

14% 

16% 

Referral-based  specialties-*- 

58% 

54% 

46  years  old  or  younger 

57% 

61% 

Began  Dane  County  practice  in 
1984  or  later 

6% 

36% 

Participate  in  at  least  one  HMO 

94% 

93% 

* Self-identified  in  family  practice,  general  internal  medicine,  general  pediat- 
rics, or  primary  care  OB/GYN 

**  pathology,  radiology,  anesthesia  and  emergency  room  physicians 
+ All  surgical  fields,  psychiatry,  medical  and  Pediatric  subspecialties  and  all 
other  physicians 
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Table  2. -Dane  County  physician  responses  to  HMO  development. 

Category 

1993  Response 

Regarding  HMO  development  in  Dane  County 
Very  supportive 

19% 

Supportive 

46% 

Neutral 

24% 

Opposed 

11% 

Level  of  support  for  HMO  development  since  1986 
Increased 

27% 

Decreased 

11% 

Cost-effectiveness  of  HMO  care 
v fee-for-service  care 
More  cost-effective 

50% 

Less  cost-effective 

12% 

Overall  level  of  satisfaction  with  current  practice 
Satisfied  or  very  satisfied 

65% 

Dissatisfied  or  very  dissatisfied 

3% 

have  a major  cooperative  agreement. 
The  other  community  hospital  and 
the  HMO  associated  with  its  major 
medical  group  have  also  continued 
to  grow. 

The  five  HMOs  headquartered  in 
Dane  County  accounted  for  28%  of 
the  HMO  enrollment  of  1.1  million 
Wisconsin  residents  in  1993  and  28% 
of  the  Si. 6 billion  in  revenue  of  the 
total  22  HMOs  in  Wisconsin  in  1993.4 

Except  for  the  co-operatively 
owned  staff  model  HMO,  the  lead- 
ership and  control  of  the  other  HMOs 
are  the  responsibility  of  the  physi- 
cians in  the  various  medical  groups. 
This  sense  of  local  control  may  be  a 
major  factor  in  the  satisfaction  voiced 
by  Dane  County  physicians. 

Our  previous  studies  also  showed 
substantial  patient  satisfaction  with 
the  growth  of  HMOs.1  The  contin- 
ued increase  of  patients  in  HMOs  in 
Dane  County,  now  es tinrated  at  more 
than  50%  coverage  of  the  non-Medi- 
care  population,  speaks  to  that  satis- 
faction. More  than  95%  of  Dane 
Count}'  state  and  university  employ- 
ees and  staff  now  have  HMO  cover- 
age as  compared  to  85%  in  1984.  In 
Wisconsin  as  a whole,  23%  of  the 
citizens  are  in  HMOs,  which  ranks 
Wisconsin  10th  among  the  50  states 
in  HMO  participation.4 

Also  worthy  of  comment  is  the 
substantial  66%  physician  support 
for  the  basic  six  principles  of  the 
Clinton  health  system  reform  plan. 
The  survey  was  initially  sent  out  the 
day  after  the  September  address  by 
the  president  to  a joint  session  of 
Congress.  One  might  assume  that  a 
physician  comm  unit}'  with  substan- 
tial experience  within  a managed 
care  system  was  not  put  off  by  the 
incorporation  of  managed  care  into 


health  care  reform. 

But  we  also  need  to  note  that  the 
greatest  level  of  concern  expressed 
by  the  responding  physicians  in  1993 
was  over  autonomv  and  satisfaction 
issues  with  Medicare.  Almost  half 
of  the  physicians  were  unhappy  with 
Medicare  reimbursement  levels  and 
Medicare  paperwork.  It  would  seem 
that  a simple  expansion  of  Medicare 
would  not  meet  with  physician  fa- 
vor. In  general  physicians  continue 
to  be  most  satisfied  with  their  fee- 
for-service  practice. 

This  paper  is  a preliminary  re- 
view of  the  answers  by  675  Dane 
County  physicians  to  a complex 
survey.  Additional  analysis  by  spe- 
cialty, practice  group  and  other 
variables  are  under  way.  We  pres- 
ent our  preliminary  information 
above  to  the  readers  of  the  Wisconsin 
Medical  Journal  and  our  colleagues 
because  we  think  this  information 


would  be  very  useful  to  policy 
makers  and  our  represen  ative  now. 
Based  on  our  previous  work,  we 
believe  the  respondents  are  likely  to 
be  representative  of  their  colleagues 
in  the  community.  Stay  tuned. 
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SMS  issues  call  to  action  on  health  system  reform 


In  the  Aug  1 edition  of  Medigram, 
the  SMS  issued  a call  for  a con- 
certed grassroots  effort  on  health 
system  reform.  All  SMS  members 
were  strongly  urged  to  contact  their 
elected  representatives  in  Washing- 
ton, DC,  and  express  support  for 
comprehensive  health  system  re- 
form, particularly  emphasizing  the 
need  for  guaranteed  health  insur- 
ance. The  SMS  has  identified  eight 
essential  elements  to  meaningful 
reform: 

Guaranteed  health  insurance 
All  Americans  must  have  insurance 
that  provides  access  to  high  quality, 
affordable  health  care  if  reform  is  to 
be  achieved. 

Tort  reform 

Capping  non-economic  damages  in 
medical  professional  liability  cases 
is  a fairway  to  help  control  costs  and 
still  make  sure  an  injured  patient  is 
compensated.  A cap  of  $250,000  is 
included  in  the  Senate  Finance 
Committee's  reform  bill,  and  it 
warrants  our  support. 

Right  to  select  one's 
own  physician 

Unless  the  patient  is  comfortable 
with  the  physician,  health  care  will 
suffer.  The  freedom  to  choose  is  es- 
sential. 


Standard  benefits  package 

A standard  benefits  plan  is  essential 
because  it  will  help  ensure  equity  of 
health  care  coverage  and  access,  re- 
gardless of  employment  or  income. 

Community  rating 
Insurers  must  eliminate  the  prob- 
lems some  employers  and  individu- 
als have  in  securing  coverage  due  to 
pre-existing  health  conditions. 

Insurance  industry  reforms 

Insurers  must  provide  coverage 
without  regard  to  waiting  periods 
and  pre-existing  conditions.  Insur- 
ers must  renew  all  policies  and  pro- 
vide for  converting  employees  to 
individual  or  family  based  coverage 
on  termination  of  employment. 


Portability 

Americans  must  not  be  forced  to 
stay  in  a particular  job  for  fear  of 
losing  health  care  coverage. 

Real  negotiation  on  fees 
True  negotiating  between  provid- 
ers and  purchasers  must  occur  and 
cost  shifting  must  be  eliminated  by 
government  agencies  adequately 
funding  their  share  of  health  care 
costs. 

The  SMS  is  also  supporting  es- 
sential anti-trust  reforms  that  will 
allow  physicians  to  compete  fairly 
with  insurance  companies  and  hos- 
pitals. Senate  Bill  1658  contains  these 
reforms,  and  the  SMS  is  urging 
Wisconsin's  senators  to  include  them 
in  health  system  reform  legislation.** 


Deadline  for  WMJ 
special  issue  approaches 

The  Wisconsin  Medical  Journal  seeks  articles  from  Wisconsin  phy- 
sicians on  the  subject  of  gun  violence,  exploring  its  nature, 
causes,  costs,  effects  and  possible  solutions,  and  the  deadline  for  sub- 
mitting papers  is  quickly  approaching.  This  special  issue,  originally 
scheduled  for  September,  has  been  changed  to  October  to  coincide 
with  "Child  Health  Month."  Papers  must  be  submitted  by  Sept  1 to 
receive  consideration  by  the  Editorial  Board. 
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Dr  Roberts 
carries  SMS 
message  to 
Washington 

After  a July  trip  to  Washing- 
ton, DC,  in  which  he  met 
with  White  House  staff  to  reiterate 
the  SMS  positions  on  health  system 
reform,  SMS  President  Richard  G. 
Roberts,  MD,  JD,  has  written  to  Sen 
Herbert  Kohl  and  Sen  Russell  Fein- 
gold  exhorting  both  to  support 
guaranteed  health  insurance  in 
health  system  reform.  As  of  this 
writing,  Feingold  has  expressed 
support  for  guaranteed  health  in- 
surance; Kohl  has  remained  unde- 
cided. The  letter  to  Kohl  also  re- 
quested a meeting  with  Roberts,  SMS 
staff  and  other  community  leaders 
to  discuss  health  system  reform  is- 
sues in  greater  depth. 

"Wisconsin  has  much  to  offer  the 
nation  in  terms  of  successful  health 
system  reforms.  We  must  make 
ourselves  heard  in  Washington," 
Roberts  said.  "History  must  not 
record  that  we  were  silent  while 
Congress  made  arrangements  for 
our  patients'  care."  Wisconsin  AMA 
Delegate  Cyril  M.  "Kim"  Hetsko, 
MD,  also  participated  in  the  special 
Washington  session. •> 


Reach  the 
SMS 
toll-free 
1-800-362-9080 


Wisconsin  Congressional  Delegation 

Russell  Feingold:  Senator  - Democrat 

Room  502,  Hart  Senate  Office  Building,  Washington,  DC  20510-4904;  (202)  224- 
5323.  Madison  area  office:  8383  Greenway  Blvd,  Middleton,  WI  53562;  (608) 
828-1200. 

Herbert  Kohl:  Senator  - Democrat 

Suite  330,  Hart  Senate  Office  Building,  Washington,  DC  20510;  (202)  224-5653. 
Madison  office:  14  W Mifflin  St,  Suite  312,  Madison,  WI  53703;  (608)  264-5338. 

Peter  Barca:  1st  District  - Democrat 

Suite  1719,  Longworth  House  Office  Building,  Washington,  DC  20515;  (202) 
225-3031.  District  offices:  20  S Main  St,  Janesville,  WI  53545;  (608)  752-9074  or 
411  6th  St.,  Racine,  WI  53403;  (414)  632-4446. 

Scott  Klug:  2nd  District  - Republican 

Suite  1224,  Longworth  House  Office  Building,  Washington,  DC  20515;  (202) 
225-2906.  District  office:  16  N Carroll  St,  Madison,  WI  53703;  (608)  257-9200. 

Steve  Gunderson:  3rd  District  - Republican 

Suite  2235,  Rayburn  House  Office  Building,  Washington,  DC  20515;  (202)  225- 
5506.  District  office:  622  E Highway  54,  PO  Box  247,  Black  River  Falls,  WI  54615; 
(715)  284-7431. 

Gerald  Kleczka:  4th  District  - Democrat 

Suite  2301,  Rayburn  House  Office  Building,  Washington,  DC  20515;  (202)  225- 
4572.  District  office:  5032  W Forest  Home  Ave,  Milwaukee,  WI  53219;  (414)  297- 
1140. 

Thomas  Barrett:  5th  District  - Democrat 

Suite  313,  Cannon  House  Office  Building,  Washington,  DC  20515;  (202)  225- 
3571.  District  office:  135  W Wells  St,  Suite  618,  Milwaukee,  WI  53203;  (414)  297- 
1331. 

Thomas  Petri:  6th  District  - Republican 

Suite  2262,  Rayburn  House  Office  Building,  Washington,  DC  20515;  (202)  225- 
2476.  District  office:  845  S Main  St,  Suite  160,  Fond  du  Lac,  WI  54935;  (414)  922- 
1180.  Toll-free:  (800)  242-4883. 

David  Obey:  7th  District  - Democrat 

Suite  2462  Rayburn  House  Office  Building,  Washington,  DC  20515;  (202)  225- 
3365.  District  office:  317  First  St,  Wausau,  WI  54401;  (715)  842-5606. 

Toby  Roth:  8th  District  - Republican 

Suite  2234,  Rayburn  House  Office  Building,  Washington,  DC  20515;  (202)  225- 
5665.  District  office:  126  N Oneida  St,  Appleton,  WI  54911;  (414)  739-4167. 

James  Sensenbrenner:  9th  District  - Republican 

Suite  2332,  Rayburn  House  Office  Building,  Washington,  DC  20515;  (202)  225- 
5101.  District  office:  120  Bishop's  Way,  Brookfield,  WI  53005;  (414)  784-1111. ❖ 
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SMS  board  approves  plan  for  joint 
conference  on  gun  violence 


The  SMS  will  co-sponsor  a re- 
gional conference  on  firearms 
violence  in  January  1995  due  to  ac- 
tion taken  at  the  July  16  SMS  Board 
meeting.  Joining  forces  with  the 
Medical  College  of  Wisconsin  de- 
partments of  emergency  medicine 
and  continuing  education  and  re- 
search and  the  Marquette  Univer- 
sity Office  of  Urban  Affairs,  the  SMS 
will  provide  a forum  for  physicians, 
social  scientists,  law  enforcement 
specialists  and  others  interested  in 
public  health  issues  to  discuss  the 
health  implications  of  firearms,  in- 
cluding the  incidence  and  severity 
of  firearm  injuries  and  fatalities.  The 
primary  goals  for  the  2-day  program, 
set  for  Jan  12-13,  are  to  increase 
participants  knowledge  and  under- 
standing of  firearms,  firearm  inju- 
ries and  firearms  as  a public  health 


problem;  and  to  identify  options  for 
public  health  policy  on  firearms.  At- 
torney General  James  Doyle  is  ex- 
pected to  deliver  the  keynote  ad- 
dress. Stephen  Hargarten,  MD, 
MPH,  and  Timothy  Van  Susteren, 
PhD,  both  of  MCW,  are  heading  up 
the  program  planning  committee. 

Inotherbusinessjuly  16,  the  SMS 
board: 

• voted  to  join  the  Wisconsin  chap- 
ters of  the  American  Heart  Asso- 
ciation, the  American  Lung  As- 
sociation and  the  American  Can- 
cer Society  in  a friend-of-the-court 
brief  supporting  a Fond  du  Lac 
ordinance  requiring  retailers  to 
keep  single  cigarette  packs  be- 
hind the  counter  as  a means  of 
restricting  youth  access  to  to- 
bacco; 

• approved  the  following  appoint- 


Wisconsin  delegation  carries 
resolutions  to  AMA 


Members  of  the  SMS  delega- 
tion to  the  AMA  carried  four 
resolutions  to  the  AMA  annual 
meeting  in  Chicago,  held  June  12- 
16.  The  resolutions  included: 

• Resolution  127  opposed  the  crea- 
tion of  a national  health  board 
that  does  not  include  a physician. 
Action:  the  AMA  House  of  Dele- 
gates adopted  a substitute  reso- 
lution reaffirming  existing  AMA 
policy  opposing  the  concept  of  a 
central  board  to  govern  private 
sector  health  care  coverage. 

• Resolution  215  addressed  con- 
cerns relating  to  the  all-payor 
health  care  fraud  and  abuse  en- 
forcement program  as  described 
in  the  Clinton  Health  Security  Act 


of  1993.  Action:  adopted. 

• Resolution  312  objected  to  im- 
plementation of  federal  quotas 
for  medical  education  and  spe- 
cialty residency  limits.  Action:  the 
AMA  adopted  reports  of  the 
Council  on  Medical  Education 
and  the  Council  on  Long  Range 
Planning,  which  contained  the 
basic  principles  of  this  resolution. 

• Resolution  326  recommended 
that  the  AMA  develop  guidelines 
on  scope  of  practice  for  nurse 
practitioners  and  physician 
assistants.  Action:  the  AMA  ap- 
proved a study  from  which  a 
report  is  due  at  the  1995  annual 
meeting.  ❖ 


ments:  Michael  P.  Cinquegrani, 
MD,  of  Milwaukee,  to  the  Gov- 
ernmental Affairs  Commission  as 
the  cardiology  section  represen- 
tative; James  A.  Avery,  MD,  of 
Fond  du  Lac,  to  the  Governmen- 
tal Affairs  Commission  as  the 
surgery  section  representative; 
Gregory  A.  Shove,  MD,  of  Racine, 
to  the  Commission  on  Health  Care 
Financing  and  Delivery;  Judith 
D.  Pruski,  MD,  of  Fond  du  Lac,  to 
the  Commission  on  Injury  Pre- 
vention and  Control;  and  Scott  S. 
Erickson,  MD,  of  Marshfield,  to 
the  Commission  on  Geriatric 
Health; 

• approved  the  bylaws  for  the  SMS 
Section  on  Group  Practice;  and 

• approved  funding  for  a medical 
outcomes  research  symposium.* 


Counseling  patients  about  all  their 
medicines  improves  their  odds  of 
getting  well  and  staying  well. 

EVERYONE  WINS  WHEN  YOU  TALI 


Send  me  a free  Medicine  Counseling  Kit. 


Name 


Organization 


Street 


City  State  Zip 

Mail  to: 

National  Council  on  Patient  Information 
and  Education 
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Washington.  DC  20001 
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Court  reinstates  MinnesotaCare  challenge 


The  Minnesota  Supreme  Court 
unanimously  reinstated  June 
30  the  physician  challenge  to  the 
MinnesotaCare  tax  on  health  care 
providers  who  live  and  practice 
outside  of  Minnesota,  but  treat 
Minnesota  patients.  Effective  for 
services  performed  as  of  Jan  1, 1994, 
the  tax  stands  to  have  an  impact  on 
the  practice  of  numerous  W isconsin 
physicians. 

The  MinnesotaCare  Act  imposes 
several  new  taxes  to  finance  health 
reform  in  that  state  and  to  benefit 
uninsured  Minnesotans,  including 
a tax  on  the  gross  revenues  received 
by  physicians  and  hospitals  for  serv- 


Physician briefs 

The  * indicates  a member  of  the  SMS. 

Samuel  Abbate,  MD/  an  endocri- 
nologist at  Marshfield  Clinic,  was 
recently  named  the  1994-95  presi- 
dent of  the  American  Diabetes  As- 
sociation, Wisconsin  affiliate.  Dr 
Abbate  joined  Marshfield  Clinic  in 
September  1991  after  competing  an 
internal  medicine  residency  in  Ohio. 
He  is  an  alumnus  of  the  University 
of  Illinois  College  of  Medicine. 

Masood  Akhtar,  MD,  of  Elm  Grove, 
was  recently  named  president  elect 
of  the  American  Heart  Association. 

Dr  Akhtar  is  a professor  of  medicine 
at  the  University  of  Wisconsin 
Medical  School-Milwaukee  clinical 
campus;  director  of  arrhythmia  serv- 
ice and  clinical  electrophysiology  at 
Milwaukee  Heart  Institute,  Sinai 
Samaritan  Medical  Center;  and  staff 
electrophysiologist  at  St  Luke's 
Medical  Center.  He  also  practices  at 


ices  provided  to  Minnesota  patients. 
For  physicians  who  live  and  prac- 
tice outside  Minnesota,  the  tax  is 
two  percent  of  the  money  they  re- 
ceive for  treating  Minnesota  patients. 
Medicare  and  medical  assistance 
payments  are  exempt  from  the  tax. 
Physicians  are  allowed  to  raise  fees 
to  cover  the  tax. 

The  SMS  has  financially  sup- 
ported several  physicians,  includ- 
ing three  from  Wisconsin,  who  have 
filed  a lawsuit  challenging  the  con- 
stitutionality of  the  MinnesotaCare 
tax  as  applied  to  out-of-state  pro- 
viders. The  Minnesota  trial  court 
dismissed  the  suit  on  the  basis  of  a 


Beilin  Memorial  Hospital  in  Green 
Bay,  St  Elizabeth  Hospital  in  Apple- 
ton,  Theda  Clark  Regional  Medical 
Center  in  Neenah  and  Lutheran  Hos- 
pital in  La  Crosse. 

Catherine  Best,  MD,*  will  provide 
care  at  the  newly  opened  Sheboygan 
Clinic  in  Howards  Grove.  Dr  Best 
received  her  medical  degree  at  the 
University  of  Wisconsin,  then  com- 
pleted a family  practice  residency  at 
St  Joseph's  Llospital  Center  in 
Syracuse,  NY.  She  is  board  certified. 

Laura  V.  Calderwood,  MD,*  has 

joined  the  medical  staff  of  the  new 
Mercy  Walworth  Medical  Center. 
Dr  Walworth  comes  to  Wisconsin 
from  Spokane  where  she  was  on  the 
medical  staff  of  Sacred  Heart  Hospi- 
tal since  1986.  She  earned  her  medi- 
cal degree  from  the  University  of 
Iowa  and  completed  a psychiatric 
residency  at  University  of  Iowa 


statute  which  Minnesota  enacted 
after  the  litigation  was  brought.  The 
court  interpreted  the  statute  to  pre- 
vent physicians  from  suing  until  the 
state  assesses  or  attempts  to  collect 
the  tax.  That  decision  was  appealed. 

The  Supreme  Court  of  Minnesota 
reversed  that  decision  June  30,  stat- 
ing that  where  there  is  a clear  chal- 
lenge to  the  constitutionality  of  a 
state  statute,  the  matter  must  be 
resolved  as  promptly  as  possible  to 
"prevent  placing  an  unconstitutional 
burden  on  the  taxpayer."  The  case 
now  returns  to  trial  court  for  a rul- 
ing on  the  merits  of  the  constitu- 
tional claims.  ❖ 


Hospitals  and  Clinics. 

Hulon  Crayton,  MD,*  a rheuma- 
tologist at  Kurten  Medical  Group  in 
Racine,  has  been  appointed  for  a 3- 
year  term  on  the  board  of  directors 
for  the  Wisconsin  Chapter  of  the 
Arthritis  Foundation.  He  is  a gradu- 
ate of  the  University  of  Wisconsin. 
He  completed  a residency  in  inter- 
nal medicine  and  a fellowship  in 
rheumatology  with  UW  Hospital 
and  Clinics.  He  is  board  certified. 

William  T.  Franks,  MD,*  has  joined 
the  Montello  Family  Practice  Cen- 
ter. Board  certified  in  family  medi- 
cine, Dr  Franks  graduated  from  the 
University  of  Indiana  School  of 
Medicine.  He  completed  a family 
practice  residency  at  Ball  Memorial 
Hospital  in  Muncie.  He  comes  to 
Wisconsin  from  Kamiah,  Idaho. 

Kristie  L.  Gast,  MD,  is  a new 
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member  of  the  Marshfield  Clinic 
staff.  Dr  Gast  served  her  residency 
in  radiation  oncology  and  earned 
her  medical  degree  at  the  Univer- 
sity of  Kansas  Medical  Center  in 
Kansas  City. 

Walter  J.  Hogan,  MD,  of  Elm  Grove, 
has  been  named  alumnus  of  the  year 
by  the  Medical  College  of  Wiscon- 
sin/Marquette Medical  Alumni 
Association.  Dr  Hogan,  an  internally 
recognized  gastroenterologist  who 
is  professor  of  medicine  and  chief  of 
the  division  of  gastroenterology  at 
the  Medical  College  of  Wisconsin, 
practices  at  Froedtert  Memorial 
Lutheran  Hospital  and  the  Veterans 
Affairs  Medical  Center  in  Milwau- 
kee. 

Jeffrey  D.  Hosenpud,  MD,  of  Mil- 
waukee, has  been  appointed  profes- 
sor of  medicine  and  chief  of  cardiol- 
ogy and  hypertension  at  the  Medi- 
cal College  of  Wisconsin.  Dr 
Hosenpud  is  a councilor  of  the  In- 
ternational Society  for  Heart  and 
Lung  Transportation,  chair  of  the 
scientific  committee  of  the  United 
Network  for  Organ  Sharing  (UNOS) 
and  medical  director  of  the  Registry 
of  the  International  Society  for  Heart 
and  Lung  Transplantation.  Dr 
Hosenpud  is  based  at  Doyne  Hospi- 
tal. 

David  Israelstam,  MD,  of  Madison, 
is  one  of  three  Wisconsin  recipients 
of  the  1994  National  Alliance  for  the 
Mentally  111  (NAMI)  Exemplary 
Psychiatrist  Award.  Dr  Israelstam 
practices  child,  adolescent  and  adult 
psychiatry  with  Grand  Teton  Men- 
tal health  Consultants  in  Madison. 

James  Jefferson,  MD,*  of  Madison, 
is  one  of  three  Wisconsin  physicians 
honored  with  the  1994  National 
Alliance  for  the  Mentally  111  (NAMI) 
Exemplary  Psychiatrist  Award.  Dr 
Jefferson  is  a senior  scientist  with 
the  Dean  Foundation  for  Health, 
Research  and  Education. 


Thomas  Kowalski,  MD,*  has  been 
appointed  health  commissioner  of 
the  Greendale  Health  Department. 
Dr  Kowalski  is  a faculty  member  for 
the  Medical  College  of  Wisconsin 
and  is  board-certified  in  pediatric 
and  neo-natal  medicine.  In  addition. 
Dr  Kowalski  serves  as  medical  advi- 
sor for  the  Cudahy  Health  Depart- 
ment. 

Dennis  Maki,  MD,  a University  of 
Wisconsin  Medical  School  faculty 
member,  is  the  recipient  of  the  1994 
International  Congress  on  the  Pre- 
vention of  Infection  Award.  The  CIPI 
award  was  recently  presented  at  a 
conference  in  France.  Dr  Maki  has 
played  a leading  role  in  researching 


The  SMS  Commission  on  Envi- 
ronmental and  Occupational 
Health  completed  its  1994  summer 
planning  session  July  22,  identify- 
ing a wide  range  of  topics  for  future 
study  and  possible  action.  The  com- 
mission, chaired  by  Mark  A.  Roberts, 
MD,  of  Milwaukee,  will  meet  four 
times  during  the  next  year  (Oct  19, 
Nov  30,  March  1,  and  May  17). 

EOH  commission  members  will 
consider  the  following  issues,  in- 
cluding: 

• tobacco  use,  its  health  care  impli- 
cations, and  how  the  commission 
can  more  directly  affect  the  prob- 
lem; 

• upcoming  changes  to  OSHA  stan- 
dards and  requirements  specifi- 
cally for  blood-borne  pathogens 
and  tuberculosis; 

• drinking  water  quality  issues  and 
implications  in  light  of  the  crypto- 


and  developing  techniques  to  diag- 
nose, trace  and  prevent  hospital- 
acquired  infections.  A graduate  of 
UW  Medical  School,  Dr  Maki  has 
won  six  teaching  awarded  and  au- 
thored more  than  200  research  pa- 
pers. He  is  section  head  of  infectious 
disease  at  UW  Hospital  and  Clinics. 

Shaun  J.  Melarvie,  MD,  a general 
surgeon,  is  a new  member  of  the 
medical  staff  of  Bay  Lake  Outpa- 
tient Surgery  Center.  He  earned  his 
medical  degree  from  the  University 
of  North  Dakota  School  of  Medicine 
in  1989  and  recently  completed  a 
five-year  residency  in  general  sur- 
gery at  the  University  of  Nebraska 
in  Omaha. 

Continued  on  page  453 


sporidium  outbreak  in  Milwau- 
kee; 

• treatment  for  elevated  lead  lev- 
els, particularly  for  adults;  and 

• changes  being  made  on  the  state's 
Worker's  Compensation  UCR  da- 
tabase system. 

The  SMS  commission  will  also 
follow  the  potential  mining  at  the 
Crandon-Mole  Lake  site  and  its 
health  care  implications,  and  the  nu- 
merous revisions  to  the  state's 
administrative  rules  on  public 
health. 

At  the  Oct  19  meeting,  Greg 
Krohm,  administrator  of  the  state's 
Worker's  Compensation  Division, 
will  speak  to  the  group  about  im- 
provements in  the  database  system. 
For  more  information,  contact  Lynn 
Sherman  at  1 -800-362-9080  or,  in  the 
Madison  area,  (608)  257-6781.* 


Environmental  health  commission 
selects  study  topics 
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CHARITY  GOLF  CLASSIC  SPONSORS 


The  Charitable,  Educational  and  Scientific  Foundation  would  like  to  acknowledge  the  following  companies 
and  individuals  who  contributed  to  the  fifth  annual  Charity  Golf  Classic.  The  success  of  the  event  can  be 
attributed  to  the  dedication,  energy,  and  financial  commitment  of  these  sponsor  participants: 


American  Medical  Association 
Arrow  Oldsmobile 
Axley  Brynelson 
Bank  One-Waukesha 
Bank  One 

Bauwen  & Klein,  M.D.,  S.C. 
Bristol-Myers  Squibb  Company 
Dean  Medical  Center 
Eli  Lilly  and  Company  Foundation 
Firstar  Bank-Madison 
The  Fiore  Companies  (Heidel  House) 
GrantThornton 
Haworth 
Hewlett  Packard 
Horizon  Healthcare 
INTRAV 
Lease  Associates 
Marion  Merrell  Dow  Inc. 
Marshfield  Clinic 
Medical  Science  Laboratories 
Miles  Pharmaceutical  Division 
More  Than  Computers  - Valcom,  Inc. 

Norse  Company  Travel 
Paratech  Ambulance 


The  Pfister 

Physicians  Insurance  Company  of  Wisconsin 

Physician's  Plus  Medical  Group 

Quarles  & Brady 

Rhone-Poulenc  Rorer 
Pharmaceutical  Corporation 

Sandoz  Pharmaceuticals  Corporation 

G.D.  Searle  & Co. 

Siekert  & Baum 

SMS  Insurance  Services,  Inc. 

Syntex 

Wisconsin  Physicians  Service 


Golfers  enjoy  the  hay  at  the  Tuckaway  Country  Club 
on  behalf  of  the  CESF  Charity  Golf  Classic. 


% 
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Continued  from  page  451 
Thomas  Midthun,  MD,*  of  Bara- 
boo,  has  earned  a master's  degree  in 
public  health  from  the  Medical  Col- 
lege ofWisconsin.  Dr  Midthun  is  the 
medical  director  of  St  Clare  Occupa- 
tional Health  Services  at  St  Clare 
Hospital  and  Health  Services  in  Ba- 
raboo.  He  is  a 1975  graduate  of  the 
University  of  Wisconsin  Medical 
School.  He  completed  a residency  in 
family  practice  at  the  University  of 
Iowa  and  is  board  certified  in  family 
and  geriatric  medicine. 

Richard  A Moran,  DO,*  has  joined 
Pewaukee  Medical  Clinic.  Dr  Mo- 
ran graduated  from  the  Chicago 
College  of  Osteopathic  Medicine  and 
completed  his  residency  in  family 
practice  at  Lakeview  Hospital  in 
Milwaukee. 

Pablo  Pedraza,  MD,*  of  Milwau- 
kee, has  been  appointed  to  the  Wis- 
consin Medical  Examining  Board  by 
Gov  Tommy  Thompson.  Dr  Pedraza 
is  a cardiovascular  surgeon  who 
joined  St  Mary's  Cardiac  Care  Cen- 
ter in  1977. 

Ken  Robbins,  MD,*  of  Madison,  is 
one  of  three  Wisconsin  physicians 
recognized  for  earning  the  1994 
National  Alliance  for  the  Mentally 
111  (NAMI)  Exemplary  Psychiatrist 
Award.  Dr  Robbins  is  medical  di- 
rector of  Mendota  Mental  Health 
Institute. 

Jerry  R.  Sal  an,  MD,*  has  been  named 
Wisconsin  Family  Physician  of  the 
Year  by  the  Wisconsin  Academy  of 
Family  Physicians.  Dr  Salan  is  the 
founder  of  Waupaca  Family  Medi- 
cine Association,  which  has  eight 
family  practice  physicians  and  a 
general  surgeon  on  its  staff.  Dr  Salan 
has  been  providing  primary  care  to 
Waupaca-area  families  since  1963. 

Walter  Schwartz,  MD,*  has  received 
the  outstanding  district  service 
award  from  the  American  College 
of  Obstetricians  and  Gynecologists. 


Dr  Schwartz  has  practiced  with  OB- 
GYN  Associates  of  Wauwatosa, 
since  1961  and  is  on  staff  at  Elmbrook 
Memorial,  West  Allis  Memorial  and 
St  Joseph's  hospitals  in  the  Milwau- 
kee area. 

Richard  Shropshire,  MD,*  of 
Monona,  has  retired  from  his  Physi- 
cians Plus  practice  after  37  years  of 
service.  Dr  Shropshire  has  also 
served  as  a clinical  professor  in  the 
University  of  Wisconsin  Medical 
School. 

Thomas  M.  Steed,  MD,*  medical 

director  of  emergency  services  for 
Door  County  Memorial  Hospital, 
recently  fulfilled  requirements  of  the 
American  Board  of  Emergency 
Medicine.  Dr  Steed,  a 1975  graduate 
of  the  Medical  College  of  Wiscon- 
sin, completed  a residency  in  inter- 
nal medicine. He  also  serves  as  the 
medical  director  for  the  Door  County' 
Emergency  Services  Department 
and  the  Algoma  Rescue  department. 

OrdeanTorstenson,  MD,*  of  Madi- 
son, has  been  named  Pediatrician  of 
the  Year  by  the  Wisconsin  Chapter 


of  the  American  Academy  of  Pedi- 
atrics. Dr  Torstenson  is  a private 
practice  physician  at  the  Dean  Clinic. 
He  served  as  president  of  the  Wis- 
consin chapter  of  AAP,  and  is  now 
the  alternate  delegate  chair  for  dis- 
trict VI  which  covers  nine  states  and 
two  Canadian  provinces. 

Sheldon  Wasserman,  MD,*  is  a 
candidate  the  22nd  Assembly  Dis- 
trict seat.  Dr  Wasserman,  an  ob-gyn 
practicing  in  Milwaukee,  is  cam- 
paigning as  a Democrat  against 
freshman  legislator  Polly  Beal.  He  is 
a graduate  of  the  Medical  College  of 
Wisconsin  and  has  served  on  the 
SMS  Commission  on  Governmental 
Affairs  since  1992. 

Donald  Weinmeister,  MD,  is  a new 
addition  to  Group  Health  Coopera- 
tive in  Eau  Claire.  Dr  Weinmeister 
earned  his  medical  degree  from  the 
University  of  Kansas  School  of 
Medicine.  He  completed  his  resi- 
dency at  the  Family  Medicine  Clinic 
in  Eau  Claire  and  a fellowship  in 
sports  medicine  in  Seattle.  Dr  Wein- 
meister is  board  certified  in  family 
and  sports  medicine. ❖ 


Enjoying  the  Wisconsin  Senior  Physicians'  Association's  June  outing  at  Wisconsin  Rapids , 
34  participants  gathered  for  a phot  at  the  entrance  of  the  Number  15  Paper  Machine  Complex 
of  Consolidated  papers,  Inc. 
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County  society  news 


Dane.  The  following  members  have 
been  accepted  by  the  Dane  County 
Medical  Society:  Pamela  Black,  MD; 
Nancy  Charlier,  MD;  Timothy  Gerry, 
MD;  Sally  Kraft,  MD;  Deborah  Lynn, 
MD;  Todd  VanBlaricom,  MD;  Theo- 
dore Weltzin,  MD;  Donald  Wert, 
MD;  Anne  Whitworth,  MD;  and 
Anna  Windsor,  MD. 

Green  Lake-Waushara.  William 
Thomas  Franks,  MD,  has  been  ac- 
cepted into  the  Green  Lake- 
Waushara  County  Medical  Society. 

Milwaukee.  The  Medical  Society  of 
Milwaukee  County  approved  mem- 
bership for  the  following  physicians: 
Maqsood  Ahmad,  MD;  Mustafa  K. 
Diktas,  MD;  Sheldon  R.  Forman,  MD; 
Charles  D.  Flugelmeyer,  DO;  Daniel 


Jankins,  MD;  Apollo  Y.  Leong,  MD; 
Carol  M.  Meils,  MD;  Thomas  M. 
Naughton,  MD;  Yong  Hee  Rhee,  MD; 
Cathy  Cleone  Smith,  MD;  Morton 

M.  Soifer,  MD;  Eldon  J.  Swenson, 
MD;  Carmen  L.  Terlizzi,  MD;  John 
D.  Wolski,  DO;  Saleem  Aman,  MD; 
Athlene  A.  Alexis,  MD;  Mariann 
Carle,  MD;  David  Keith  DeDianous, 
MD;  Francis  X.  Downey,  III,  MD; 
Martin  Finck,  MD;  John  Thomas 
Fleinrich,  MD;  Syed  A.  Jafri,  MD; 
Stephen  Clay  Kmecak,  MD;  Muriel 

N.  Langouet-Astrie,  MD;  James 
David  McDaniel,  MD;  Milka  Man- 
dich,  MD;  Conrad  Cruz  Nievera,  Jr., 
MD;  Maria  Isabel  Periquet,  MD;  Rav- 
indra  S.  Sarode,  MD;  Rita  E.  Schulz, 
MD;  Alex  Zacharias,  MD;  and  Bar- 
bara A.  Hummel,  MD. 


Correction 

The  July  LVM/list  of  SMS  com- 
mission members  failed  to 
include  Narendra  M.  Kini,  MD, 
as  a member  (1994-1995)  of  the 
Commission  on  Health  Care 
Financing  and  Delivery:  270  E 
Highland  Ave,  #847,  Milwau- 
kee, WI  53202-6607;  (414)  266- 
2615. ❖ 


Walworth.  The  Walworth  County 
Medical  Society  has  approved  mem- 
bership for  James  T.  Mulry,  MD; 
and  Victor  J.  Sobolewski,  III,  MD.* 


WMJ  editor  attains  state 
and  national  posts 

SMS  journal  editor  Russell  King  has  been 
appointed  to  the  American  Association  of 
Medical  Society  Executives  Communications 
Committee.  The  committee  sets  the  editorial 
direction  for  all  AAMSE  publications  and  serves 
as  the  editorial  board  for  Medical  Executive  maga- 
zine. 

King  was  also  recently  elected  to  a third 
term  as  president  of  the  Council  for  Wisconsin 
Writers,  Inc.,  a statewide  association  promot- 
ing awareness  of  the  state's  literary  heritage 
and  encouraging  literary  endeavors  through 
an  awards  program  and  speakers'  referral  serv- 
ice for  Wisconsin  writers.* 


Occupational  health 
guide  to  be  revised 

The  Occupational  health  guide,  Your  Body 
At  Work,  will  be  revised  this  fall.  The 
guide  was  developed  by  the  SMS  Commission 
on  Environmental  and  Occupational  Health. 
The  last  update  was  completed  in  1992.  Several 
new  articles  will  be  added  to  the  guide,  includ- 
ing information  on  the  Americans  with  Dis- 
abilities Act,  OSL1A  blood-borne  pathogens 
standards,  and  tuberculosis  guidelines.  Any- 
one who  is  currently  using  the  health  guide  is 
encouraged  to  send  in  comments  about  addi- 
tional items  needed  to  improve  the  guide.  Di- 
rect comments  or  questions  to:  Lynn  Sherman, 
health  policy  analyst,  State  Medical  Society,  PO 
Box  1109,  Madison,  WI  53701. 
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Obituaries 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  information, 
contact  the  foundation  staff  at  the  SMS.*> 


Schubert,  Edward  F.,  MD,  died  May 
23,  1994,  in  Stevens  Point.  He  was 
born  in  Milwaukee  April  3, 1924.  He 
graduated  from  Marquette  Univer- 
sity Medical  School  in  psychiatry. 
He  served  in  the  US  Navy  from  1953 
to  1954.  He  was  superintendent  of 
the  former  Central  State  Hospital 
for  20  years.  He  practiced  with  the 
Winnebago  Mental  Health  Institute, 
retiring  in  1985.  Dr  Schubert  was  a 
member  of  the  SMS.  He  is  survived 
by  his  wife,  Shirley,  of  Westfield; 
five  children,  Mark  Schubert,  Jef- 
frey Schubert,  Judy  Schwandt,  Cindy 
Rosol,  and  Jennifer  Harrington;  three 
grandchildren;  and  a sister. 

Jackson,  C.  Robert,  MD,  died  May 
25, 1994.  He  was  born  Jan  8, 1928,  in 
St  Louis  Park,  Minn.  He  served  in 
the  US  Marine  Corps.  Dr  Jackson 
graduated  from  the  Thomas  Jeffer- 


son Medical  College  in  Philadelphia, 
and  went  on  to  practice  obstetrics 
and  gynecology  at  the  Madison 
Medical  Center  for  30  years,  retiring 
in  1992.  He  was  a member  of  the 
SMS  and  the  Dane  County  Medical 
Society.  He  is  survived  by  his  wife, 
Carol  (Franklin);  three  children. 


Amy  Langer  (Lance),  Carrie  Jackson, 
and  Thomas  Robert  Jackson;  his 
granddaughter,  Jordan  Jackson 
Langer;  three  step-children.  Brad 
(Susan),  Pam  and  Bruce  (Franklin); 
two  step-grandchildren,  Molly  and 
Chuckie;  nieces  and  a nephew. 


Great  Lakes. . . 
Great  Locations. . . 


C 'olo,  group  practice  and  employment 
^^opportunities  available  for  BC/BE  physicians. 
^^VChoose  a thriving  suburban  location  or  sce- 
niclake  country  setting  near  Milwaukee,  Madison 
and  Chicago.  Superior  quality  of  living  and  com- 
petitive income/benefit  package. 


•Ob/Gyn 
•Pediatrics 
•Family  Practice 
•FP  Faculty 
•Internal  Medicine 

Please  contact: 

Susan  Brewster 
800-326-2011,  Ext.  4700 


Practice  Opportunities  in  Waukesha  County 

725  American  Avenue  ‘Waukesha,  Wl  53188 


1994  Update  in  Allergy 
and  Immunology 


A Continuing  Medical  Education  Course  on  Allergy  and  Immunol- 
ogy for  Primary  Care  Physicians  and  Specialists  will  be  held  Septem- 
ber 17  and  18,  1994  at  the  Concourse  Hotel,  1 West  Dayton  Street, 
Madison,  WI. 


Program  topics 

Food  Allergy  Cytokines 

Latex  Sensitivity  Beta  Agonists 

AIDS  Leukotriene  Antagonists 

Sinusitis  Alternatives  to  Corticosteroids 

AllergicBronchopulmonary  Aspergillosis 


Faculty 

Wesley  Burks,  MD,  University  of  Arkansas 

Kevin  Kelly,  MD,  Medical  College  of  Wisconsin 

James  Gern,  MD,  University  of  Wisconsin 

Frank  Graziano,  MD,  University  of  Wisconsin 

David  Skoner,  MD,  University  of  Pittsburgh 

Moses  Grossman,  MD,  University  of  California  - San  Francisco 

Robert  Fisher,  MD,  Medical  College  of  Wisconsin 

Robert  Lemanske,  Jr,  MD,  University  of  Wisconsin 

Robert  Bush,  MD,  University  of  Wisconsin 

Jordan  Fink,  MD,  Medical  College  of  Wisconsin 

The  course  is  co-sponsored  by  the  Wisconsin  Allergy  Society,  and  the 
Allergy-Immunology  Section,  Department  of  Medicine,  University  of 
Wisconsin  and  approved  for  8 25  hours  of  CME  credit. 

For  more  information,  contact: 

Marcus  Cohen,  MD,  (608)  282-8435  or 
Robert  Bush,  MD,  (608)  262-7056. 
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Classified  ads 


FAMILY  PRACTICE  PHYSICIAN 

needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwestern 
Wisconsin  community  of  8,000  with  serv- 
ice area  of  40,000,  located  on  the  door- 
step of  Wisconsin's  fabulous  lake  coun- 
try. Practice  medicine  in  a small  family- 
oriented  community  within  two  hours 
of  Minneapolis/ St.  Paul.  Competitive 
salary  and  excellent  fringe  package.  Send 
CV  to  James  A.  Volk,  MD,  Medical  Di- 
rector, PO  Box  3217,  Eau  Claire,  WI 54702- 
3217;  ph  715-836-8552.  8-12/94 

GENERAL  SURGEON/FAMILY 
PRACTICE/OB-GYN/INTERNAL 
MEDICINE  to  join  progressive  13-phy- 
sician group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 
and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022. 715- 
425-6701.  8/94-1/95 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapo- 
lis/St. Paul.  Primarily  prepaid  practice 
with  large  component  FFS.  Highly  com- 
petitive salary  with  excellent  fringe  bene- 
fits. Practice  quality  care  in  good  recrea- 
tional area.  Send  CV  to  James  A.  Volk, 
MD,  Medical  Director,  PO  Box  3217,  Eau 
Claire,  WI  54702-3217;  ph  715-836-8552. 

8-12/94 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


PHYSICIAN  WANTED.  Looking  for 
something  different?  Need  some  addi- 
tional income?  Tired  of  seeing  sick 
people?  Consider  this:  We  are  looking 
for  the  right  physician  to  represent  our 
insurance  examining  firm.  You  would 
be  performing  physical  exams,  EKGs 
and  blood  draws  throughout  Madison 
and  surrounding  areas.  Enjoy  the  lighter 
side  of  medical  practice.  1-800-756-3926. 
Ask  for  Connie  Fox.  CALL  TODAY!!! 

8/94 

WISCONSIN.  Excellent  opportunity  for 
emergency  physician  to  join  stable,  well- 
established  9 member  fee-for-service 
group  staffing  560  bed  tertiary-care 
Medical  College  of  Wisconsin  affiliate 
teaching  hospital.  38,000  ED  visits  annu- 
ally. Excellent  specialty  backup.  Excep- 
tional compensation  and  benefit  pack- 
age. Will  consider  non-emergency  medi- 
cine trained  physicians  board  certified 
in  other  primary  care  specialty  to  pro- 
vide double  coverage.  Send  CV  to  David 
Moss,  MD,  FACEP,  Professional  Emer- 
gency Care  Ltd.,  5000  West  Chambers 
St.,  Milwaukee,  WI  53210,  or  call  414- 
447-2171.  8/94 

VENTURE  NORTH  TO THE  NORTH- 
WEST SUBURBS  OF  THE  TWIN  CIT- 


Expand  Your  Horizons 

ARE  YOU  LOOKING  FOR... 

A Change  of  Pace 

A Fresh  Start 

_ A New  Outlook 

A Change  of  Scenery 

Control  of  Your  Future 

We  are  your  source  for  up-to-date  in- 
formation on  practice  opportunities  in 
your  state  and  surrounding  area.  We 
currently  represent  hospitals  and  clin- 
ics throughout  the  midwest  and  north- 
east in  a variety  of  primary  care  and 
surgical  specialties,  and  subspecialties. 
Locations  and  settings  vary  from 
prominent,  multi-site  clinics,  to  tradi- 
tional resort-town  practices.  For  spe- 
cific answers  and  pertinent  informa- 
tion, please  call  1-800-243-4353  or  414- 
241-9500. 

Strelcheck  & Associates,  Inc. 
10624  N Port  Washington  Rd. 

Mequon,  WI  53092 


IES,  MINNESOTA.  Full  and  part-time 
positions  available  for  BC/BE  physicians 
in  FP,  IM  & OB/GYN  and  for  physician 
assistants  and  nurse  practitioners.  Get 
back  on  course  with  the  owned  and  af- 
filiated clinics  of  North  Memorial  Medi- 
cal Center.  Choose  large,  small,  urban  or 
semi-rural  practices.  Plus,  receive  up  to 
15,000  (Extenders  up  to  $10,000)  on  start 
date  through  our  community  service 
program.  If  interested,  send  CV  or  call  in 
confidence:  North  Medical  Programs, 
North  Memorial  Medical  Center,  3300 
Oakdale  Avenue  North,  Robbinsdale, 
MN,  55422-2900.  800-275-4790.  8-12/94 

E.R.  PHYSICIAN,  S.E.  WISCONSIN. 

Stable  group  covers  2 ER's,  now  needs 
full  time  physician  with  prior  ER  experi- 
ence. Competitive  salary  & full  benefit 
package.  Contact:  John  Linstroth,  414- 
835-7761.  6-8/94 


Child/General  Psychiatrist 

A full-time  general  or  child/ gen- 
eral psychiatrist  is  needed  in  beau- 
tiful northern  Wisconsin! 

This  area  affords  the  best  in  rural 
living  with  many  beautiful  lakes, 
streams  and  rivers.  We  are  a 20 
bed  acute,  JCAHO  accredited, 
psychiatric  unit  located  at  Saint 
Mary's  Hospital  in  Rhinelander, 
WI.  We  service  both  inpatients 
and  outpatients  within  a 75  mile 
radius.  Our  goal  is  to  make  this 
the  mental  health  center  of  the 
northwoods.  We  have  an  excel- 
lent salary  and  benefit  package 
available.  Weekend  coverage  is 
provided. 

A challenging  but  rewarding  po- 
sition for  a mature  competent 
psychiatrist. 

Contact  or  send  CV  to: 

N.  Wilson,  MD 
1044  Kabel  Avenue 
Rhinelander,  WI  54501 
(715)  369-6433 


Equal  opportunity  employer. 

8-12/94 
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ASSISTANT 
MEDICAL  DIRECTOR 

We  are  seeking  a qualified  Physician  for 
an  Assistant  Medical  Director  position 
at  our  Midwest  Regional  Home  Office  in 
Appleton. 

This  newly  created  position  reports  to 
the  Vice  President  and  Chief  Medical 
Director  who  is  located  in  our  New  York 
City  Corporate  Office. 

Ideally  the  Physician  we  are  seeking 
should  be  ResidencyTrained  and  Board 
Certified  in  Internal  Medicine  or  Family 
Practice,  or  General  Surgery,  and 
licensed  to  practice  in  Wisconsin.  Your 
initial  first  six  weeks  of  employment  will 
require  training  in  our  New  York 
Corporate  Office.  Your  priority  duties 
will  be  to  implement  policy  for  claims 
and  underwriting  functions.  Experience 
working  with  an  insurance  company  in 
Group  Health  Claims  Adjudication  and 
an  understanding  of  Group  Life 
Underwriting  a definite  advantage. 

This  position  will  be  interfacing  with  all 
levels  of  Management  at  the  Regional 
Home  Office  on  a continuing  basis  as 
well  as  with  Senior  Management  in  New 
York  City.  The  ability  to  communicate 
well  both  verbally  and  in  writing  is  a 
must. 

In  addition  to  your  insurance 
responsibilities,  the  new  Physician  will 
also  be  responsible  for  employee  health 
and  will  supervise  a nurse. 

The  Guardian  is  one  of  the  largest  Life 
and  Health  Insurers  in  the  United  States 
with  assets  exceeding  $10  billion.  We 
offer  a competitive  salary  and  excellent 
benefits  that  are  among  the  best  in  the 
Insurance  Industry  today. 

If  you  have  the  qualifications  we  are 
seeking  and  are  interested  in  this 
assignment,  please  send  your 
curriculum  vitae  along  with  your  salary 
requirements  to: 

Kevin  Gitter 

Human  Resources  Administrator 

^ Hie  Guardian* 

The  Guardian  Insurance  Company 
2300  E.  Capitol  Drive 
Appleton,  WI  54915 

Equal  Opportunity  Employer 


Physicians  Exchange 

Continued 

INTERNAL  MEDICINE  AND  GAS- 
TROENTEROLOGY PRACTICE  OP- 
PORTUNITIES. Four  person  Internal 
Medicine  and  two  person  Gastroenterol- 
ogy group  is  looking  for  motivated  per- 
sons to  join  their  practice.  Excellent  earn- 
ing opportunities  and  benefit  package. 
The  clinic  is  located  within  two  blocks  of 
an  acute-care  210  bed  modern  hospital 
with  state  of  the  art  diagnostics.  Great 
recreational  opportunities.  If  you  are 
interested  in  a community  that  can  offer 


Excellent  practice  opportunities  in 
Minnesota  and  Western  Wiscon- 
sin communities.  Primary  care 
and  specialties.  For  more  infor- 
mation, call  1-800-248-4921. 

8-12/94 


DISSATISFIED  WITH 
YOUR  PRACTICE? 
OB/GYN,  FP,  IM,  GS,  PEDS,  etc. 


2700  Midwest  opportunities 
7500  throughout  the  U.S. 

We're  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic.  You 
don't  need  to  contact  numerous 
recruiters  we  can  place  you  any- 
where. Whether  you  want  better 
hospital  support,  facilities,  time 
off,  remuneration  or  lifestyle  we 
have  the  opportunity  for  you  in  a 
solo,  group,  or  employee  practice. 

WISCONSIN  NATIONAL 


Milwaukee 

Sheboygan 

Beloit 

Madison 

Kenosha 


Indianapolis 

Chicago 

Pittsburgh 

Cincinnati 

Jacksonville 


Confidential  * References 
(No  cost  to  you  - our  clients  pay  all 
costs) 

The  Curare  Group,  Inc. 

(800)  880-2028,  FAX:  (812)  331-0659 
P.O.  Box  5642 

Bloomington,  IN  47407-5642 
(M-F  9:00-8:00,  Sat  12:00-5:00) 

10/93-9/94 


you  a quality  life-style  and  outstanding 
practice  potential,  please  send  your  CV 
and  cover  letter  to:  Rita  S.  Woller,  Clinic 
Administrator,  Westhill  Medical  Special- 
ists, 2800  Westhill  Dr.,  Suite  200,  Wau- 
sau, WI  54401.  7-8/94 

NATIONWIDE  - Opportunities  for  the 
following:  IM,  FP,  OB/GYN,  PED,  ONC, 
CD,  and  more.  Send  CV  to  Stan  Kent, 
Stan  Kent  & Associates,  P.O.  Box  904, 
Tremont,  IL  61568,  or  call  800-831-5679, 
FAX  309-925-5842.  5-12/94 

INTERNAL  MEDICINE  OR  FAMILY 
PRACTICE  PHYSICIAN  needed  to  do 
mostly  office  work  and  some  hospital 


Family  Practice  Madison  Area 

* several  opportunities 

* large  call  groups 

* full  lab  & xray 

* 210  physician  multi-specialty  group 

* guaranteed  salary  with  incentives 

* full  benefit  package 

* Immediate  Care  also  available 
Send  CV  to: 

Laurie  Glowac 

Physicians  Plus  Medical  Group 
345  W.  Washington  Avenue 
Madison,  WI  53703 
or  call  collect:  (608)  252-8580 

1-12/94 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

8-10/94 


PPS  for  PSP2' 

foyS  \s|  * Practices  Seeking  Physicians 
N Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791«  Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 
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Physicians  Exchange 

Continued 

work.  Competitive  salary  and  good 
benefits.  Send  CV  to  Merrill  Medical 
Associates,  S.C.,  716  East  Second  Street, 
Merrill,  WI  54452.  Or  call:  (715)  536- 
2463.  6,8,10/94 

THE  WAUSAU  MEDICAL  CENTER 
is  seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  In- 
ternal Medicine,  Family  Medicine,  Gas- 
troenterology, Obstetrics/Gynecology, 
Occupational  Medicine  and  Urology. 
Large  multi-specialty  group  located  in 
central  Wisconsin.  Competitive  salary 
(incentive  after  first  year).  Comprehen- 
sive benefit  package  including  malprac- 
tice insurance,  flexible  benefit  plan  and 
profit  sharing.  Modern  facility  located 
directly  across  the  street  from  250-bed 
acute  care  facility.  The  area  is  ideal  for 
outdoor  enthusiasts  (including  large 
downhill  ski  area)  with  outstanding 
cultural  activities  year  round.  Write  or 
call  collect  David  K.  Aughenbaugh,  MD, 
Medical  Director,  Wausau  Medical  Cen- 
ter, 2727  Plaza  Drive,  Wausau,  Wiscon- 
sin 54401,  telephone  (715)  847-3235. 

2/93;TFN 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to 
expand  current  23  member  de- 
partment. Enjoy  a lifestyle  of  call 
every  21-23  days  and  an  average  4 
day  work  week.  Just  20  minutes 
north  of  downtown  Minneapolis, 
the  area  offers  suburban  living 
with  easy  access  to  an  unlimited 
array  of  family,  cultural,  educa- 
tional and  recreational  opportu- 
nities. 

Members  of  our  group  earn  a 
highly  competitive  income  and 
excellent  benefits  including  paid 
vacation  and  CME;  Pension  Plan; 
all  insurances  paid.  Please  re- 
spond with  CV  to: 

John  Bordwell,  MD 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-7035 

8/94 


Medical  Meetings-Continuing 
Medical  Education 


PRACTICE  STRATEGIES  IN  THE 
EVALUATION  AND  MANAGEMENT 
OF  THE  GERIATRIC  PATIENT,  Sep- 
tember 8-9,  1994,  Holiday  Inn  Home- 
stead, U.S.  Highway  51,  Minocqua,  Wis- 
consin. Contact  Marshfield  Clinic,  Of- 
fice of  Medical  Education,  1000  North 
Oak  Avenue,  Marshfield,  WI  54449.  1- 
800-541-2895.  6-8/94 

Specialty  Societies 

September  9-11, 1994:  Wisconsin  Soci- 
ety of  Anesthesiology,  Wyndham  Hotel, 
Milwaukee,  WI. 

September  17-18,  1994:  Wisconsin  Al- 
lergy Society,  Concourse  Hotel,  Madi- 
son, WI. 

September  17, 1994:  Wisconsin  Society 
of  Pathologists,  The  American  Club, 
Kohler,  WI. 


Two  practice  opportunities  avail- 
able in  the  beautiful  wooded  Lake 
Country  of  southeastern  Wiscon- 
sin. Located  between  Milwaukee 
and  Madison,  Oconomowoc  is  a 
family-oriented  community  of 
11,000  in  a rapidly  growing  serv- 
ice area  of  50,000.  Wilkinson 
Medical  Clinics  is  a progressive, 
mid-size  multi-specialty  facility. 
Hospital  located  within  1/2  mile. 
Competitive  salary  and  excellent 
benefit  package. 

FAMILY  PRACTICE 
Join  a department  of  two.  Full  lab 
and  radiology  services  on  prem- 
ises, as  well  as  Sports  Medicine 
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procedure  rooms.  Shared  call  cov- 
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Hospital  Medical  Staff  Section 
24th  Assembly  Meeting 
December  1-5, 1994 
Sheraton  Waikiki  Hotel 
Honolulu,  Hawaii 


Send  a representative  from  your  hospital  medical  staff  and  physician  organization  to  the 
1994  Interim  American  Medical  Association  Hospital  Medical  Staff  (AMA-HMSS)  Assembly  Meeting 
held  on  December  1-5  in  Honolulu.  Aside  from  participating  in  the  development  of  AMA  policy, 
representatives  will  have  an  opportunity  to  network  with  colleagues,  dialogue  with  the  AMA  Board 
of  Trustees,  and  hear  the  latest  news  and  information  on  health  system  reform. 

With  a changing  health  care  environment,  broader  diversity  within  the  physician  population,  limited 
resources,  and  an  overriding  need  for  unity  of  purpose  and  action  by  organized  medicine,  the  AMA 
has  undertaken  a study  of  the  Federation. 

The  study,  involving  county,  state  and  specialty  societies,  the  AMA,  and  other  related  organizations, 
intends  to  uncover  useful  information  for  developing  ways  to  increase  membership,  member 
participation,  and  advocacy  as  well  as  improve  communications,  medical  society  performance,  and 
resource  utilization. 

Project  leaders  have  asked  the  AMA-HMSS  to  participate  in  the  process  because  it  effectively 
represents  grassroot  physician  concerns.  Input  from  each  HMSS  representative  also  will  be  extremely 
valuable  in  defining  organized  medicine  in  the  future. 

The  1994  Interim  AMA-HMSS  Assembly  Meeting  Education  Program  will  host  the  Consortium  study. 
Data  collected  and  analyzed  will  facilitate  the  following  objectives: 

• Identify  current  and  future  needs,  expectations,  and  preference  of  physicians  and  others  for 
organized  medicine; 

• Explore  membership  ideas  and  options; 

• Assess  how  medical  societies  relate  to  each  other — including  ways  to  be  more  supportive,  avoid 
duplication  of  effort,  leverage  strengths,  and  better  address  weaknesses: 

• Discover  whether  there  are  better  tools/technologies  that  medical  societies  can  use  to  communicate 
with  one  another  and  their  members;  and 

• Enable  medical  societies  to  work  smart  in  a more  focused  and  purposeful  way. 

Plan  to  participate  in  the  Federation  Consortium  on  Friday,  December  3 from  2:30  to  5:30  pm  in 
Honolulu,  Hawaii.  Mahalo! 
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can  focus  all  our  attention  on  you.  And  you  alone. 


SMS  Insurance  Services  offers  one  of  the  most  comprehensive 
group  insurance  programs  around.  Group  coverage  includes 
programs  for  liability,  health,  life,  dental,  disability,  property, 
and  even  retirement.  For  your  practice,  clinic,  or  hospital.  At 
extremely  competitive  group  rates. 

With  SMS  Insurance  Services  you  get  all  the  benefits  of  group 
participation  . . . without  feeling  like  you're  part  of  the  herd. 
For  more  information  about  SMS  Insurance  Services  group 
insurance  programs,  contact: 


INSURANCE  SERVICES,  INC. 
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If  You  Think  The  Cost  Of  Living 

Is  High  Today. . . 

What  About  Tomorrow? 


We  can't  precisely  predict  the  future.  But.  one  thing  is  certain. 
It’ll  be  expensive.  Retirement  is  expensive.  So  is  death. 
They’re  expensive  because  your  financial  needs  continue, 
while  your  earned  income  ends. 

Either  way,  you  need  to  prepare  for  the  future.  Providing 
dollars  to  cover  family  living  expenses.  Your  children's 
education.  Your  mortgage,  business,  and  other  commitments. 
Estate  taxes  and  expenses.  And  you  want  to  assure  your  own 
financial  security  after  you  stop  practicing  medicine. 


You  can  do  all  this  with  the  help  of  SMS  Insurance  Services. 
We’re  the  only  Wisconsin  based,  physician  owned  insurance 
agency  exclusively  serving  the  medical  community.  So  we 
understand  your  needs  better  than  anyone  else.  We  provide 
strategic  insurance  planning.  A comprehensive  approach  to 
your  insurance  needs  based  on  your  current  obligations  and 
future  objectives. 

You  can’t  predict  the  future,  but  you  can  certainly  prepare 
for  it.  Review  your  life  insurance  now  with  an  SMS 
Insurance  Sendees  representative. 
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Opinions 


President's  page 
My  campaign  slogan: 

Politics  is  too  important  to  be  left  to  politicians 


Every  other  summer,  you  can 
hear  it  coming.  It  starts  as  a 
low  rumble  and  explodes  into  a 
deafening  roar  by  October.  It  begins 
as  something  mildly  amusing  and 
turns  into  a snarling  fury.  It  is  nei- 
ther a lion  in  heat  nor  intestinal  gas; 
it  is  a political  campaign.  With  more 
honking  and  flapping  than  Horicon 
geese,  the  candidates  fill  the  air- 
waves to  pronounce  their  positions, 
protest  their  opponents'  inaccura- 
cies, and  proclaim  their  destinies. 

Conventional  wisdom  has  it  that 
physicians  are  minor  players  in 
matters  politic.  We  are  said  to  suffer 
from  the  4 Cs:  too  Consumed  to  take 
time  from  our  busy  lives,  too  Con- 
trolling to  partake  in  a team  sport 
like  politics,  too  Cheap  to  contribute 
to  campaigns,  and  too  Conceited  to 


think  that  any  of  this  applies  to  us.  I 
believe  the  conventional  wisdom  is, 
and  should  be,  wrong. 

Too  consumed 

" Politics  is  my  second  favorite  indoor 
sport."  — ]D  Kabler,  MD 

Busy-ness  is  our  business;  no 
occupation  demands  more  time  and 
intense  focus  than  medicine.  That 
aside,  we  manage  to  secure  time  for 
those  things  we  consider  important: 
family,  church,  hobbies,  organized 
medicine.  A society  that  is  more  safe, 
happy,  healthy,  humane,  educated, 
fair,  and  productive  is  the  ultimate 
aim  of  politics— few  pursuits  are 
more  important  or  more  relevant  to 
our  responsibilities  as  physicians 
and  citizens.  Political  involvement 
will  accommodate  as  much,  or  as 


Richard  G.  Roberts,  MD,  JD 


little,  time  as  we  are  able  or  willing 
to  give.  It  is  more  informative  and 
entertaining  as  a participatory,  rather 
than  a spectator,  sport. 

Too  controlling 

"I  always  wanted  to  get  into  politics, 
but  I was  nearer  light  enough  to  make  the 
team."  — Art  Buchwald 

Politics  is  people,  lots  of  people. 
Many  candidates,  especially  for  less 
visible  offices,  depend  on  volunteer 
time  to  accomplish  tasks  their  cam- 
Continued  on  next  page 
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paigns  cannot  afford  to  buy.  There 
are  always  more  things  to  be  done  in 
a campaign,  then  there  are  people  to 
do  them.  Each  member  of  the  cam- 
paign team  represents  a valuable 
resource.  Contributing  a few  hours 
to  staff  a phone  bank,  hold  a fun- 
draiser or  put  up  posters  can  be  an 
easy  introduction  to  the  intricacies 
of  campaigning. 

Too  cheap 

" Politics  has  got  so  expensive,  it  takes 
alot  just  to  get  beat."  — Will  Rogers 
Time,  people,  and  money  are  the 
limiting  factors  for  a campaign. 
Candidates  put  their  time,  egos, 
reputations,  and  personal  finances 
on  the  line  when  they  run.  Few  en- 
deavors leave  people  feeling  so 
vulnerable.  Even  when  we  cannot 
give  our  time,  we  can  give  money 
and  encouragement.  Money  is  a 
symbol  of  our  commitment  to  the 
candidate  and  buys  the  exposure 
every  candidate  requires.  As  an 


example,  the  average  member  of  the 
public  must  be  exposed  to  a first- 
time candidate's  name  at  least  three 
times  before  that  person  will  recall 
even  having  heard  the  candidate's 
name. 

Too  conceited 

" Those  who  are  too  smart  to  engage  in 
politics  are  punished  by  being  governed 
by  those  who  are  dumber."  — Plato 

The  beauty,  and  the  bane,  of  a 
democracy  is  that  we  get  the  gov- 
ernment we  are  willing  to  accept. 
We  may  be  convinced  of  the  wis- 
dom of  a position  we  hold  or  the 
merits  of  a candidate  we  support, 
but  our  views  have  not  proved  them- 
selves until  we  have  been  able  to 
persuade  others  of  their  virtues.  If 
we  care  enough  about  the  issue  or 
candidate,  then  we  must  be  willing 
to  risk  our  egos  and  perspectives  as 
our  viewpoints  are  tossed  about  in 
the  marketplace  of  ideas. 

Sometimes  visionary,  most  times 


myopic,  politics  is  an  "I"  condition. 
It  evokes  a range  of  emotions:  indif- 
ference, irritation,  incredulity,  and 
indignation.  It  can  also  inform,  in- 
spire, and  incite.  It  converts  self-in- 
terest into  collective  action.  It  in- 
duces millions  of  Americans,  people 
who  will  wait  no  longer  than  one 
minute  for  a hamburger,  to  stand 
patiently  in  long  lines  in  schools, 
town  halls,  and  other  public  places 
just  for  the  chance  to  punch  a hole  in 
a card  or  pull  a lever  on  a machine. 
A political  campaign  is  the  crucible 
that  tests  and  toughens  candidates 
and  commitment.  It  is  rarely  tran- 
quil, but  it  is  always  important. 

Get  to  know  the  candidates  in 
your  area;  attend  the  WISPAC  can- 
didate interviews.  Offer  your  time, 
ideas,  and  money  as  best  you  can. 
Successful  candidates  remember 
those  who  stood  by  them  in  uncer- 
tain times.  If  you  want  to  be  heard 
while  they  govern,  you  need  to  be 
known  while  they  campaign. ❖ 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


Diners  Club 


5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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AMA  POWER  Network  offers 
toll-free  hotline  on  reform 


The  AMA  has  created  a toll-free  hotline  offering  physicians  daily, 
up-to-the-minute  updates  on  the  status  of  health  system  reform  in  Congress. 


This  service  is  part  of  the  POWER  (Physicians  Organized  to  Work  for 
Effective  Reform)  Network.  Each  day,  the  AMA  will  update  the  POWER 
Network  hotline  with  the  latest  information  on  the  House  and  Senate  floor 
debate.  Callers  will  hear  a message  describing  floor  activity,  its  impact  on 
organized  medicine  and  clear  instructions  on  how  they  can  have  maximum 
impact  on  important  upcoming  votes. 

Physicians  and  their  families  are  encouraged  to  contact  their  senators  and 
representatives  to  seek  support  for  organized  medicine. 

The  situation  in  Congress  changes  daily.  This  toll-free  number  will  help 
keep  physicians  informed  on  the  latest  developments. 

Callers  will  also  learn  how  they  can  add  their  voice  to  support  organized 
medicine's  agenda. 


Call  the  hotline  at  (800)  833-6354. 

In  Washington,  D.C.,  call  (202)  408-7678. 
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EVP  report:  The  view  from  here 
The  sun  also  rises 


I was  driving  from  Madison  to  Mil- 
waukee to  talk  to  a group  of 
medical  students,  and  I was  in  a foul 
mood.  My  mood  had  nothing  to  do 
with  the  students,  the  speech  or  the 
drive.  It  had  everything  to  do  with 
the  state  of  health  system  reform.  It 
appeared  that  day  (and  still  does 
now)  that  the  opportunity  to  make 
genuinely  meaningful  improve- 
ments to  the  world's  best  healthcare 
system  and  benefit  tens  of  millions 
of  Americans  had  been  lost— sacri- 
ficed for  the  sake  of  special  interest 
greed  and  partisan  power  struggles. 

I've  never  minded  mistakes, 
missed  opportunities,  or  even  er- 
rors in  judgment.  They  are  a part  of 
life.  Anyone  who  isn't  making  mis- 
takes isn't  trying  to  accomplish 
anything.  Being  imperfect  creatures, 
we  sometimes  miss  the  signs  or 
misread  the  signals  and  miss  chances 
to  achieve  goals.  And,  our  ability  to 
interpret  data  being  as  imperfect  as 
our  ability  to  receive  data  from  our 
environment,  we  sometimes  make 
poor  choices.  It  goes  with  the  terri- 
tory; it's  called  being  human. 

That's  OK.  What's  not  OK  is  to 
the  ignore  data,  to  deny  the  evi- 
dence, or  to  choose  to  let  an  oppor- 
tunity pass  for  the  sake  of  short- 
term over  long-term  goals,  for  the 
good  of  special  interests  over  the 
nation's  general  health,  or  for  per- 
sonal or  political  gain  over  the  needs 
of  the  populace.  So  I was  not  a 
happy  camper  as  I motored  toward 
Wisconsin's  East  Coast. 

Worse,  the  failure  to  reform  led 
me  to  worry  about  the  future  of  the 
profession.  Our  adversaries  loomed 
large  in  my  mind,  and  the  horizon 
seemed  darkened  by  their  shadows. 
I felt  a certain  affinity  for  medical 
writers  at  the  turn  of  the  century 
who  thought  that  "...penury,  want, 
and  even  starvation,  stare  the  whole 


Thomas  L.  Adams,  CAE 

body  of  medical  men  in  the  face..."  I 
wasn't  about  to  make  that  leap,  but 
I wasn't  feeling  very  optimistic,  ei- 
ther. 

Given  my  frame  of  mind,  1 was 
not  prepared  for  what  I found  at  the 
Medical  College  of  Wisconsin.  I 
expected  to  find  students  in  fear  for 
their  futures— at  best  students  strug- 
gling against  the  tide  with  grim 
determination.  I am  happy  to  report 
that  the  medical  students  of  MCW 
made  me  ashamed  of  myself. 

These  students,  these  physicians 
of  tomorrow,  feel  good  about  the 
future  of  medicine.  They  literally 
made  the  room  come  alive  with  their 
energy,  their  enthusiasm,  and  their 
obvious  desire  to  make  a difference 
with  their  lives. 

These  students  reminded  me  of  a 
WMJ  editorial  I once  read,  so  when 
I returned  to  the  office  I looked  it  up. 
The  year  was  1904  and  the  general 
mood  of  medicine  was  about  as 
pessimistic  as  it  is  in  1994.  Dr  Arthur 
Patek,  the  journal  editor,  wrote  this 
gentle  reprimand: 


"Let  us  rid  ourselves  of  the  delu- 
sion that  there  was  a golden  age; 
that  things  were  better  in  the  days  of 
our  fathers  (more  or  less  remote); 
that  the  skies  are  bluer  in  Italy  than 
elsewhere;  that  there  were'goodold 
times';  that  our  profession  is  the  most 
undesirable,  most  abused,  most  tra- 
duced, most  uncomfortable  and 
thankless  avocation  in  the  world. 

"These  delusions  are  the  out- 
growth of  an  exaggerated  respect 
for  the  past...  It  is  far  more  satisfac- 
tory to  view  the  facts  of  history 
through  unstained  glass  and  see 
them  as  they  really  are.  We  are  thus 
enabled  to  take  a more  sanguine 
and  optimistic  view  and  recognize 
the  fact  that  at  no  time  in  the  history 
of  the  human  race  have  there  been 
greater  opportunities  for  young 
medical  men  and  women  than  the 
present  ...  for  doing  good  to  one's 
fellow  man..." 

Without  having  read  these  words 
—now  fading  from  their  musty,  yel- 
lowing pages  in  an  SMS  subterra- 
nean vault— these  students  are  liv- 
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ing  in  the  spirit  of  these  words.  They 
are  not  worried  about  making 
money.  They  are  not  worked  up 
about  tort  reform.  What  few  worries 
they  have  are  very  different,  in  topic 
and  in  tenor,  from  the  concerns  of 
the  most  vocal,  if  not  the  majority,  of 
practicing  physicians. 

I think  we  can  all  learn  from  them. 
They  look  to  the  horizon  and  see  not 
forces  arrayed  against  them,  but 
countless  opportunities  to  heal.  They 
see  the  passion,  joy,  and  beauty  of  a 
physician's  life  cresting  the  hill  as  a 
radiant  sunrise-just  as  you  did  when 
the  face  in  your  mirror  had  fewer 
lines. 


Let's  accept  the  inspiration;  let's 
embrace  their  example.  As  the  SMS 
works  on  its  strategic  plan,  as  we 
plot  our  course  for  the  coming 
months,  as  we  look  to  the  years 
ahead,  let's  renew  our  faith  in  the 
men  and  women  of  this  profession. 
Let's  turn  from  the  setting  sun  and, 
instead,  see  it  rising. 

★ ★ ★ 

Last  month,  in  writing  about  the 
level  of  insanity  reached  by  the 
would-be  reformers  in  Washington, 
DC,  I penned  the  line  "Things  got  so 
crazy  that  the  AM  A Board  of  Trus- 


tees voted  to  back  a bill  that  was  still 
being  drafted."  Two  weeks  ago,  I sat 
down  with  Dr  James  Todd,  the  AMA 
executive  vice-president,  on  his  re- 
cent visit  to  Wisconsin  who  had  read 
the  article.  Dr  Todd  reminded  me 
that  the  AMA  was  so  deeply  in- 
volved in  writing  the  bill  in  question 
that  to  wait  for  a final  draft  before 
endorsing  it  would  have  foolishly 
wasted  precious  time  in  the  political 
struggle.  Extreme  circumstances 
demand  extreme  actions,  which  the 
AMA  provided,  but  not  at  the  risk  of 
being  irresponsible.  Thanks  Dr 
Todd.* 


■ 

■ 
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...a  promise  to 
defend... 

HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional—  you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1 899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1 -800-344-1899. 


A+  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  and  Poor’s 


Scientific 


Adrenal  hyperechogenicity  in  hemolytic  uremic  syndrome 

Robert  G.  Wells,  MD;  John  R.  Sty,  MD;  and  Ruth  A.  Brummond,  RDMS,  RVT,  Milwaukee 


Hemolytic  uremic  syndrome  is  characterized  by  an  abrupt  onset  of  a 
microangiopathy,  thrombocytopenia,  hemolytic  anemia  and  renal  failure. 
These  abnormalities  present  in  varying  degrees.  The  vascular  abnormali- 
ties include  endothelial  swelling  and  thrombus  formation.  The  kidney  is 
the  major  target  of  involvement,  although  intestines,  lung  and  brain  may 
also  be  affected.  It  is  considered  a disease  of  the  infant,  although  it  occurs 
in  older  children  and  adults  as  a component  of  thrombotic  thrombocy- 
topenic purpura.  We  present  the  sonographic  findings  of  adrenal  involve- 
ment in  a child  with  hemolytic  uremic  syndrome,  which  seems  to  be  a 
rare  occurrence.  The  patient  developed  adrenal  insufficiency  during  the 
acute  phase  of  the  disease.  Wis  Med  J.1994;93(9):467-468. 


Case  report 

This  25-month-old  child  had  fever, 
vomiting,  bloody  diarrhea  and  ab- 
dominal discomfort.  The  child  was 
critically  ill  with  pallor,  irritability, 
hypertension  and  oliguria.  The  di- 
agnosis of  hemolytic  uremic  syn- 
drome was  established  with  labora- 
tory studies.  Adrenal  insufficiency 
developed.  The  child  eventually  died 
because  of  central  nervous  system 
complications.  Sonography  of  the 
abdomen  demonstrated  normal 
solid  organs,  with  the  exception  of 
the  kidneys  and  adrenals.  The  kid- 
neys were  of  normal  size,  and  no- 


From  the  Department  of  Radiology  at 
the  Children's  Hospital  of  Wisconsin. 
Reprint  requests  to:  Robert  G.  Wells, 
MD,  Children's  Hospital  of  Wisconsin, 
9000  W Wisconsin  Ave,  MS  721,  Mil- 
waukee, WI  53226.  Copyright  1994  by 
the  State  Medical  Society  of  Wisconsin. 


ticeable  increased  echogenicity  was 
visible.  This  was  most  prominent  in 
the  glomerular  and  subcortical  re- 


gions. In  addition,  the  adrenals  were 
slightly  enlarged,  but  markedly 
echogenic  (Figure).  These  findings 
were  most  marked  in  the  medullary 
portions  of  the  adrenals. 

Discussion 

Hemolytic  uremic  syndrome  (HUS) 
is  a disease  of  unknown  etiology 
that  usually  occurs  in  children  be- 
tween the  ages  of  4 months  and  4 
years.  There  is  often  a prodrome  of 
gastroenteritis  or  respiratory  tract 
infection.  The  pathologic  manifes- 
tations of  the  disease  are  those  of  a 


Fig.— Longitudinal  renal  sonogram.  The  examination  shows  increased  echogenicity  in  the 
glomerular  and  subcortical  regions  of  the  kidneys.  Note  slightly  enlarged,  densely  echogenic 
medullaly  regions  of  the  adrenal.  The  overlying  adrenal  cortex  is  hypoechoic  in  comparison. 
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microangiopathy,  associated  with  an 
angiitis  and  the  formation  of  plate- 
let thrombi.  The  clinical  manifesta- 
tions of  the  disease  are,  in  most  cases, 
dominated  by  renal  involvement. 
There  is,  however,  probably  some 
degree  of  multisystem  involvement 
in  all  cases,  either  pathologically  or 
clinically.  Organ  systems  that  may 
clinically  manifest  involvement  with 
HUS  in  addition  to  the  kidneys, 
include  the  brain,  gastrointestinal 
tract,  pancreas,  heart  and  liver. 

Sonography  is  useful  in  hemo- 
lytic uremic  syndrome  for  estimat- 
ing renal  size  and  assessing  changes 
in  the  renal  parenchyma.  Early  in 
the  disease,  sonography  is  normal 
or  shows  nonspecific  nephromegaly. 
Eventually,  abnormally  increased 
echogenicity  is  visible,  usually  being 
most  prominent  in  the  glomerular 
and  subcortical  regions.  This  abnor- 
mality appears  to  be  the  result  of 
calcification  and  collagen  deposition. 
Depending  on  the  severity  and 
duration  of  the  disease,  sonography 
can  be  used  to  follow  the  renal  find- 
ings sequentially.1 

The  microangiopathy  that  occurs 
in  the  kidneys  in  hemolytic  uremic 
syndrome  is  attributed  to  an  altered 
physiology  of  the  glomerular  epi- 
thelium. Histologic  glomerular  find- 
ings include  congestion,  cell  prolif- 


eration, collapse  of  capillary  walls, 
glomerular  infarction,  fibrin 
thrombi,  and  the  presence  of  erythro- 
cytic fragments.  The  abnormal  endo- 
thelium traps  fibrin,  platelets,  and 
fragments  of  adjacent  cells. 

Thrombosis  and  endothelial 
damage  occur  in  arterials  and  small 
arteries.2  Alterations  in  renal  arte- 
rial flow  in  patients  with  hemolytic 
uremic  syndrome  have  been  docu- 
mented with  doppler  studies.  With 
severe  renal  involvement,  intrare- 
nal  arterial  flow  may  not  be  detect- 
able, or  systolic  doppler  signals  are 
seen  with  absent  or  reversed  dia- 
stolic doppler  signals.3-4  Doppler 
studies  were  not  available  in  the 
presented  case. 

Although,  pathologic  examina- 
tion of  the  adrenals  was  not  avail- 
able in  the  presented  case,  the  same 
pathophysiologic  events  probably 
took  place  as  in  other  involved  or- 
gans, ie  microangiopathy,  ischemia, 
hemorrhage  and  edema.  The  find- 
ing of  abnormal  adrenals  with 
hemolytic  uremic  syndrome  is  not 
common  and  in  the  last  52  hospital- 
ized children  studied  at  our  institu- 
tion with  hemolytic  uremic  syn- 
drome and  typical  sonographic  renal 
findings,  only  one  case  of  marked 
adrenal  abnormality  was  seen. 
Adrenal  involvement  with  sonogra- 


phic abnormality  has  not  been  re- 
ported in  the  literature.  We  are  not 
aware  of  this  combination  of  find- 
ings in  other  systemic  diseases  that 
affect  the  kidneys,  such  as  Good- 
pasture  syndrome,  systemic  lupus 
erythematosus,  mixed  connective 
tissue  disorders,  collagen  disease, 
lysosome  storage  disease  and  infil- 
trative abnormalities  such  as  leuke- 
mia or  lymphoma.  In  addition,  the 
sonographicly  abnormal  adrenals 
correlated  with  adrenal  insuffi- 
ciency. Follow-up  studies  were  not 
performed  because  the  patient  died 
of  CNS  complications. 
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Everyone  Out  Of  The  Pool! 

Worker’s  Compensation  Coverage 


That’s  what  some  Worker’s  Compensation  insurers  are  telling 
clinics  and  physicians  throughout  Wisconsin.  These  companies 
want  to  reduce  their  risk  by  eliminating  certain  classes  of 
employees  and  sizes  of  risk  from  their  Worker’s  Compensation 
pool.  In  your  case,  this  includes  physicians,  clinic  employees, 
and  related  medical  service  personnel. 

This  is  not  the  case  with  SMS  Insurance  Services  and  the 
Dodson  Group.  We  want  you  in  our  pool.  That’s  because 
SMS  Insurance  Services  and  the  Dodson  Group  specialize 


in  Worker’s  Compensation  coverage  for  the  medical 
community.  SMS  Insurance  Services  also  offers  Medical 
Professional  Liability,  a Professional  Office  Policy,  and 
umbrella  coverage.  Our  Worker’s  Compensation  program 
is  endorsed  by  the  State  Medical  Society. 

You  can  swim  with  the  sharks  or  come  where  your 
coverage  is  safe.  For  more  information  about  our  Worker’ 
Compensation  and  other  SMS  Insurance  Services  medical 
liability  programs,  contact: 


INSURANCE  SERVICES,  INC. 


Wisconsin  based  - physician  owned  - committed  to  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 


Pedal  radiocolloid  lymphoscintigraphy  in 
demonstration  of  a post-surgical  lymphatic  leak 

Gulay  A.  Uygur,  MD;  Gur  Akansel,  MD;  Anna  Kolindou,  MD;  Ali  Tan  Isitman,  MD;  Arthur  Z.  Krasnow,  MD;  and 
B.  David  Collier,  MD,  Milwaukee 


Radiocolloid  lymphoscintigraphy  is  a very  effective  diagnostic  procedure 
for  dynamic  evaluation  of  lymphatic  flow.  In  this  case  report,  the  use  of 
radiocolloid  lymphoscintigraphy  in  detection  of  a post-surgical  lymphatic 
leak  is  presented.  Dynamic  pedal  lymphoscintigraphy  with  Tc  99m-anti- 
mony  trisulfide  colloid  clearly  demonstrated  the  site  of  the  leak.  Wis  Med 
].1994;93(9):470-472. 


The  usefulness  of  radiocolloid 
lymphoscintigraphy  (RLS) 
has  been  well  established  in  the 
evaluation  of  lymph  nodes  and 
lymphatic  flow  patterns  in  patients 
with  breast  cancer1  and  genitouri- 
nary cancer,2  as  well  as  malignant 
melanoma.3  RLS  has  also  been  very 
useful  diagnostic  tool  in  differenti- 
ating lymphedema  from  other 
causes  of  extremity  edema.4"6  This 
test  can  provide  information  regard- 
ing lymphoceles,7-8  surgical  lym- 
phatic interruptions,9  and  lympho- 
cutaneous  fistulas.10 

Recently  introduced  microsurgi- 
cal  techniques  can  now  be  used  to 
anastomose  lymphatic  vessels  to 
veins.  In  this  clinical  setting,  RLS 
not  only  identifies  patent  lymph 
channels  but  also  demonstrates 
lymphatic  flow  through  lympho- 
venous  anastomoses.11 

The  scientific  literature  demon- 
strates that  when  compared  to  inva- 
sive x-ray  or  angiography,  radionu- 
clide lymphoscintigraphy  has  sev- 
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eral  definite  advantages.  Whereas 
x-ray  lymphangiography  requires 
local  anesthesia,  a skin  incision,  and 
cannulation  of  lymphatic  channels, 
the  nuclear  medicine  technique  is 
non-invasive,  requiring  only  intrad- 
ermal  injection.  Unlike  the  forced 
injection  of  contrast  performed  with 
the  radiographic  technique,  the 
nuclear  medicine  procedure  accu- 
rately depicts  lymphatic  flow  in  both 
normal  and  morbid  states.  Finally, 
the  nuclear  medicine  procedure  has 
greater  sensitivity  allowing  depic- 
tion of  small  lymphatic  channels  and 
lymphatic  leaks.12 

PT 


We  report  a case  of  post-surgical 
lymphatic  leak  documented  by  RLS. 

Case  report 

A 52-year-old  man  was  admitted  to 
the  hospital  with  a large  swollen, 
tender  and  erythematous  mass  in 
his  left  groin,  which  was  initially 
thought  to  be  an  abscess.  The  pa- 
tient had  undergone  a surgical  exci- 
sion of  a large  left  inguinal  lipoma  3 
weeks  prior  to  his  admission. 

On  physical  examination,  there 
was  a large  fluctuant  mass  in  the  left 
upper  thigh  region  anteriorly  with 
surrounding  erythema,  known  ten- 
derness and  induration.  During  sur- 
gical exploration,  a left  groin  lym- 
phocele  was  found,  a drain  was 
placed  for  suction  and  compressive 
dressings  were  applied. 

The  patient  left  the  hospital 
against  medical  advice  and  returned 


• 

.^/PUBIS 

ft 

^ f\ 

* * » » V 

60  SEC/ IMAGE 

J 

• • # 

' ' J • > 

f{ 

i\  »(  ti 

ft 

* * ' » 4 % 

J 

J~  J~  J 

• * < • t » IV 

Fig  I.-- Dynamic  images  of  the  lower  extremities  at  60  sec/frame  obtained  following  the 
intradermal  injection  ofTc-99m  antimony  trisulfide  colloid  in  both  feet  show  a normal  ascent 

of  radiotracer  through 

the  lymphatic  channels  of  the  right  leg.  On  the  left  side  there  is 
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Fig  2.— Delayed  static  images  obtained  at  45  and  70  min  u tes  show  extravasation  of  radiotracer 
into  the  soft  tissues  of  the  left  groin  (straight  arrows).  Normal  activity  is  seen  in  the  right 
inguinal  lymph  nodes  on  the  70  minute  image  (curved  arrow). 


the  next  day  with  left  leg  swelling 
along  with  drainage  of  clear  yellow 
fluid  from  his  left  groin. 

Another  surgical  exploration  of 
the  left  groin  region  revealed  three 
areas  of  open  draining  lymphatic 
vessels  which  were  ligated.  The  left 
leg  swelling  persisted  following  this 
third  surgery.  A Doppler  ultrasound 
was  performed  to  exclude  deep 
venous  thrombosis.  It  was  difficult 
to  determine  whether  the  edema  was 
due  to  surgical  trauma  or  further 
lymphatic  leakage.  Pedal  lym- 
phoscintigraphy was  performed  to 
detect  any  ongoing  lymphatic  leak- 
age. 

Following  simultaneous  1.0  MCi 
intradermal  injections  of  Tc  99m 
antimony  trisulfide  colloid  (Tc-99m 
ATC)  into  the  web  spaces  of  the  first 
and  second  toes  of  both  feet,  the 
injection  sites  were  manually 
pumped  and  dynamic  images  over 
the  lower  extremities  obtained. 
Delayed  static  images  were  obtained 
at  45  and  70  minutes.  The  dynamic 
images  showed  prominence  of  radi- 
otracer activity  in  the  left  groin  (Fig 
1),  but  the  45  and  70  minute  delayed 
images  clearly  showed  extravasa- 
tion of  radiotracer  in  the  left  groin 
(Fig  2). 

Based  on  the  results  of  lym- 
phoscintigraphy, plans  for  more 
expensive  and  invasive  diagnostic 
testing  including  invasive  radio- 
graphic  lymphangiography  and 
magnetic  resonance  were  cancelled. 
Further  surgical  exploration  was  not 
performed  and  the  patient  was 
treated  conservatively.  Over  the  next 
3 weeks  there  was  lessening  of  groin 
swelling  and  leg  edema  indicating  a 
spontaneous  return  of  adequate 
lymphatic  drainage. 

Discussion 

Lymphedema  can  be  a primary 
condition  (eg,  lymphatic  aplasia,  hy- 
poplasia, or  lymphangiectasis)  but 
is  more  commonly  secondary.  Ra- 
diation therapy,  surgical  resection 
of  lymph  nodes,  inadvertent  surgi- 
cal injury  to  the  lymphatic  channels 


and  recurrent  infections  may  dis- 
rupt lymphatic  flow  and  cause  sec- 
ondary lymphedema.13  Lympho- 
cutaneous  fistula  is  among  the 
complications  of  lymphedema. 
Clinically,  local  swelling  and  open 
lymphatic  drainage  suggest  the  pos- 
sibility of  a lymphatic  leak. 

In  majority  of  the  cases  lymphe- 
dema is  diagnosed  with  clinical  find- 
ings and  exclusion  of  venous  or  sys- 
temic causes.  Imaging  studies  pro- 
vide objective  confirmation  of  the 
diagnosis,  evidence  of  the  site  of 
lymphatic  malfunction,  objective 
treatment  follow-up. 

Frequently,  as  in  our  reported 
case,  RLS  is  the  most  effective  tech- 
nique for  showing  the  lymphatic 
flow  pattern  and  detecting  the  site 
of  the  lymphatic  leak.  The  comple- 
mentary role  of  ultrasound,  com- 
puted tomography  and  magnetic 
resonance  involves  imaging  of  lym- 
phoceles  and  other  associated  soft 
tissue  pathology. 

Lymphatic  obstruction  and  leaks 
have  traditionally  been  imaged  us- 
ing radiographic  lymphangiogra- 
phy. Although  a useful  tool  in  evalu- 
ating large  proximal  lymphatic  ves- 
sels, lymphangiography  is  a tedious 


procedure  requiring  incision  of  the 
skin,  cannulation  of  the  lymph  ves- 
sels to  administer  the  contrast  agent 
and  has  been  associated  with  such 
complications  as  infection  and  very 
rarely  pulmonary  oil  embolism.14  In 
addition,  lymphangiographic  con- 
trast may  actually  irritate  and  cause 
further  obstruction  in  already  ab- 
normal lymphatics. 

RLS  when  first  introduced  in  1953 
employed  interstitial  injections  of 
radioactive  gold  (Au-198)  colloid.15 
Despite  good  lymphatic  uptake  from 
the  injection  site  and  adequate  tran- 
sit, this  technique  delivered  high 
radiation  doses  to  the  patient.  Tc- 
99m  labeled  agents  have  significant 
advantages  over  Au-198  in  terms  of 
radiation  dose  and  energy  charac- 
teristics. The  first  Tc-labeled  agent 
used  for  lymphoscintigraphy  was 
Tc-99m  sulfur  colloid,  which  has  a 
relatively  large  particle  size.  With 
the  introduction  of  smaller  sized 
colloid  particles  such  as  Tc-  99m 
ATC,  better  visualization  of  the 
lymphatic  channels  and  lower  ra- 
diation exposure  was  possible.  Dif- 
ferent radiopharmaceuticals  have 
been  used  for  lymphoscintigraphy 
including  other  Tc-99m  labeled  col- 
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loids  and  macromolecules  such  as  Tc-99m  human 
serum  albumin  with  good  visualization  of  lymph 
nodes  and  lymphatics.16 

We  conclude  that  when  there  is  clinical  suspicion 
of  a lymphatic  leak,  RLS  should  be  considered.  Lym- 
phatic leaks  may  be  clearly  imaged  by  this  physio- 
logical imaging  modality. 
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Issues  of  domestic  violence  unique  to  rural  areas 

Cheryl  R.  Goeckermann;  L.  Kevin  Hamberger,  PhD;  and  Karen  Barber,  Milwaukee  and  Elkhorn 


Domestic  violence  against  women  occurs  within  and  across  all  socioeco- 
nomic, demographic,  and  geographic  regions  of  the  United  States.  Many 
of  the  dynamics  related  to  domestic  violence,  and  which  trap  women  in 
violent  relationships,  also  cross  these  boundaries.  These  dynamics  include 
societal  and  community  attitudes  toward  violence,  isolation,  fear  of  expo- 
sure, lack  of  resources  to  facilitate  leaving  a violent  relationship,  and  lack 
of  sufficient  accessible  services  for  victims  of  violence.  This  paper  high- 
lights that  these  and  other  issues  of  domestic  violence  are  intensified  in 
rural  settings.  As  such,  physicians  working  in  rural  areas  may  face  unique 
challenges  in  helping  battered  women.  Such  challenges  will  require 
solutions  based  on  knowledge  of  specific  rural  location.  A number  of 
rural-based  solutions  for  physician  interventions  with  rural  battered 
women  are  discussed.  Wis  Med  J.1994;93(9):473-479. 


IN  recent  years,  there  has  been 
increasing  awareness  about  the 
problem  of  domestic  violence  among 
patients  seeking  medical  care.  This 
increased  visibility  of  domestic  vio- 
lence in  medical  settings  is  due  pri- 
marily to  two  factors.  First,  a num- 
ber of  studies  have  been  published 
that  show  high  incidence  and  preva- 
lence rates  of  battering  victims  seek- 
ing medical  services,  but  extremely 
low  rates  of  detection  by  medical 
practitioners.12  Second,  the  issue  of 
domestic  violence  in  medical  set- 
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tings  has  gained  visibility  due  to 
pronouncements  by  Surgeons  Gen- 
eral Koop3  and  Novello4  that  it  is  a 
national  public  health  problem  re- 
quiring the  active  involvement  of  all 
medical  professionals  to  effectively 
intervene. 

Increased  attention  to  the  prob- 
lem of  partner  violence  in  medical 
settings  has  resulted  in  a number  of 
programs  designed  to  train  physi- 
cians and  medical  students  to  iden- 
tify and  help  victims  of  partner  vio- 
lence.5-7 In  addition,  domestic  vio- 
lence or  abuse  programs  have  ex- 
panded to  incorporate  training  of 
medical  personnel.8  Many  new  stud- 
ies have  continued  to  reinforce  the 
idea  that  domestic  violence  is  a 
pervasive,  national  problem  requir- 
ing the  involvement  of  medical 
practitioners  to  develop  solutions. 

"Battering  appears  to  be  the  single 
most  common  cause  of  injury  to 


women— more  common  than  auto- 
mobile accidents,  muggings  and 
rapes  combined."9 

Lifetime  prevalence  rates  of 
woman  abuse  are  at  least  20% 10  and 
it  has  been  shown  that  between  20% 
and  35%  of  women  entering  an  emer- 
gency room  are  victims  of  domestic 
violence.  To  illustratethe  need  for 
physicians  to  develop  skills  at  iden- 
tifying and  helping  battery  victims, 
one  recent  study  involving  nearly 
400  women  in  outpatient  primary 
care  demonstrated  that  on  a routine 
visit,  6.5%  of  women  were  asked 
about  relationship  problems  by  their 
physician,  2%  were  asked  about 
verbal  abuse,  and  1.7%  were  asked 
about  physical  assault.2 

Studies  in  emergency  medicine 
have  also  estimated  that  only  about 
10%  of  battered  women  seeking 
services  are  appropriately  identified. 

Another  study  found  that  bat- 
tered women  consistently  rated 
physicians  as  the  least  effective  at 
helping  them,  compared  to  several 
other  helping  professions,  includ- 
ing social  services,  clergy  and  attor- 
neys.11 

While  beyond  the  scope  of  this 
paper,  the  interested  reader  is  re- 
ferred to  a number  of  other  sources 
for  information  on  skills  training  for 
identifying  and  helping  violence  vic- 
tims.2-12-14 

Most  of  the  research  on  incidence 
Continued  on  next  page 
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Continued  from  preceding  page 
and  prevalence  of  battering  has  been 
done  in  urban  areas.  This  research 
bias  could  lead  to  the  misconception 
among  physicians  and  the  public 
that  the  problem  of  domestic  vio- 
lence is  one  of  lower  socioeconomic 
classes  in  urban  areas.  Further,  rural 
life  is  generally  perceived  as  "health- 
ier and  safer"  when  compared  to 
city  life.15  Studies  have  been  con- 
ducted, however,  that  show  domes- 
tic violence  crosses  all  boundaries: 
racial,  socioeconomic  class,  marital 
status,  and  sexual  orientation,  as  well 
as  urban  and  rural  locations.16 

Information  about  domestic  vio- 
lence is  just  as  relevant  for  physi- 
cians practicing  in  rural  locations  as 
it  is  for  those  in  the  inner  city.  In  fact, 
there  are  many  issues  and  dynamics 
which  are  unique  to  partner  vio- 
lence in  rural  areas.  These  dynamics 
and  issues  may  function  to  intensify 
and  complicate  the  problem  of  stop- 
ping violence  and  seeking  safety  for 
citizens  of  rural  areas.  Physicians 
need  to  be  aware  of  these  factors 
when  inquiring  and  addressing  the 
issue  of  domestic  violence  with  their 
rural  patients.  Attention  to  these 
unique  dynamics  will  enable  physi- 
cians to  be  more  effective  in  helping 
rural  battered  women  in  their  prac- 
tices. 

Issues  intensified  by  rural  life 

Attitudes.  Perhaps  the  most  impor- 
tant set  of  issues  that  may  influence 
effective  intervention  with  rural 
battered  women  is  one  of  attitudes. 
Already  mentioned  is  the  idea  that 
country  living  is  viewed  as  "healthy 
and  safe"  compared  to  city  living, 
which  is  often  thought  of  as  "violent 
and  dangerous."  Rural  families  are 
thought  to  be  more  wholesome  and 
intact.  The  idea  of  violence  occur- 
ring in  homes  is  often  met  with  dis- 
belief and  resistance.  Studies  have 
shown  urban  areas  to  have  higher 
homicide  rates  than  non-urhan  ar- 
eas.17 It  does  not  follow,  however, 
that  rural  areas  are  immune  from 
the  problems  of  partner  violence. 


Hence,  although  research  has  shown 
that  physicians,  generally,  often  do 
not  suspect  that  abuse  occurs  in  the 
lives  of  their  patients,  rural  physi- 
cians may  need  to  be  especially 
cognizant  of  this  potential  bias,  and 
if  present,  change  it  to  an  under- 
standing of  the  reality  of  violence  in 
the  lives  of  many  of  their  female 
patients. 

A second  prominent  attitude  is 
one  of  sex  role  stereotyping.  Sex  role 
stereotyping  involves  rigidly  ascrib- 
ing specific  roles  to  men  and  women 
strictly  on  the  basis  of  gender.18  For 
example,  the  woman  is  to  be  subser- 
vient to  her  husband  and  needs  to 
obey  him.  The  man  is  to  be  in  control 
of  "his  woman."  The  woman's  role 
is  to  preserve  the  integrity  of  the 
family-  The  man's  role  is  to  he  strong 
and  unemotional.  Such  beliefs  per- 
vade US  culture,  but  may  be 
uniquely  experienced  in  rural  areas 
where  work  roles  may  be  more 
clearly  defined. 

Not  only  do  many  women  hold 
these  beliefs,  themselves,  but  neigh- 
bors and  relatives  may  he  less  sup- 
portive and  empathetic  of  her  situ- 
ation due  to  these  views.  They  may 
encourage  her  to  "be  a better  wife," 
or  remind  her  that  she  "made  her 
bed  and  now  must  lie  in  it."  Such 
attitudes  also  pervade  the  social 
networks  of  urban  battered  women. 
As  discussed  above,  however,  in  ru- 
ral areas  with  limited  resources, 
expression  of  such  attitudes  by  those 
in  a position  to  help  may  intensify 
the  isolation  and  entrapment  of 
battered  women. 

Isolation.  Another  important  barrier 
to  rural  battered  women  seeking  and 
finding  safety  for  themselves  and 
their  children  is  the  isolation  inher- 
ent in  rural  living.  All  battered 
women  suffer  some  degree  of  psy- 
chological as  well  as  physical  isola- 
tion. Typically,  this  isolation  is 
imposed  by  their  partners.  The 
"secret"  nature  of  partner  violence 
is,  in  part,  brought  about  by  terror 
and  fear  of  retaliation  for  reporting 


violence  even  if  there  is  no  explicit 
prohibition  from  the  abusive  part- 
ner. Many  battered  women  are  ex- 
plicitly threatened  with  violence  or 
death  if  they  reach  outside  their  re- 
lationship for  help. 

Women  in  rural  locations  have 
many  added  facets  of  physical  isola- 
tion. Often  there  are  no  neighbors 
nearby  to  hear  a woman's  screams. 
There  is  also  nowhere  close  for  the 
woman  to  run  to  for  help.  It  is  not 
uncommon  for  a woman  to  have  to 
walk  several  miles  to  reach  assis- 
tance. To  make  such  a trek,  she  may 
have  to  consider  leaving  without 
her  children— often  an  unacceptable 
proposition. 

Many  rural  homes  do  not  have  a 
telephone.  Where  there  are  phones, 
some  rural  areas  still  have  party  lines 
where  any  neighbor  could  listen  to 
the  call,  or  it  is  a long  distance  call  to 
the  nearest  crisis  program,  which 
will  then  show  up  on  the  telephone 
bill.  Many  rural  crisis  programs  do 
not  have  a toll-free  number. 

Even  casual  contacts  with  neigh- 
bors, which  would  facilitate  devel- 
opment of  social  supports,  is  made 
difficult  by  the  physical  distances 
between  neighbors.  Women  cannot 
easily  meet  with  their  friends.  This 
is  due,  in  part,  to  the  lack  of  proxim- 
ity and  places  to  go  for  private  con- 
versations. The  lack  of  social  sup- 
port may  also  be  imposed  by  the 
abusive  partner.  Abusive  partners 
often  deny  women  the  opportunity 
to  maintain  friendships  and  contacts 
with  relatives.  Such  denial  is  easily 
reinforced  in  physically  isolated  ar- 
eas. 

Sometimes  family  and  friends 
add  to  the  isolation.  This  is  done 
through  the  reinforcement  of  stere- 
otyped sex  roles,  eg,  "Stand  by  your 
man,"  or  by  holding  the  woman  re- 
sponsible for  her  victimization,  eg, 
"Try  to  be  a better  wife." 

There  is  often  a lack  of  transpor- 
tation. Many  victims  do  not  have  ac- 
cess to  a vehicle  and  public  trans- 
portation does  not  exist  in  rural  ar- 
eas. Frequently,  lack  of  access  to 
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transportation  is  imposed  by  the 
abusive  partner.  If  the  couple  owns 
a vehicle,  the  abuser  drives  it.  Even 
where  there  are  multiple  vehicles, 
extra  vehicles  are  typically  "dis- 
abled" or  their  odometers  are  care- 
fully monitored  by  the  abuser.  Fur- 
ther, the  physical  isolation  of  rural 
areas  also  complicates  efforts  of  serv- 
ice agencies  for  battered  women,  as 
discussed  below. 

Lack  of  programs.  A related  obstacle 
faced  by  women  in  remote  areas  is 
the  relative  lack  of  assistance  and 
public  programs  available  to  them. 
Law  enforcement  officials  frequently 
have  to  cover  large  areas  with  few 
officers.  This  may  result  in  them 
taking  more  than  an  hour  to  respond 
to  a call  for  intervention.  If  the  bat- 
terer knows  that  the  call  has  been 


placed,  this  hour  can  be  deadly. 

Domestic  abuse  programs  do  not 
always  exist  in  the  immediate  area. 
A rural  program  for  battered  women 
may  serve  multiple  counties,  cover- 
ing hundreds  of  square  miles.  They 
may  lack  sufficient  full-time,  trained 
personnel  to  staff  the  program  for  24 
hours.  The  program  may  not  include 
provision  of  shelter  services.  The 
problems  of  distance,  staffing,  and 
programs  constitute  significant  chal- 
lenges for  battered  women,  and 
physicians  who  would  help  them. 

Lack  of  prwacy.  Another  barrier  fac- 
ing women  is  the  lack  of  privacy 
that  can  exist  in  rural  locations.  Small 
towns  lack  anonymity.  If  a woman 
discloses  what  is  happening  to  her 
or  calls  for  help,  she  risks  having 
many  people  in  the  community  find- 


ing out.  Neighbors  often  have  police 
scanners.  Friends  and  acquaintances 
may  be  on  the  police  force.  Arrests 
are  published  in  the  local  newspa- 
per. Finally,  women  are  frequently 
afraid  to  use  available  services 
(medical  or  social)  because  friends 
and  relatives  may  work  in  the  hos- 
pital or  building,  or  may  see  them  in 
the  waiting  room.  Again,  this  may 
lead  to  fear  of  (and  actual)  inappro- 
priate disclosure  of  her  plight. 

The  idea  that  her  situation  will 
become  common  knowledge  and 
dinner  discussion,  or  that  her  part- 
ner may  punish  her  for  seeking  help, 
often  intensifies  the  victim's  feel- 
ings of  fear,  shame,  and  humiliation. 
As  a result,  she  may  choose  to  not 
make  her  abuse  known. 

A woman  is  often  afraid  to  dis- 
Continued  on  next  page 
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close  what  is  happening  for  fear  no 
one  will  believe  her.  The  batterer  is 
often  seen  as  a pillar  of  society— an 
elder  in  the  church  or  a little  league 
coach.  People  in  the  community,  in- 
cluding physicians,  may  find  it  hard 
to  believe  that  violence  is  occurring 
in  that  particular  household.  The 
victim's  call  for  help  may,  therefore, 
bring  more  shame  and  ridicule  and 
may  even  alienate  her  from  friends 
and  family.  This  leads  to  further  iso- 
lation, as  noted  above. 

In  addition  to  her  fear  of  not  being 
believed,  many  battered  women  ex- 
perience a strong  "need  to  protect 
the  batterer"  in  rural  areas.  In  addi- 
tion to  the  publicity  issue  discussed 
above,  in  a rural  area  her  partner 
could  lose  his  job,  his  friends,  his 
status,  etc.  Her  partner  and  others 
may  pressure  her  to  "drop  it"  and 
tell  her  that  she  is  "destroying"  the 
lives  of  her  partner  and  family.  The 
resultant  guilt  and  intimidation  may 
motivate  her  to  not  reach  out  for 
help. 

Finally,  there  are  a few  factors 
which  are  typical  of  rural  life  that 
can  further  complicate  medical  in- 
terventions for  battering.  These  in- 
clude the  presence  of  hunting  weap- 
ons. Hunting  weapons  and  loaded 
guns  are  usually  common  and  ac- 
cepted in  rural  households.  Batter- 
ers often  use  firearms  to  terrify  and 
threaten  victims.  Such  threats  may 
be  quite  overt,  as  when  the  batterer 
points  a weapon  at  his  partner  and 
threatens  to  shoot  her.  Threats  can 
also  be  subtle,  including  picking  up 
a gun  and  "cleaning"  it  during  an 
argument,  or  by  simply  having  many 
guns  freely  available  around  the 
house. 

Another  complication  is  the  sea- 
sonal nature  of  many  rural-based 
occupations,  such  as  farming  or  busi- 
nesses related  to  agriculture.  Such 
occupations  involve  extended  peri- 
ods of  layoff,  and  thus  time  at  home. 
Bad  weather  can  intensify  the  ef- 
fects of  physical  isolation  and  time 
spent  together.  Telephones  get  dis- 


connected, roads  aren't  plowed,  and 
the  partner  often  cannot  go  to  work. 
This  creates  increased  opportunity 
for  tension  to  build  and  battering  to 
occur. 

Because  of  the  extra  time  at  home 
during  prolonged  layoffs,  drinking 
is  likely  to  occur  in  the  home.  Al- 
though alcohol  is  generally  not 
viewed  as  causing  domestic  vio- 
lence, it  often  adds  to  family  ten- 
sions that  can  escalate  the  danger. 

Once  a woman  decides  to  leave 
and  overcomes  many  of  the  above 
problems,  she  runs  into  a whole  new 
set  of  problems  unique  to  living  in 
remote  locations.  These  factors  make 
it  difficult  for  battered  women  to 
leave  a violent  partner  and  begin  a 
violence-free  life.  For  example,  there 
is  a lack  of  affordable  housing  for 
single  mothers.  Employment  may 
be  hard  to  find,  especially  if  some 
people  in  the  town  do  not  believe 
her  accusations  and  doubt  her  in- 
tegrity. Quality,  affordable  child 
care  may  not  be  available. 

Finally,  many  women  feel  if  they 
decide  to  leave  their  partner,  they 
must  leave  the  whole  town  and  make 
a fresh  start.  But  often  this  town  is  all 
they  know.  They  grew  up  there,  all 
of  their  family  and  friends  live  there, 
and  there  is  tremendous  fear  of 
moving  away  to  the  "big"  city  (even 
a city  of  20,000).  This  fear  alone  of- 
ten paralyzes  women  from  taking 
action. 

Rural  services  in  Wisconsin 
Thirty-three  rural  domestic  violence 
programs  serve  55  rural  counties  in 
Wisconsin  (as  defined  by  the  Demo- 
graphic Services  Center,  Wisconsin 
Department  of  Administration).  Of 
these  33  programs,  19  have  associ- 
ated shelters.  A survey  sent  to  20  ru- 
ral programs  (15  shelter  programs 
and  5 non-shelter  programs)  reveals 
some  of  the  common  daily  struggles 
they  face.19  See  the  table  for  a sum- 
mary. The  challenges  faced  by  rural 
domestic  violence  programs  are 
similar  to  many  of  those  described 
above. 


The  rural  physician's  role 
Because  of  the  unique  nature  of  ru- 
ral living,  physicians  who  treat  bat- 
tered women  from  such  areas  also 
face  unique  challenges  in  their  ef- 
forts to  help.  There  are  many  things 
rural  physicians  can  do  to  help  their 
battered  patients. 

Knowledge  of  local  resources.  Physi- 
cians must  become  familiar  with  ex- 
isting area  resources  for  battered 
women  and  their  children.  If  there  is 
no  domestic  abuse  program  in  the 
immediate  area,  physicians  must  be 
aware  of  the  program  location.  Even 
where  the  shelter  or  advocacy  pro- 
gram is  located  far  from  the  physi- 
cian's office,  many  rural  domestic 
violence  programs  develop  net- 
works of  volunteers  and  safe-houses 
in  their  service  areas.20  Physicians 
should  also  know  how  to  gain  ac- 
cess to  these  networks,  and  under- 
stand the  services  available  through 
them. 

Active  patient  involvement.  Because 
services  may  be  difficult  for  bat- 
tered women  to  find  and  use,  as  dis- 
cussed above,  physicians  will  also 
have  to  play  a more  active  role  in 
providing  ongoing  and  follow-up 
care  to  battered  women.  This  in- 
cludes a greater  degree  of  suppor- 
tive counseling,  problem  solving  and 
safety  planning  than  may  be  neces- 
sary in  urban  areas. 

In  rural  areas,  the  physician  may 
literally  be  the  battered  woman's 
primary  support  resource  for  an  ex- 
tended period  until  the  domestic 
violence  program  is  able  to  become 
involved,  or  between  trips  to  the 
nearest  support  program.  Such  ac- 
tivities go  beyond  merely  informing 
a battered  woman  of  available  re- 
sources or  providing  phone  num- 
bers and  pamphlets  on  domestic  vio- 
lence. 

Instead,  physicians  will  need  to 
dedicate  time  to  listen  to  their  pa- 
tients, help  them  assess  their  situ- 
ation in  detail  and  conduct  ongoing 
problem-solving  and  safety  plan- 
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ning  counseling  services.  Because 
such  activities  are  potentially  time 
consuming  in  a busy  primary  care 
practice,  medical  support  staff— such 
as  nurses  or  medical  assistants— 
could  be  trained  to  provide  many  of 
them.  Such  training  would  include 
understanding  the  dynamics  of 
domestic  violence  and  ethical  issues 
involved  in  caring  for  victims  of  vio- 
lence. Arrangements  can  be  made 
with  the  area  domestic  violence  pro- 
gram to  provide  staff  to  consult  or 
conduct  the  clinic-based  programs 
as  well. 

In  addition  to  providing  individ- 
ual counseling,  support  groups  can 
be  developed  and  conducted  in  the 
primary  care  clinic  or  health  center. 
One  concern  about  starting  clinic- 
based  support  programs  for  battered 
women  would  be  that  their  abusive 
partners  would  prohibit  their  atten- 
dance. Such  groups,  however,  need 
not  be  advertised  as  domestic  vio- 
lence programs,  but  as  women's  is- 
sues programs  as  part  of  clinic  out- 
reach and  patient  education. 

Maintaining  confidentiality.  Because 
privacy  is  a key  issue  in  rural  areas, 
as  noted  above,  physicians  who  treat 
battered  victims  are  challenged  to 
take  particular  care  to  maintain  con- 
fidentiality. Because  staff  will  be  in- 
volved in  the  battered  woman's  care, 
they  will  also  need  education  in  the 
special  requirements  for  maintain- 
ing the  confidentiality  of  abuse  vic- 
tims. 

Specific  disclosure  of  information 
about  a person's  victimization 
should  come  only  after  discussion 
and  receipt  of  signed  informed  con- 
sent of  the  patient.  Discussion  of  pa- 
tients' status  among  office  staff  must 
be  restricted  to  what  is  relevant  to 
patient  care.  Under  no  circumstances 
should  the  victim's  partner  be  noti- 
fied without  clear  consent  of  the  bat- 
tered patient,  and  then  only  after 
appropriate  safety  planning  has  been 
conducted.  The  reason  for  this  ca- 
veat is  that  the  abusive  partner 
usually  has  a vested  interest  in 


maintaining  the  violence  as  a secret. 
Realizing  that  his  secret  has  been 
disclosed  can  result  in  further  vio- 
lence toward  the  victim. 

Using  ancillary  resources.  Resources 
for  help  In  rural  areas  are  often  lim- 
ited. It  can  be  tempting  to  refer  a bat- 
tered woman  and  her  abusive  part- 
ner for  couples  counseling  to  a local 
mental  health  agency. 

Under  most  circumstances, 
couples  counseling  is  contraindi- 
cated in  cases  of  partner  violence.7 
The  basis  of  the  contraindication  is 
the  relative  lack  of  training  in  vio- 
lence issues  exhibited  by  many 


marriage  and  family  therapists.21 
Also,  couples  counseling  endangers 
battered  women  by  creating  a sense 
of  safety  and  demand  to  disclose 
delicate  information  and  family  se- 
crets that  the  batterer  may  not  want 
disclosed.  Such  disclosures  can  re- 
sult in  further  violence  outside  the 
counseling  session. 

Instead  of  referral  for  couples 
counseling,  the  battered  woman 
should  be  counselled  alone.  The 
types  of  counseling  described  above 
are  usually  a good  start  until  she  can 
access  a battered  woman's  support 
program.  If  she  exhibits  a need  for 
Continued  on  next  page 


Service  characteristics  of  rural  Wisconsin  domestic  violence  programs. 


Days  of  care  provided: 

1990:  12,321  (11  prgms.  reporting) 

1991:  14,662 

Mas  the  program  had  to  refuse  services? 

Yes:  7 

No:  11 

Distance  traveled  to  receive  services: 

Range:  15-150  miles 

Average:  59  miles 

Clients  without  telephone  service: 

Range:  2%  - 80% 

Programs  with  1-800  numbers: 

Yes:  10 

No:  10 

Clients  without  transportation: 

Range:  5%  - 90% 

Averaqe:  56% 

Programs  with  a transitional  living  program: 

Yes:  4 

No:  16 

Programs  with  a children's  program: 

Yes:  16 

No:  4 

Programs  experi-encing  funding  decreases  in  1992: 
Yes:  9 (Average  34%  decrease) 

No:  8 
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Continued  from  preceding  page 
professional  counseling,  she  should 
be  referred  individually.  If  possible, 
any  therapist  for  battered  women 
should  be  known  to  have  demon- 
strated expertise  or  understanding 
of  domestic  violence  issues. 

Documentation.  All  physicians 
should  document  their  findings  and 
clinical  activities  with  battered  pa- 
tients. Because  rural  physicians  are 
likely  to  play  a more  active  role  in 
helping  such  patients,  documenta- 
tion is  even  more  important.  As 
noted  above,  rural  physicians  may 
be  the  primary  source  of  support  for 
a battered  woman  over  an  extended 
period  of  time  until  other  domestic 
violence  programming  can  be 
brought  to  bear.  Therefore,  docu- 
menting reports  of  violence,  inju- 
ries, judgments  of  dangerousness, 
safety  planning,  and  consultation 
with  domestic  violence  program  spe- 
cialists may  be  the  only  official  rec- 


ord of  a battered  woman's  situation. 
Such  a record  can  be  of  considerable 
help  in  court  cases  involving  cus- 
tody and  visitation,  as  well  as  crimi- 
nal proceedings. 

Community  influence.  Because  phy- 
sicians are  often  prominent  citizens 
in  rural  areas,  they  can  have  consid- 
erable effect  on  community  organ- 
izing around  health  care  issues. 

One  such  area  with  considerable 
potential  is  domestic  violence.  At 
the  clinic  and  hospital  levels,  do- 
mestic violence  committees  can  be 
developed.  These  committees  func- 
tion to  educate  health  care  profes- 
sionals in  identification  and  inter- 
vention skills  and  to  develop  and 
monitor  hospital  and  clinic  policies 
on  domestic  violence  interventions. 
Physicians  can  collaborate  with  area 
domestic  violence  programs  to 
develop  such  hospital-  or  clinic- 
based  policies  and  programs. 

On  a broader  scale,  physicians 


can  also  participate  in  community 
interventions.  This  can  include  join- 
ing an  existing  community  task  force 
on  domestic  violence,  or  advocating 
for  the  initiation  of  such  a body. 
Such  task  forces  typically  include 
law  enforcement,  criminal  justice, 
domestic  violence  advocates,  social 
service  agencies,  clergy,  and  the 
schools.  Working  with  such  a group 
demonstrates  to  the  physician  that 
domestic  violence  is  a community 
problem  that  physicians  are  not  ex- 
pected to  confront  alone — a major 
reason  provided  by  many  physicians 
for  not  addressing  the  problem 
with  their  patients.22 

Finally,  physicians  can  establish 
their  own  offices  or  clinics  as  "safe 
havens"  against  violence.  This  can 
be  accomplished  by  providing  clear 
evidence  in  the  clinic  that  family 
safety  is  valued.  Such  values  are 
communicated  through  the  availa- 
bility of  patient  education  materi- 
als, posters,  and  information  about 
local  resources  for  help  and  safety. 
The  value  of  family  peace  is  also 
communicated  by  the  willingness 
of  physician  and  staff  to  respond 
with  empathy  and  certainty  to  vic- 
tims of  violence  when  they  present 
to  the  office. 

Summary 

Many  aspects  of  rural  life  are  differ- 
ent than  city  life.  Women  residing  in 
these  areas  face  significant  barriers 
when  coping  with  and  trying  to 
escape  domestic  violence.  Compared 
to  physicians  in  urban  areas,  physi- 
cians in  rural  areas  play  a different, 
and  in  some  ways  an  even  more  cru- 
cial, link  between  victimized  women 
and  available  resources,  because  ru- 
ral resources  tend  to  be  more  lim- 
ited, less  publicized,  and  more 
spread  out  than  in  urban  areas. 
Physicians  need  to  be  aware  of  the 
programs  and  help  available  in  their 
specific  location  so  they  are  able  to 
direct  patients  once  they  are  identi- 
fied as  battered  women.  Physicians 
also  need  to  be  aware  of  their  unique 
roles  in  helping  these  women,  in- 
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eluding  advocacy,  counseling,  and 

community  involvement. 
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Public  health 

In  situ  breast  cancer: 

A local  area  analysis  of  Dane  County,  Wisconsin 

Stacy  Herzog,  BS;  Darren  Bush,  MA;  Patrick  Remington,  MD,  MPH;  Mathew  Reeves,  BVSc,  PhD;  and 
Robert  Adler,  MS,  Madison  and  Atlanta 


The  recent  increase  in  mam- 
mographic  screening  in  Wis- 
consin and  the  nation  has  resulted 
in  an  increase  in  the  incidence  of 
breast  cancer  and  a shift  toward 
earlier  detection.1 3 The  percentage 
of  in  situ  diagnoses  of  breast  cancer 
in  Wisconsin  increased  dramatically, 
from  1980  to  1992. 4 

It  is  believed  that  this  increase  in 
early  stage  breast  cancer  is  a direct 
result  of  the  increased  use  of  mam- 
mography screening.  Therefore,  we 
hypothesized  that  areas  with  a 
greater  percentage  of  in  situ  breast 
cancer  are  areas  with  more  active 
screening  mammography.  The  pur- 
pose of  this  study  was  to  analyze  in 
situ  breast  cancer  trends  in  Dane 
county  and  use  the  results  to  plan 
mammography  screening  initiatives 
in  the  region. 


The  public  health  column  is  not  reviewed 
by  the  WM/  Editorial  Board.  Herzog  is  a 
graduate  student  in  the  University  of 
Wisconsin  Programs  in  Health  Manage- 
ment currently  interning  at  the  Division 
of  Health.  Bush  is  the  surveillance  coor- 
dinator for  the  Wisconsin  Women's 
Cancer  Control  Program.  Dr  Remington 
is  the  chief  medical  officer  for  Chronic 
Disease  Control,  Bureau  of  Public  Health, 
Wisconsin  Division  of  Health.  Dr  Reeves 
is  an  Epidemic  Intelligence  Service  Offi- 
cer with  the  Centers  for  Disease  Control 
and  Prevention  in  Atlanta.  Adler  is  a 
research  analyst  with  the  Center  for 
Health  Statistics,  Wisconsin  Division  of 
Health.  Reprint  requests  to:  Patrick 
Remington,  MD,  Wisconsin  Division  of 
Health,  1400  E Washington  Ave,  Madi- 
son, WI  53703-3041.  Copyright  1994  by 
the  State  Medical  Society  of  Wisconsin. 


Methods 

Data  from  1,037  cases  of  breast  can- 
cer diagnosed  in  residents  of  Dane 
County  during  the  5-year  period 
1988-1992  was  obtained  from  the 
Center  for  Health  Statistics,  Cancer 
Reporting  System  (a  statewide, 
mandatory  cancer  reporting  regis- 
try). The  number  of  in  situ  cancers 
for  each  census  tract  in  Dane  county 
was  calculated.  Due  to  the  small 
number  of  cases  in  some  of  the  cen- 
sus tracts,  it  was  necessary  to  group 


the  tracts  into  geographical  regions 
to  produce  an  acceptable  number  of 
cases  for  analysis  (ie,  more  than  40 
per  region). 

The  following  11  regions  were 
created  on  the  basis  of  geographic 
location  and  population:  West  Ru- 
ral Dane  County,  North  Rural  Dane 
County,  Southeast  Rural  Dane 
County,  South  Dane  County,  Mid- 
dleton, Far  West  Madison,  West 
Madison,  Central  Madison,  North 
Madison,  Northeast  Madison,  and 


2 • North  Percent  In  Situ 

3 - Southeast 

4 - South 

5 - Middleton 

6 - Far  West  Madison 

7 • West  Madison 

8 • Central  Madison 

9 - North  Madison 

10  - Northeast  Madison 

1 1 • Monona/McFarland 


Fig— Percent  in  situ  breast  cancer  by  region,  Dane  County  Wisconsin,  1988-1992. 


Cj  Less  than  7 percent 
7 to  1 5 percent 
16  percent  or  greater 
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Monona-McFarland.  The  proportion 
of  in  situ  breast  cancer  in  each  re- 
gion was  estimated.  These  propor- 
tions were  also  age  standardized, 
using  the  1970  US  standard  million 
population,  to  remove  any  potential 
confounding  effects  of  age. 

Results 

The  proportion  of  in  situ  cases  by 
region  is  shown  in  the  Figure  and 
the  proportion  of  in  situ  disease,  is 
shown  in  the  Table.  There  is  a 3.5- 
fold  difference  between  the  region 
with  the  lowest  percentage  of  in  situ 
detection  (Southeast  Dane  County 
at  5%)  and  the  highest  percentage 
(Central  Madison  at  17%).  The  Fig- 
ure depicts  differences  in  percent- 
ages of  in  situ  breast  cancer  between 
the  urban  and  rural  regions  of  Dane 
County,  urban  being  defined  as  the 


greater  Madison  area,  Middleton, 
and  Monona,  and  rural  being  de- 
fined as  the  rest  of  Dane  county. 

Discussion 

This  study  suggests  that  even  within 
one  county,  women  living  in  more 
rural  areas  are  less  likely  to  have 
their  cancer  diagnosed  in  situ— a 
likely  result  of  less  frequent  use  of 
mammography.  This  is  consistent 
with  other  publications  in  the  litera- 
ture. 

Others  have  shown  that,  for 
women  40  to  75  years  of  age,  higher 
income,  having  a regular  source  of 
health  care,  and  living  in  a metro- 
politan area,  were  all  associated  with 
regular  mammography.5-6  In  both 
1987  and  1990,  women  living  in 
metropolitan  areas  reported  more 
recent  mammography  screening 


than  their  rural  counterparts,  even 
after  age,  race,  income,  and  educa- 
tion were  controlled.  This  is  not 
surprising  since  facilities  tend  to  be 
concentrated  in  high-income  urban 
areas.6 

Research  indicates  that  mortality 
due  to  breast  cancer  can  be  reduced 
by  30%  among  women  aged  50  and 
older  through  the  implementation 
of  mammography  and  clinical  breast 
examination  screening  programs.7 

A further  step  in  this  project  will 
be  to  design  a marketing  strategy  to 
target  the  rural  population  in  Dane 
County.  These  data  suggest  that  rural 
regions  in  Dane  County  may  be 
behind  their  urban  counterparts  in 
using  mammography  screening.  A 
random  digit-dialed  telephone  sur- 
vey of  women  age  50  and  older  in 
Continued  on  next  page 
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Breast  cancer  stage  at  diagnosis,  Dane  County,  Wisconsin,  1988-1992. 


Region  (#) 

N 

In  situ 

Local 

Re^Dist* 

Unknown 

West  Dane  County  (1) 

52 

6% 

58% 

27% 

10% 

North  Dane  County  (2) 

131 

6% 

54% 

32% 

8% 

Southeast  Dane  County  (3) 

73 

5% 

56% 

38% 

0% 

South  Dane  County  (4) 

97 

13% 

52% 

30% 

5% 

Middleton  (5) 

43 

12% 

60% 

19% 

9% 

Far  West  Madison  (6) 

122 

9% 

48% 

36% 

7% 

West  Madison  (7) 

147 

16% 

47% 

27% 

10% 

Central  Madison  (8) 

134 

17% 

46% 

31% 

6% 

North  Madison  (9) 

51 

16% 

59% 

25% 

0% 

Northeast  Madison  (10) 

71 

10% 

52% 

34% 

4% 

Monona-McFarland  (11) 

116 

12% 

57% 

26% 

5% 

# See  Figure  for  location  in  Dane  County 

* Regional  and  Distant 


rural  Dane  County  could  help  de- 
termine reasons  for  low  mammog- 
raphy use.  Once  reasons  for  low 
usage  are  assessed,  public  and  pro- 
fessional education  efforts  can  be 
specifically  targeted  to  address  those 
needs.  The  use  of  mobile  vans  and 
clinic-based,  in-reach  strategies  are 
important  enabling  services  and  are 
specific  examples  of  services  a com- 
munity could  provide. 

Our  study  suggests  that,  based 
on  percent  of  cancer  diagnosed  in 
situ,  women  living  in  rural  Dane 
County  may  be  having  less  frequent 
mammography.  Using  population- 
based  cancer  incidence  data  may 
permit  other  health  planners  to  as- 
sess the  status  of  breast  cancer  diag- 
nosis in  their  communities,  and  plan 
programs  according  to  results. 
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In  situ  breast  cancer  correlates 

with  mammography  use,  Wisconsin:  1980-1992 

Darren  S.  Bush,  MA;  Patrick  L.  Remington,  MD,  MPH;  Mat  Reeves,  BVSc,  PhD;  and  Jerri  Linn  Phillips,  MA,  CTR, 
Madison  and  Atlanta 


Once  uncommon,  the  diagnosis 
of  carcinoma  in  situ  of  the 
breast  has  increased  dramatically  in 
the  last  decade  and  now  accounts 
for  1 1 % of  cancers  diagnosed  } These 
tumors  are  often  detected  by  mam- 
mography, and  because  they  have 
not  invaded  the  basement  mem- 
brane at  diagnosis,  predict  signifi- 
cantly greater  survival  rates  for  the 
patient.  The  purpose  of  this  paper  is 
to  describe  trends  in  the  incidence  of 
carcinoma  in  situ  of  the  breast  over 
the  past  decade  and  compare  these 
trends  with  trends  in  mammogra- 
phy. 

Methods 

Data  for  all  female  breast  cancer  cases 
diagnosed  between  1980  and  1992 
(those  with  ICD-9  codes  of  174.0  to 
174.9)  were  obtained  from  the  Can- 
cer Reporting  System,  Center  for 
Health  Statistics,  Wisconsin  Division 
of  Health.  A total  of  38,337  cases  for 
the  13-year  period  were  obtained. 
The  data  were  imported  into  a SAS 
database  for  analysis.2  Urban  or 


The  public  health  column  is  not  reviewed 
by  the  WMJ  Editorial  Board.  Bush  is  the 
surveillance  coordinator  for  the  Wiscon- 
sin Women's  Cancer  Control  Program. 
Dr  Remington  is  the  chief  medical  offi- 
cer for  Chronic  Disease  Control,  Bureau 
of  Public  Health,  Wisconsin  Division  of 
Health.  Dr  Reeves  is  an  Epidemic  Intel- 
ligence Service  officer  with  the  Centers 
for  Disease  Control  and  Prevention  in 
Atlanta.  Phillips  is  the  Wisconsin  cancer 
registrar.  Center  for  Health  Statistics. 
Reprint  requests  to  Patrick  Remington, 
MD,  Wisconsin  Division  of  Health,  1400 
E Washington  Ave,  Madison,  WI 53703- 
3041.  Copyright  1994  by  the  State  Medi- 
cal Society  of  Wisconsin. 


rural  status  was  determined  by 
county  of  residence,  with  Metropoli- 
tan Statistical  Area  counties  defin- 
ing urban  classification.  Cancers 
with  unknown  stage  were  excluded 
from  the  analysis. 

Data  on  the  trends  in  mammog- 
raphy were  obtained  from  surveys 
of  mammography  providers  in 
Wisconsin,  conducted  in  1989, 1990, 
and  1991.  The  methods  of  these 
surveys  are  described  elsewhere.3 

Results 

The  incidence  rates  of  in  situ  breast 
cancer  increased  substantially  from 
1980  to  1992  (Figure).  When  com- 
pared with  all  breast  cancers,  in  situ 
breast  cancer  diagnoses  increased 
by  more  than  600%,  whereas  all 
invasive  breast  cancers  increased  by 
about  80%. 

In  1980-1983,  rates  of  in  situ  breast 
cancer  increased  linearly  with  in- 
creasing age,  with  the  greatest  inci- 


dence among  women  80  years  of 
age  and  older.  By  1990,  the  highest 
rates  of  in  situ  breast  cancer  was  in 
women  age  65  to  79  years  of  age.  The 
rate  of  in  situ  cancer  increased  the 
most  among  women  50  to  64  years 
of  age  (relative  increase  8.2)  (Table). 

In  1980-1983,  women  of  color  had 
higher  rates  of  in  situ  breast  cancer. 
This  difference  was  also  observed  in 
1988-1992.  Compared  with  nonwhite 
women,  however,  white  women  had 
a greater  increase  in  the  rate  of  in 
situ  breast  cancer  (6.5  v 4.0)  (Table). 

Finally,  in  1980-1983,  the  rates  of 
in  situ  breast  cancer  among  persons 
living  in  urban  and  rural  counties 
were  very  similar.  By  1988-1992, 
however,  persons  living  in  urban 
counties  had  a greater  rate  of  in  situ 
breast  cancer. 

Since  1980,  the  number  of  mam- 
mograms provided  in  the  state  in- 
creased from  approximately  31,000 
Continued  on  next  page 


In  situ  breast  cancer  rates  by  age,  race,  and  urban  and  rural  status, 
Wisconsin:  1980-1992. 


In  situ  breast  cancer  rate 

Relative 

1980-83 

1988-92 

Increase 

Age 

Under  50 

6.0 

31.2 

5.2 

50  to  64 

17.0 

139.9 

8.2 

65  to  79 

20.5 

145.5 

7.1 

80  and  over 

22.7 

91.0 

4.0 

Race 

White 

10.8 

70.4 

6.5 

All  other  races 

24.7 

99.7 

4.0 

Urban-Rural 

Urban 

12.0 

81.6 

6.8 

Rural 

10.2 

53.8 

5.3 

All 

11.4 

72.1 

6.3 

* Ratio  of  the  rate  in  1992-1988  to  1980-1983 
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Trends  in  the  Number  of  Mammograms  and  the  Rate  of  In  Situ  Breast  Cancer,  Wisconsin, 
1980-1992  (see  text  for  methods). 


Continued  from  preceding  page 
in  1980  to  455,000  in  1991  (Figure). 
This  increase  correlates  with  the 
increase  in  the  rate  of  in  situ  breast 
cancer  (correlation  coeficient  = .9). 

Discussion 

The  increase  in  the  rate  of  in  situ 
breast  cancer  over  the  past  decade 
correlates  very  closely  with  the  in- 
crease in  the  number  of  mammo- 
grams provided  to  Wisconsin 
women.  This  is  expected,  because  of 
the  demonstrated  ability  of  a mam- 
mogram to  detect  cancers  at  an  early 
stage.  In  community-based  trials  of 
the  effectiveness  of  mammography, 
women  in  the  intervention  commu- 
nity have  up  to  five  times  the  rate  of 
in  situ  breast  cancer,  compared  with 
women  in  the  control  communities.4 

The  increases  in  in  situ  breast 
cancer  detection  was  seen  in  all 
groups,  which  would  be  expected 
as  mammography  use  increases  over 
time.  Differences  in  the  magnitude 
of  the  increase  varied  substantially 
among  age,  race,  and  urban  and  rural 
subgroups.  In  general,  white  women 
in  urban  areas  between  the  ages  of 
50  and  64  showed  the  greatest  in- 
crease in  in  situ  breast  cancer  detec- 
tion, approximately  800%.  rhese  are 
the  same  groups  that  have  the  high- 
est rates  of  mammography  use  in 
the  state.5 

Some  limitations  of  this  study 
have  to  do  with  early  data  from  the 
Cancer  Reporting  System,  where  the 
distinction  between  localized  dis- 
ease and  in  situ  breast  cancer  may 
have  been  less  defined.  This  limita- 
tion was  only  for  the  first  few  years 
of  the  Cancer  Reporting  System,  and 
affected  a small  number  of  cases. 


Wisconsin's  statewide  Cancer 
Reporting  System  is  critical  in  the 
development  and  evaluation  of 
breast  cancer  control  programs  in 
the  state.  A previous  study  demon- 
strated the  utility  of  the  Cancer 
Reporting  System  in  evaluating  the 
effect  of  a statewide  screening  pro- 
gram.6 In  an  accompanying  article, 
we  demonstrate  the  use  of  the  Can- 
cer Reporting  System  in  targeting 
small  geographic  areas  with  the 
greatest  need  for  breast  cancer 
screening.7  These  efforts  will  assure 
that  all  women  in  the  state  benefit 
from  routine  breast  cancer  screen- 
ing. 
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child*reach 

(chlld-rech)  n. 


1.  Formerly  Foster  Parents  Plan,  the  largest  non- 
sectarian sponsorship  organization  in  the  world. 
Founded  in  1937  to  help  needy  children  and  their 
families  overseas.  2.  A way  to  reach  a child  and 
family  and  release  them  from  the  crushing  grip 
of  poverty.  3.  A wonderful  thing  to  do.  A.  An 
easy  thing  to  do. 


The  above  definitions  do  not  come  from  a dictionary. 

They  come  from  the  heart.  If  you  want  to  do 
something  wonderful  for  a child  and  family  ^ 

overseas  that’s  not  a handout,  but  something 
that  will  touch  them  for  the  rest  of  their 
lives,  call  1-800-323-2822.  Or  fill  out 

and  mail  the  coupon  below.  * 1 1 ^ ^ 1 

Childreach.  It’ll  do  your  heart  Ifl 


YES!  I want  to  know  more 
about  Childreach . 


Name 


Address 


City 


State 


Zip 


Phone 


M301 1 


Mail  to:  Childreach 
155  Plan  Way 
Wirwick.  RI  02886-1099 


COULD  THIS  MAN 
FIND  A JOB  TODAY? 

Julius  Caesar  was  one  of  the  greatest  political  and  military  figures  in 
history.  Yet  despite  his  genius  for  leadership,  Caesar  might  have  trouble 
getting  a job  today  because  of  his  epilepsy.  The  next  time  you  see  the  word 
epilepsy  on  a job  application,  find  out  what  it  really  means.  Thanks  to 
medical  progress,  most  people  with  epilepsy  can  do  just  about  anything. 

Epilepsy.  If  you  think  it  stands  in  the  way  of  job  performance,  you’re 
missing  out  on  some  great 
people.  For  the  facts,  use  this 
coupon  or  contact  your  local 
affiliate  of  the  Epilepsy  Foun- 
dation of  America. 


| Epilepsy  Foundation  of  America 

4351  Garden  City  Drive,  Landover,  MD  20785 

I want  to  learn  more  about  epilepsy  and  job  performance. 
Name 


1 


Epilepsy  Toundation 
of  America 


Address 

City,  State,  Zip 

Or  cail  1-800-EFA-1000  toll  free 


This  space  donated  by  publisher. 


J 
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A glimpse  into  our  past 


Richard  D.  Sautter,  MD,  medical  editor 

30  years  ago  - 1964 

Great  expectations.  The  AMA  pub- 
lished a monograph  series  on  "the 
use  of  computers  in  medicine,  an 
area  of  great  promise  and  of  particu- 
lar interest  to  research  scientists, 
physicians  concerned  with  medical 
records,  and  hospital  laboratories." 
How  narrow  our  was  our  vision  for 
computer  applications  in  the  early 
days! 

A distant  thunder.  The  SMS  presi- 
dent, Dr  W J.  Egan,  warned  us  of  the 
health  system  reform  fits  we  are  now 
enduring.  Writing  in  the  WMJ,  he 
asked:  "To  whose  discretion  will  be 
ascribed  the  setting  of  standards  and 
values,  the  control  of  procedures  and 
practices  and  or  resources  and 
means,  and  management  personnel? 
Who  will  be  responsible  and  have 


competency  to  measure  results? 
Who  will  be  competent  in  perform- 
ance appraisal?"  Then  he  warned, 
"In  this  field  of  complex  socioecon- 
omics, regardless  of  all  extraneous 
forces  and  pressures,  I believe  it 
behooves  us,  as  physicians,  to  get 
our  own  house  in  good  order  and  to 
continue  to  improve  our  housekeep- 
ing." Then  again,  it  can  be  argued 
that  no  amount  of  housekeeping 
would  have  avoided  the  current 
spasms  of  reform. 

Catchy  titles.  Wisconsin  physicians 
gave  talks  around  the  state  on  topics 
such  as  "Whip  lash:  fact  or  fiction," 
"Sex  and  Heart  Disease,"  and  (my 
favorite)  "Growing  Up."  Sorry  I 
resurrected  them. 

Beliei'e  it  or  not.  Help  wanted  ads  in 


the  WMJ  offered  psychiatrists  a start- 
ing salary  of  $8,519,  pediatricians 
$10,753,  and  general  practitioners 
$12,000.  I know  more  than  one 
physician  who  pays  that  much  in 
liability  premiums  each  year,  and 
some  who  have  that  much  withheld 
from  their  montly  income. 

60  years  ago  - 1934 

Groping  in  the  dark.  A paper  on  the 
treatment  of  tuberculosis  in  general 
practice  recommended  "continued 
exposure  to  and  inhalation  of  fresh 
air"  as  "indispensable"  to  the  cure 
ofTB.  Cold  air  was  considered  most 
beneficial.  Exercise  was  not  advised, 
particularly  for  patients  with  a fe- 
ver. "When  the  temperature  is  be- 
low 100°  F they  may  take  up  light 
reading  and  gradually  extended 
time  for  light  handicraft  work."  Read 
the  paper  and  do  a little  wood  carv- 
ing, but  stay  away  from  the  classics? 

Safe  to  say.  From  a WMJ  article  on 
rattle  snake  bites:  "the  method  of 
filling  a patient  with  whiskey,  mak- 
ing a large  incision  at  the  point  of 
entrance  of  the  fangs  and  flooding 
the  incision  with  strong  antiseptic 
solutions  is  passe  . What  is  recom- 
mended is  aspiration  of  the  venom 
from  the  site  of  the  bite.  This  aspira- 
tion may  be  difficult  in  some  areas 
which  brings  to  mind  the  statement 
that  the  Doctor  says  your  going  to 
die."  True  as  medical  advice.... 

Still  true.  Dr  W.D.  Stovall  of  Madi- 
son wrote  "That  clinical  methods  of 
Continued  on  next  page 


SMS  president  appointed 
to  special  legislative  committee 

Legislative  Council  Co-chairs  Sen  Brian  Rude  and  Rep  Marlin  Sch- 
neider have  appointed  SMS  President  Richard  G.  Roberts,  MD, 
JD,  to  the  Legislative  Council's  Special  Committee  on  School  Health 
Services.  The  interim  study  committee  will  review  the  current  pupil 
health  service  provided  within  the  public  health  system  and  will 
develop  policy  and  funding  recommendations  for  improving  the 
school  health  system.  Eight  legislators  and  11  public  members  will 
serve  on  the  committee  which  will  report  its  findings  to  the  1995  Leg- 
islature. Sen  Rude  and  Rep  Peter  Bock  will  serve  as  committee  co- 
chairs.❖ 
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Continued  from  preceding  page 
medical  practice  are  applicable  to 
the  prevention  of  disease  has  not  yet 
been  fully  appreciated  by  the  pro- 
fession." Given  that  a mere  5%  of 
US  health  care  spending  goes  to 
prevention,  despite  sound  evidence 
that  prevention  saves  both  lives  and 
money,  it's  probably  safe  to  say  that 
the  importance  of  prevention  "has 
not  yet  been  fully  appreciated"  by  a 
goodmany  people— including  pa- 
tients, insurers,  would-be  reform- 
ers, government  bureaucrats  and, 
yes,  some  physicians.  "With  the 
genome  study  certainly  much  more 
attention  will  be  paid  to  the  preven- 
tion of  disease  and  it  will  probably 
be  the  leading  most  important  spe- 
cialty in  the  next  decade." 

A recurrent  theme.  "Our  press  is  daily 
dealing  with  the  high  cost  of  being 
sick  and  the  public  is  being  more 
and  more  educated  to  the  feeling 
that  the  expense  of  medical  care 
should  re  reduced  or  given  free.... 
As  for  state  medicine  it  is  not  in  the 
offing  as  is  health  insurance,  it  is 


Registrations  are  now  being 
accepted  for  a special  SMS 
seminar  which  will  provide  physi- 
cians with  information  on  practice 
alternatives  in  the  evolving  health 
care  marketplace.  The  forum  is 
scheduled  for  Saturday,  Nov  5,  in 
Pewaukee. 

The  morning-only  conference  will 
include  "nuts  and  bolts"  presenta- 
tions on  working  with  or  building 
physician-hospital  organizations 
(PHOs)  and  medical  service  organi- 
zations (MSOs),  plus  merging  phy- 
sician practices.  Representatives 
from  the  law  firm  Quarles  and  Brady 


already  here,  controlled  by  private 
corporation  and  organizations  in- 
stead of  by  the  central  government." 
That  sounds  mighty  familiar,  mighty 
contemporary,  but  it  is  from  a 60- 
year-old  article  in  the  WMJ.  In  a 
remarkable  bit  of  prophecy,  the  ar- 
ticle concluded  with  "...the  physi- 
cian of  the  future  will  find  his  star 
hitched  to  the  tail  of  the  elephant  or 
the  donkey  or  to  the  soapbox  de- 
pendent upon  the  political  party  in 
power..."  In  any  case  we  will  be  at 
the  wrong  end  of  the  animal. 

90  years  ago  - 1904 

Would  Medicare  cover  it?  The  treat- 
ment for  pneumonia  in  1904  was  as 
follows:  "Cold  compress  to  heart 
and  lung,  hot  normal  saline  enema, 
hot  hip  and  leg  pack,  fomentations 
to  the  arms,  cold  mitten  friction." 
The  author  of  the  article  reported  25 
cases,  ranging  in  age  from  18  months 
to  75  years,  and  identified  as  such 
things  as  "saloonkeeper's  wife," 
"Captain  in  Mexican  army,"  "French 
merchant,"  and  "man  addicted  to 
the  use  of  intoxicating  liquors." 


will  be  on  hand  to  answer  questions. 

The  seminar  will  also  review  the 
formation  of  single  specialty  inde- 
pendent practice  associations  (IPAs) 
and  managed  care  contracting.  The 
Nov  5 conference  will  begin  at  7:30 
AM.  at  the  Country  Inn  in  Pewau- 
kee and  will  adjourn  at  noon.  Please 
reserve  this  date  now.  Further  de- 
tails will  follow  in  Medigram.  (Note: 
the  seminar  has  been  scheduled  so  it 
will  not  compete  with  Packer  and 
Badger  football  games.)  For  regis- 
tration information,  call  Elaine  Stem 
at  1-800-362-9080  or  (608)  257-6781.* 


According  to  the  report,  all  25  pa- 
tients fully  recovered. 

Some  issues  will  never  be  resolved. 
Even  90  years  ago,  the  issue  of  abor- 
tion engendered  heated  discussion. 
At  the  1904  SMS  annual  meeting.  Dr 
T.L.  Harrington  argued  that  "the 
destruction  of  the  fetus  at  any  stage 
of  its  existence  is  homicide"  and  that 
"the  argument  that  the  life  of  the 
mother  is  of  more  value  than  the  life 
of  the  child  is  untenable."  Dr  J.J. 
McGovern  responded  that  "we  are 
not  only  justified,  but  it  is  our  duty 
under  certain  conditions  to  perform 
an  abortion  to  save  the  mother's 
life....  The  Medical  Society  should 
attempt  to  stop  criminal  abortions. 
When  the  mother's  life  is  in  peril  the 
first  consideration  must  be  given 
the  mother."  Dr  E.  Evans  said  that 
he  believed  that  50%  of  the  physi- 
cians of  Wisconsin  would  perform 
criminal  abortions.  "This  statement 
was  indignantly  denied  by  mem- 
bers of  the  Society."  Nothing 
changes  but  the  names  and  the  faces. 

Ye  ole  A A/LA.  In  1904,  the  AM  A 
membership  stood  at  15,000,  and 
the  membership  of  state  and  county 
medical  societies  at  45,000.  Annual 
dues  for  the  AMA  were  $5,  which 
included  a subscription  to  JAAAA. 
Of  SMS  members,  39%  were  also 
members  of  the  AMA.  The  highest 
state  society  membership  in  the 
AMA  that  year  was  42%,  ranking 
Wisconsin  among  the  top  five. 

A good  start.  In  1903,  the  SMS  sus- 
pended publication  of  its  Transac- 
tions and  began  publishing  the  Wis- 
consin  Medical  Journal.  In  1904,  the 
Board  of  Directors  evaluated  the 
WMf  s first  year:  "After  an  experi- 
ence of  one  year,  there  are  few  if  any 
who  would  wish  to  return  to  the  old 
plan.  The  Wisconsin  Medical  Journal 
...  has  proved  itself  a clean,  able  and 
most  valuable  medical  publication. 
It  contains  not  only  the  proceedings 
of  the  state  and  various  county  so- 
cieties, but  a large  amount  of  other 


Registration  begins  for  special  SMS 
PO/PHO  seminar 
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important  matter,  and  is  fully  worth 
the  amount  of  the  annual  dues  of  the 
State  Society."  Over  the  past  90  years, 
the  WMJ  has  pressed  forward  in 
good  times  and  persevered  in  hard 
times,  but  it  has  continued  to  evolve 
to  meet  the  needs  of  SMS  members. 
I confess  to  no  small  amount  ofpride 
in  my  association  with  it. 

120  years  ago  - 1864 

Regeneration.  Dr  H.  Van  Drusen  re- 
ported a case  in  which  "the  opera- 
tion of  removal  of  the  entire  one- 
half  of  the  inferior  maxillary  bone 
was  followed  by  reproduction  of 
that  bone,  in  so  perfect  a manner 
that  very  little  deformity  could  be 
detected.  What  was  most  remark- 
able in  the  case  was  that  Dr  Van 
Drusen  believed  he  had  removed 
the  entire  periosteum  with  the  bone. 
The  subject  was  5 years  old,  and  the 
reproductive  process  was  completed 
within  4 or  5 years  after  the  opera- 


tion. He  believed  the  new  tissue  to 
have  been  true  bone,  possessing  all 
its  physical  properties."  Dr  Stod- 
dard and  Dr  Godfrey  said  they 
thought  it  was  impossible  and  that 
"the  new  tissue  was  cartilaginous." 

Ovarian  tumor.  Dr  Marks  had  visited 
Europe  the  year  before  and,  in  1874, 
reported  on  a surgery  he  observed 
in  London.  A condensed  version  is 
offered  here:  "The  anaesthetic  was 
the  Bichloride  of  Methylene.  The 
operation  was  commenced  by  mak- 
ing an  incision  from  a little  below 
the  umbilicus,  in  the  median  line 
toward  the  pubis,  about  five  inches 
in  length,  through  the  skin  and  sub- 
cutaneous tissues....  the  dissection 
was  continued  with  light  touches  of 
the  knife  until  a small  opening  was 
made  through  the  peritoneum,  al- 
lowing the  escape  of  quite  a quan- 
tity of  fluid,  after  which  the  opening 
in  the  peritoneum  was  enlarged  ... 


and  the  hand  passed  into  the  ab- 
dominal cavity  to  search  for  adhe- 
sions.... The  tumor,  multilocular,  was 
then  tapped  with  a Wells'  trocar, 
but  the  fluid  was  too  thick  to  pass 
freely  through  the  instrument....  The 
tumor  being  held  up  by  the  assis- 
tant, the  adhesions  between  the 
omentum  and  tumor  were  easily 
broken  up  with  the  hand....  (T)he 
omentum  (was)  spread  out  upon  a 
towel,  and  ...  every  point  where  there 
was  the  least  oozing  of  blood  was 
ligated  ...  and  the  omentum  then 
returned  into  the  abdominal  cav- 
ity.... The  abdominal  cavity  was  af- 
terwards thoroughly  sponged  out 
with  very  soft  sponges,  first  dipped 
in  warm  water;  numbers  of  them 
were  crowded  into  the  cavity  and 
allowed  to  remain  while  the  sutures 
were  being  introduced...."  It  doesn't 
seem  that  gynecological  surgery  has 
changed  very  much  in  the  last  120 
years.  ❖ 


Park  Nicollet  Medical  Center 

A HealthSystem  Minnesota™  member 


Urgent  Care  Department 

• BC/BE  Family  Practitioners,  General  Internists,  or 
Emergency  Medicine  Practitioners 

• Three  Positions  Available;  Seven  Positions  Filled 

• Varied  and  Challenging  Patient  Population 


• New  Flexible  Scheduling  Options 

All  considered  Full-Time  with  Same  Base  Pay 

#1  40  hrs/  wk,  no  evenings/ no  weekends 
#2  36  hrs/wk,  6 hrs  of  evenings/  weekends 
#3  32  hrs/wk,  12  hrs  of  evenings/weekends 
#4  28  hrs/wk,  18  hrs  of  evenings/weekends 


• A 380  - Physician  Multispecialty  Clinic 


• Contact  Patrick  Moylan  at  612/927-3286 

or 

• Send  CV  and  Letters  of  Inquiry  to: 

Physician  Recruitment 
Park  Nicollet  Medical  Center 
5000  West  39th  Street 
Minneapolis,  MN  55416 
or 


• Fax  612/924-2819 


Beautiful 


Naples  Florida 

Nestled  by  the  aquamarine  waters 
of  the  Gulf  of  Mexico 


♦Waterfront  condominiums  with  panoramic 
Gulf  and  Bay  vistas. 

♦ Mediterranean  villas  with  private  pools  and 
lush  tropical  courtyards. 

♦ Golf  course  retreats  featuring  homes,  villas, 
and  condominiums,  many  with  full  equity 
membership. 

A quiet , upscale  community  with  that  special 
ambiance  you  ahvays  wanted. 

Die  lifestyle  many  of  your  colleagues 
have  already  discovered 

Realtor  Associate® 

Your  source  for  Buying,  Selling, 

Leasing  and  Investing  in  Naples 

Naples  Realty  Services,  Inc. 

4099  Tamiami  Trail  N. 

Naples,  Florida  33940 


800-867-4888 


Wisconsin  Medical  Journal  • September  1994 


489 


About  Retirement? 


You  can  make  a donation  to  your  Foundation  . . . and 
receive  lifetime  income 


Preserving  the  Physician’s  Heritage. 

Through  the  years,  the  CES  Foundation  of  the  State 
Medical  Society  (CESF)  has  been  devoted  to  the 
promotion  of  medicine  in  Wisconsin.  A commitment 
to  preserving  the  history  of  medicine  is  also  evident 
through  the  Fort  Crawford  Medical  Museum  In 
order  to  preserve  the  mission  of  the  CESF  and  build 
an  endowment  for  the  future  — we  need  your  support. 

What  is  the  Pooled  Income  Fund? 

With  your  generosity,  you  can  support  your  medical 
profession  plus  receive  a lifetime  income.  How? 
Through  a planned  giving  opportunity  known  as  a 
Pooled  Income  Fund. 

There  are  a variety  of  life  income  plans,  but  the  CES 
Foundation  of  the  State  Medical  Society  can  offer  tax 
benefits  to  donors  who  make  a charitable  gift  to  our 
Pooled  Income  Fund.  The  Fund  combines  gifts  from 
donors  like  an  investment  in  a mutual  fund. 


How  the  Fund  operates. 

With  a minimum  gift  of  $10,000  of  cash  or  appreci- 
ated property  (particularly  stock  that  has  been  held 
for  many  years),  you  will  receive  a lifetime  cash 
income  with  an  immediate  tax  deduction  paid  out  on 
a single  or  two-life  basis. 

You  can  receive  payments  for  the  remainder  of  your 
life  or  for  the  life  of  a loved  one  if  you  wish.  Only 
when  the  last  income  payment  is  made  to  the  last 
beneficiary  is  the  remaining  principal  available  to  be 
used  by  the  CES  Foundation. 

How  the  Fund  is  beneficial  to  you. 

• Immediate  savings  through  an  income  tax  deduc- 
tion in  the  year  of  the  gift. 

• Elimination  of  a capital  gains  tax. 

• Possibly  increasing  your  current  income. 

• Possible  estate  tax  savings. 

• The  security  of  professional  fund  management 
with  no  charge  to  you. 


• Clip  and  Mail 


Mail  to:  CES  Foundation  of  the  State  Medical  Society  of  Wisconsin 

Attn:  Julie  A.  Hein,  Managing  Director 
330  East  Lakeside  Street.  Madison.  WI  53715 


Q Yes,  please  send  me  information  regarding  a gift  to  the  CES  Foundation's  Pooled  Income  Fund. 


Name 

Birthdate__ 

Address 

City State Zip 

Telephone 


For  a personal  prospectus,  contact  Julie  Hein  in  the  Foundation  office  at  1-800-362-9080. 


County  society  news 


Grant.  The  Grant  County  Medical 
Society  approved  membership  for 
Louis  Fulton,  MD;  and  Duane 
Salmon,  DO. 

LaCrosse.  The  following  physicians 
were  elected  to  membership  in  the 
La  Crosse  County  Medical  Society 
at  the  July  and  August  Executive 
Committee  meetings:  Jeff  S.  Cox, 
MD;  Brenda  J.  Dierschke,  MD;  Daniel 
Feddersen,  MD;  Judy  L.  Fruehbrodt- 
Glenzinski,  MD;  Brian  M.  Hagan, 
MD;  John  G.  Jaeger,  MD;  Elizabeth 
Kohn,  MD;  Joseph  S.  Krien,  MD; 
Jennifer  A.  Palmer,  MD;  David 
Schwartz,  MD;  Mindy  Siegel,  MD; 
James  Self,  MD;  James  G.  Wilde, 
MD;  and  Richard  J.  Wittchow,  MD. 

Marathon.  The  Marathon  County 
Medical  Society  approved  member- 
ship for  the  following  physicians  at 
their  July  19, 1994,  meeting:  Sean  P. 
Alwin,  MD;  James  G.  Mazalewski, 
MD;  Timothy  J.  Potter,  MD;  and 
Timothy  C.  Romang,  MD. 


Precious  Life 

Call  1-800-877-5833  for  information 


ST.  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 


Milwaukee.  The  following  physi- 
cians were  elected  to  membership 
in  the  Medical  Society  of  Milwau- 
kee County:  Mark  Douglas  Adams, 
MD;  Bruce  W.  Cardone,  MD;  Mi- 
chael Peter  Cinquegrani,  MD; 
Douglas  Michael  Dewire,  MD;  Vic- 
toria L.  Fetter,  MD;  Randall  L.  Fiete, 
MD;  Thomas  J.  Haberkamp,  MD; 
Kathleen  M.  Hanlon-Lundberg,MD; 
Kenneth  Michael  Johnson,  MD; 
Veluvolu  K.  Rao,  MD;  Henry  Nahum 
Rosier,  MD;  Philip  Michael  Sweet- 
ser,  MD;  Linda  Anne  Wahby,MD; 
Douglas  M.  Wendland,  MD;  Rosalie 
L.  Blair,  MD;  Martha  W.  Bauder, 
MD;  Peter  J.  Baye,  MD;  Alicia  V. 
Blando,  MD;  Bradley  A.  Bourkland, 
MD;  Rajib  Choudhury,  MD;  Timo- 
thy N.  Christiansen,  MD;  Mehran 
Edalatpour,  MD;  Milosh  Grubor, 
MD;  Safak  E.B.  Guven,  MD;  Mar- 
jorie Curcio  Hawkins,  MD;  Joseph 
P.  Herzog,  MD;  Yu-Lan  Jankowski, 
MD;  Arthur  K.  Kennedy,  MD;  Hyun- 
Soo  Kim,  MD;  Pero  G.  Komozec, 


MD;  Gerald  P.  Loushin,  MD; 
Muhammad  Shahid  Mustafa,  MD; 
Indrani  Nagpaul,  MD;  Ramon  Sum- 
agit  Pajarillo,  MD;  Alexander  C. 
Panagos,  MD;  Nidal  B.  Rad  wan,  MD; 
Daniel  H.  Rosier,  MD;  Christopher 
J.  Sabal,  MD;  Safir  U.  Shaheen,  MD; 
Ramzi  Richard  Shehadi,  MD;  Barry 
Stephen  Siller,  MD;  Mark  James 
Waples,  MD;  Barry  L.  Winton,  MD; 
Anne  I.  Zeni,  DO;  and  Jessica  Y. 
Zhu,  MD. 

Richland.  Jerel  Berres,  MD,  was 
elected  to  membership  in  the  Rich- 
land County  Medical  Society  on 
August  1,  1994. 

Wood.  The  Wood  County  Medical 
Society  approved  membership  for 
the  following  physicians:  Jerome  C. 
Andres,  MD;  Sikander  J.  Ansari,  MD; 
Peter  J.  Dalum,  MD;  Martin  G. 
Duffey,  MD;  Caroline  A.  Fisher,  MD; 
and  Catherine  G.  Henry,  MD.* 


SMS  shares  Medicaid 
reimbursement  concerns  with 
state  officials 

IN  response  to  an  SMS  membership  mailing,  Wisconsin  physicians 
have  contacted  state  Department  of  Health  and  Social  Services  Sec- 
retary Gerald  Whitburn  to  voice  their  concerns  about  current  Medicaid 
reimbursement  and  urge  Whitburn's  support  of  Medicaid  reimburse- 
ment increases  in  the  budget  he  proposes  for  the  1995-1997  biennium. 

In  a recent  meeting  with  Thomas  L.  Adams,  CAE,  SMS  executive 
vice  president,  Whitburn  disclosed  that  he  had  heard  from  numerous 
physicians  on  this  issue.  Adams  subsequently  met  with  Administra- 
tion Secretary  James  Klauser  to  press  for  reasonable  increases  in  the 
1995-1996  budget.  Klauser  has  primary  responsibility  for  finalizing  the 
governor's  budget  submission  to  the  Legislature.* 
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Obituaries 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  information, 
contact  the  foundation  staff  at  the  SMS.»> 


Allin,  Robin  Nail,  MD,  died  June 
27, 1994  in  Madison.  He  was  born  on 
February  13,  1911,  in  Cleburne, 
Texas.  Dr  Allin  received  his  medical 
degree  from  the  University  of  Wis- 
consin-Madison  in  1934.  He  com- 
pleted his  internal  medicine  train- 
ing at  Wisconsin  General  Hospital 
in  1939.  He  served  in  the  U.S.  Army 
Medical  Corps  for  three  and  one- 
half  years  during  World  War  II.  He 
left  the  sendee  with  the  rank  of  Major. 
He  entered  private  practice  in  Madi- 
son in  1946.  Dr  Allin  joined  the  Dean 
Clinic  in  1961.  Following  his  retire- 
ment in  1975,  he  became  a medical 
consultant  to  the  Bureau  of  Social 
Security  Disability  Insurance.  Dr 
Allin  was  a Diplomate  to  the  Ameri- 
can Board  of  Internal  Medicine, 
Emeritus  Fellow  of  the  American 
College  of  Cardiology,  as  well  as 
Fellow  of  the  American  College  of 
Physicians.  He  was  Clinical  Associ- 
ate Professor  of  Medicine  at  the  UW 
Medical  School,  founding  chairman 
of  WISPAC,  founding  member  and 
past  president  of  the  Wisconsin 
Society  of  Internal  Medicine  and  the 
Wisconsin  Heart  Association.  He 
was  Chief  of  Staff  at  St.  Mary's 
Hospital,  Madison  and  the  Dean 
Clinic,  president  of  the  Dane  County 
Medical  Society  and  a member  of 
the  American  Medical  Association, 
State  Medical  Society,  and  Dane 
County  Medical  Society.  Dr  Allin  is 
survived  by  his  wife,  Ruth  Emory; 
two  sons,  Lyndon  K.  of  Washing- 
ton, D.C.,  Robin,  Jr.,  of  Hoffman 
Estates,  Illinois;  a daughter,  Nancy 
E.  Nelson  of  St.  Paul,  Minnesota; 
eight  grandchildren;  and  numerous 
nieces  and  nephews. 

Bortin,  Mortimer  M.,  MD,  died  July 
25,  1994,  in  Milwaukee.  Dr  Bortin 
was  one  of  a team  of  physicians  who 
performed  the  first  successful  bone 
marrow  transplants  in  1968.  He  was 
a professor  of  medicine  at  the  Medi- 
cal College  of  Wisconsin,  and  he 


founded  the  International  Bone 
Marrow  Transplant  Registry,  based 
at  the  medical  college.  He  served  as 
the  registry's  scientific  director  for 
20  years  until  1991.  Dr  Bortin  re- 
ceived his  medical  degree  in  1945 
from  Marquette  University.  Survi- 
vors include  his  wife,  Barbara;  a son, 
Bruce,  of  Oakland,  California;  and  a 
daughter,  Meg,  of  Paris. 

Hoyer,  John  K.,  MD,  died  June  16, 
1994,  in  Marshfield.  He  was  born  on 
July  6, 1924,  in  Libertyville,  Illinois. 
He  received  his  medical  degree  from 
the  University  of  Wisconsin  Medi- 
cal School  in  1960,  and  did  his  in- 
ternship at  St.  Luke's  Hospital,  Du- 
luth, and  a surgical  fellowship  at  the 
Duluth  Clinic.  He  had  a private 
practice  at  the  Rice  Lake  Clinic  from 
1962-1973,  and  with  Doctors  O.E. 
and  William  Rydell-Gillespie  and 
the  Indianhead  Medical  Group,  Ltd., 
from  1974  - 1991.  Dr  Hoyer  was  a 
member  of  the  Barron-Washburn 
Medical  Society,  serving  as  secre- 
tary, treasurer,  vice  president  and 
president.  He  was  a member  of  the 
State  Medical  Society,  American 
Medical  Association  and  Wisconsin 
Academy  of  Family  Practice.  He  was 
also  a member  of  the  Indianhead 
Chapter  of  the  Wisconsin  Academy 
of  Family  Practice,  where  he  served 
as  president.  He  was  a member  of 
the  Wisconsin  Academy  of  Family 


Practice  Scientific  Committee  and  a 
charter  member  of  the  American 
College  of  Emergency  Physicians 
and  the  American  Academy  of 
Family  Practice.  Dr  Hoyer  is  sur- 
vived by  his  wife,  Marjorie;  two  sons, 
Jonathan  and  James,  both  of  Min- 
neapolis; one  daughter.  Dr.  Jean 
Hoyer,  Superior;  a brother,  Warren, 
Spring  Green,  and  two  nephews. 

Peckham,  Ben  M.,  MD,  died  June 
14, 1994,  in  Madison.  He  was  born  in 
Milwaukee  in  1916.  He  received  his 
medical  degree  from  Northwestern 
University  Medical  School  in  1941. 
He  entered  the  U.S.  Navy  Medical 
Corps  Reserve  in  1943.  He  began  a 
tour  of  combat  duty  in  the  Pacific  in 
1944  and  was  awarded  the  Purple 
Heart  and  Bronze  Star  Medals, 
ending  his  service  with  the  rank  of 
Lt.  Commander.  Following  the  war, 
he  received  a M.S.  and  Ph.D.  in 
Physiology  from  Northwestern 
University.  In  1956,  he  resigned  as 
Assistant  Professor  at  Northwest- 
ern University  Medical  School  to 
become  Professor  and  Chairman  of 
the  Department  of  Obstetrics  and 
Gynecology  at  the  University  of  Wis- 
consin, a position  he  held  until  1983. 
For  the  past  ten  years.  Dr  Peckham 
was  Emeritus  Professor  at  the  UW 
Medical  School.  He  also  served  as 
Associate  Dean  of  the  UW  Medical 
School  from  1967-1971.  He  served 
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as  president  of  the  American  Gyne- 
cological Society,  president  of  the 
Association  of  Professors  of  Gyne- 
cology and  Obstetrics,  president  of 
the  Society  for  Gynecological  Inves- 
tigation, and  president  of  the  Ameri- 
can Gynecological  Club.  Dr  Peck- 
ham  was  a member  of  the  State  Medi- 
cal Society  Fifty  Year  Club,  and  the 
Dane  County  Medical  Society.  He  is 
survived  by  his  wife,  Ann;  three 
children,  Mary  Burney  of  Ann  Ar- 
bor, Roger  Peckham  of  Cleveland, 
and  Gardner  Peckham  of  Washing- 
ton, D.C.;  and  five  grandchildren. 

Sroka,  William  Charles,  MD,  died 
on  June  25,  1994.  He  was  born  on 
December  22, 1921,  and  received  his 
medical  degree  from  Marquette 
University  in  1946.  Dr  Sroka  served 
an  internship  at  St.  Mary's  Hospital 


in  Grand  Rapids,  Michigan.  He  prac- 
ticed medicine  in  Burlington  until 
his  retirement  in  1978.  Dr  Sroka 
served  in  the  Air  Force  from  1951  to 
1953  with  the  rank  of  Captain,  spend- 
ing one  year  in  Korea  with  the  4th 
Flight  Interceptor  Wing.  Fie  was  a 
member  of  the  American  Medical 
Association,  State  Medical  Society, 
Kenosha  County  Medical  Society, 
and  a fellow  of  the  American  Acad- 
emy of  General  Practice.  He  served 
one  term  as  chief  of  staff  at  Memo- 
rial Hospital.  Dr  Sroka  is  survived 
by  his  wife,  Helen;  three  daughters, 
Linda  Kadlac  of  Los  Angeles,  Cali- 
fornia, Mary  Allen  of  Stevens  Point, 
and  Susan  Renner  of  Redmond, 
Washington;  four  grandsons,  his 
mother,  Mrs.  Chester  Sroka,  a sister, 
three  nieces  and  a nephew. ❖ 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of 
the  SMS. 

* Draeger,Margaret  R. 

* Flaesemeyer,  Allan  J. 

* Heggestad,  Kay  A. 

* Mandich,  Milka 

* Praxel,  Theodore  A. 

* Raduege,  William  E. 

Springs,  Fern  E. 

* Zondlo,  Joseph  G.<* 


Great  Lakes. . . 
Great  Locations. . . 


[ »olo,  group  practice  and  employment 

opportunities  available  for  BC/BE  physicians. 
^^JChoose  a thriving  suburban  location  or  sce- 
niclake  country  setting  near  Milwaukee,  Madison 
and  Chicago.  Superior  quality  of  living  and  com- 
petitive income/benefit  package. 


•Ob/Gyn 
•Pediatrics 
•Family  Practice 
•FP  Faculty 
•Internal  Medicine 

Please  contact: 

Susan  Brewster 

800-326-2011,  Ext.  4700 


Practice  Opportunities  in  Waukesha  County 

725  American  Avenue  ‘Waukesha,  Wl  53188 


WHEN  SMOKERS  QUIT 

Within  20  minutes  of  smoking  that  last 
cigarette,  the  body  begins  a series  of 
changes  that  continues  for  years. 


20  MINUTES 

• Blood  pressure  drops  to 
normal 

• Pulse  rate  drops  to  normal 

• Body  temperature  of  hands 
and  feet  increases  to  normal 

8 HOURS 

•Carbon  monoxide  level  in 
blood  drops  to  normal 

• Oxygen  level  in  blood 
increases  to  normal 

24  HOURS 

• Chance  of  heart  attack 
decreases 

48  HOURS 

• Nerve  endings  start 
regrowing 

• Ability  to  smell  and  taste 
is  enhanced 

2 WEEKS  to  3 MONTHS 

•Circulation  improves 

• Walking  becomes  easier 

• Lung  function  increases 
up  to  30  percent 

1 to  9 MONTHS 

•Coughing, 
sinus  con- 
gestion, 
fatigue, 
shortness  of 
breath  decrease 

• Cilia  regrow  in 
lungs,  increasing  abil- 
ity to  handle  mucus,  clean 
the  lungs,  reduce  infection 

• Body's  overall  energy 
increases 


1 YEAR 

• Excess  risk  of  coronary  heart 
disease  is  half  that  of  a 
smoker 

5 YEARS 

• Lung  cancer  death  rate  for 
average  former  smoker  (one 
pack  a day)  decreases  by 
almost  half 

• Stroke  risk  is  reduced  to  that 
of  a nonsmoker  5-15  years 
after  quitting 

• Risk  of  cancer  of  the  mouth, 
throat  and  esophagus  is  half 
that  of  a smoker's 

10  YEARS 

• Lung  cancer  death  rate  simi- 
lar to  that  of  nonsmokers 

• Precancerous  cells  are 
replaced 

• Risk  of  cancer  of  the  mouth. 

throat,  esophagus,  bladder, 
kidney  and  pancreas 
decreases 

15  YEARS 

Risk  of 
coronary 
heart 
disease 
is  that 
of  a non- 
smoker 


Source:  American  Cancer  Society: 
Centers  for  Disease  Control  and 
Prevention 
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Authorship 

Manuscripts  are  considered  with  the 
understanding  that  they  have  not 
been  published  previously  and  are 
not  under  consideration  by  another 
publication. 

Each  scientific  and  socioeconomic 
manuscript  must  be  accompanied 
by  a cover  letter  containing  the  fol- 
lowing sentence:  "In  consideration 
of  the  Wisconsin  Medical  Journal’s 
taking  action  in  reviewing  and  edit- 
ing this  submission,  the  author(s) 
hereby  transfer(s),  assign(s),  or  oth- 
erwise convey(s)  all  copyright  own- 
ership to  the  WMJ  in  the  event  that 
this  work  is  published  in  the  WMJ.” 
All  co-authors  must  sign  the  letter. 

The  cover  letter  must  also  desig- 
nate one  author  as  correspondent 
and  provide  a complete  address  and 
telephone  number.  All  coauthors 
should  have  contributed  to  the  study 
and  manuscript  preparation.  They 
should  be  thoroughly  familiar  with 
the  substance  of  the  final  manuscript 
and  be  able  to  defend  its  conclu- 
sions. 

The  Journal  expects  authors  to  dis- 
close any  commercial  associations 
that  might  pose  a conflict  of  interest 
in  connection  with  the  submitted 
article.  All  funding  sources  support- 
ing the  work  should  be  routinely  ac- 
knowledged on  the  title  pages,  as 
should  all  institutional  or  corporate 
affiliations  of  the  authors. 

Editing 

All  manuscripts  will  be  edited  by 
the  Journal  staff  for  clarity,  organiza- 
tion, grammar,  spelling,  and  punc- 
tuation, and  in  accordance  with 
AMA  style  (AMA  Manual  of  Style, 
8th  ed,  and  AMA  Manual  for  Authors 
and  Editors).  Suggestions  for  titles 
are  welcome,  but  are  subject  to  the 
constraints  of  clarity,  space,  gram- 
mar and  style. 


The  corresponding  author  will  be 
asked  to  review  a galley  proof  prior 
to  publication  to  verify  statements 
of  fact.  Galley  proofs  are  for  correct- 
ing errors;  revisions  should  be  made 
before  submission,  but  must  be  made 
prior  to  final  acceptance  of  the  pa- 
per. The  authors  are  responsible  for 
all  statements  made  in  their  work, 
including  any  changes  made  by  the 
editors  and  authorized  by  the  corre- 
sponding author. 

Preparation  of 
scientific  manuscripts 

• Submit  papers  to:  Wisconsin  Medi- 
cal Journal,  PO  Box  1109,  Madison, 
WI 53701;  Ph:  608-257-6781  or  1-800- 
362-9080;  FAX:  608-283-5401. 

• Authors  are  encouraged,  when- 
ever possible,  to  submit  manuscripts 
on  computer  disks,  using  IBM-com- 
patible software.  Electronic  submis- 
sions are  also  possible.  A printed 
copy  must  accompany  all  disk  and 
electronic  submissions. 

• Typed  manuscripts  must  be  sub- 
mitted in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side  only 
of  standard-sized  white  bond  pa- 
per, using  1-inch  margins.  Double- 
Space throughout. 

• Organization  for  scientific  papers: 

Abstracts— 150  words  or  less,  stat- 
ing the  problem  considered,  meth- 
ods, results  and  conclusions.  Cite  no 
references. 

Methods-Descnbe  the  selection  of 
observational  or  experimental  sub- 
jects, including  controls.  Identify  the 
methods,  procedures  and  equipment 
well  enough  to  allow  replication. 

Results— Provide  results  in  the  test, 
tables  or  illustrations.  If  tables  or  il- 
lustrations are  used,  emphasize  or 
summarize  only  the  most  important 
observations  in  the  text. 

Discussion— Discuss  the  conclu- 
sions that  follow  from  the  results,  as 


well  as  their  limitations  and  rela- 
tions to  other  studies.  Show  how  the 
conclusions  relate  to  the  purpose  of 
the  study.  Recommendations,  when 
appropriate,  may  be  included. 

References— himit  to  20.  Authors 
are  responsible  for  the  accuracy  and 
completeness  of  references.  Refer- 
ences must  follow  AMA  style  and 
abbreviations  of  journal  names  must 
follow  those  in  Index  Medicus.  Con- 
sult the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations  and 
tables  taken  from  other  publications, 
and  submit  written  permission  to 
reprint  from  the  original  publishers. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their  use 
in  the  text.  Acceptable  abbreviations 
of  clinical,  technical  and  general 
terms  can  be  found  in  the  AMA 
Manual  for  Authors  and  Editors  and 
AMA  Manual  of  Style. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  particular 
to  conversations  among  medical  per- 
sonnel are  inappropriate  in  scien- 
tific writing.  (Examples:  For  "pre- 
sented with"  use  "had;"  for  "experi- 
enced a weight  loss"  use  "lost 
weight") 

• Authors  are  responsible  for  sup- 
plying the  full  and  correct  names  of 
drugs.  Use  generic  names  of  drugs, 
unless  the  specific  trade  name  of  a 
drug  is  directly  relevant  to  the  dis- 
cussion. If  the  author  so  desires, 
brand  names  may  be  inserted  in  pa- 
rentheses. 

• Units  of  measure  are  to  be  pro- 
vided in  metric,  followed  by  Inter- 
national System  units  (SI)  in  paren- 
theses. 

• Provide  each  author's  full  name 
and  highest  academic  degree  in  the 
byline.  If  an  author  holds  two  doc- 
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Con tinuted  from  preceding  page 
toral  degrees  (eg,  MD  and  PhD,  or 
MD  and  DDS),  either  or  both  may  be 
used,  according  to  the  author's  pref- 
erence. Honorary  American  desig- 
nations (eg  FACP  or  FACS)  are  omit- 
ted. If  the  author  holds  a doctorate, 
master's  and  bachelor's  degrees  are 
omitted.  Courtesy  titles  (eg,  Mr, 
Mrs,  Ms)  are  omitted  from  bylines 
and  text. 

Illustrations 

Authors  are  encouraged  to  submit 
black  and  white  photos,  graphs  and 
charts  when  such  illustrations  will 
aid  in  the  readers'  understanding  of 
the  article.  If  color  illustrations,  suit- 
able for  use  on  the  WMJ  cover  are 
available,  the  author  should  notify 
the  WMJ  office  when  the  paper  is 
submitted.  Use  of  art  submitted  as 
cover  illustrations  is  not  guaranteed. 

Review  process 

Each  scientific  manuscript  is  re- 
viewed by  the  medical  editor  and 
the  members  of  the  editorial  board. 


The  opinions  of  outside  consultants 
may  be  sought  at  the  medical  edi- 
tor's discretion.  The  medical  editor 
has  the  final  decision  as  to  whether 
a scientific  paper  will  be  published. 

Socioeconomic  manuscripts  are 
reviewed  by  the  SMS  senior  staff 
and  legal  counsel.  As  publisher,  the 
SMS  secretary-general  manager  has 
the  final  decision  as  to  whether  a 
socioeconomic  paper  is  published. 

Editorials,  letters,  and  soundings 
are  reviewed  by  the  medical  editor, 
SMS  senior  staff,  and  legal  counsel. 
Authorship  of  editorials  is  reserved 
for  members  of  the  WMJ  editorial 
board,  editorial  associates,  and  SMS 
elected  officials.  Editorials  are  signed 
by  the  authors,  are  the  authors'  opin- 
ions, and  do  not  necessarily  reflect 
the  policies  of  the  SMS.  Letters  are 
signed  by  the  authors,  are  the  au- 
thors' opinions,  and  do  not  neces- 
sarily reflect  the  policies  of  the  SMS. 
Authorship  of  letters  is  open  to  the 
public,  but  letters  are  limited  to  500 


words  and  subject  to  editing  for 
length,  clarity  and  style. 

Publication  support 

Authors  of  articles  that  are  longer 
than  2 typeset  pages  (including 
tables  or  illustrations),  or  roughly  5 
typewritten  pages,  may  be  asked  by 
the  editorial  board  to  provide  publi- 
cation support  in  the  amount  of  $100 
per  typeset  page  beyond  the  second . 
Such  support  is  not  mandatory  and 
is  not  asked  for  until  after  a paper  is 
accepted  for  publication.  Provision 
of  support  helps  defray  the  cost  of 
publishing  the  Journal  and  is  left  to 
the  conscience  of  each  author. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or  in 
whole,  without  permission  from  the 
Journal.  Abstracts  may  be  repro- 
duced without  specific  permission, 
provided  that  acknowledgement  of 
the  source  is  made.*:* 


Sometimes  even  having 
two  doctors  in  the  house  isn’t  enough. 


© 1993  National  Easter  Seal  Society 


Browning  Sterner’s  parents  are 
doctors.  And  when  they  iound  out 
he  had  cerebral  palsy,  they  came  to 
Easter  Seals  lor  help.  They  knew  that 
even  with  28  years  in  the  medical 
profession  between  them,  Easter  Seals 
had  the  experience  they  reallv  needed. 
With  a 75  -year  history  of  helping 
people  with  disabilities,  Easter 
Seals  had  the  right  re- 
sources and  facilities  to 
help  Browning.  And  that 
track  record  is  prettv 
hard  to  beat. 

Give  Ability  A Chance. 
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Classified  ads  — 

WISCONSIN:  Family  practitioner-inter- 
nal medicine  needed  by  a growing  prac- 
tice of  a four  physician  group  in  a friendly 
rural  community  in  Northeast  Wiscon- 
sin near  Green  Bay.  This  is  an  excellent 
opportunity  to  join  an  established  or- 
ganization. Highly  competitive  salary 
with  benefits.  Please  contact:  Artwich 
Clinic,  Oconto  Falls,  Wisconsin  54154. 

9/94-5/95 

SOUTHERN  WISCONSIN  - Top-notch 
neurologists  seek  3rd  partner!  Join  tal- 
ented congenial  colleagues  who  practice 
quality  medicine  in  a progressive  medi- 
cal community.  Opportunity  to  pursue 
subspecialty  interests  (pediatrics  a plus). 
Income  potential  above  the  90th  percen- 
tile. Proximity  to  Madison,  Milwaukee 
and  Chicago.  Strong  economic  climate, 
exceptional  schools,  affordable  housing. 
Call  or  send  C.V.  to  Jane  Vogt,  800-765- 
3055,  222  S.  Central,  Suite  700,  St.  Louis, 
MO  63105,  FAX:  314-726-3009.  9/94 

NATIONWIDE  OPPORTUNITIES: 

East  and  west  coasts.  Midwest, 
Hawaii... we  have  excellent  practices 
available  in  single/multi-specialty 
groups,  hospital,  clinic  or  solo  positions. 
Our  clients  are  offering  outstanding 
compensation  packages  to  qualified  BC/ 
BE  physicians.  Current  Wisconsin  and 
Illinois  practice  needs:  IM,  FP,  OB,  PD, 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


OTO,  GS,  NEP,  ORS,  CD,  ON,  D,  P- 
Natol,  and  OM.  Send  CV  or  call  Suzanne 
Foreman;l-800-723-651  7/ 
MEDSEARCH,  INC.,  8405  W.  Forest 
Home  Avenue,  Suite  104,  Milwaukee, 
WI  53228.  Fax  1-414-529-4243.  9/94 

INTERNIST,  CHICAGO:  Prominent, 
well-established  internal  medicine  group 
on  the  near  southside  of  Chicago  seeks  a 
BE/BC  internist.  Excellent  clinic  facility 
and  affiliation  with  a licensed  500-bed 
teaching  hospital.  Outstanding  guaran- 
teed salary  plus  incentives,  and  full 
benefits  including  malpractice,  health, 
life,  and  disability  insurances,  as  well  as 
a pension  plan  and  liberal  vacation  and 
CME  time.  Contact:  Charles  Matenaer  at 
800-272-2777,  or  fax  your  cv  to  414/784- 
0727.  9-10/94 

BC/BE  INTERNIST  for  84-physician 
multispecialty  group  on  the  scenic  bluffs 
overlooking  the  Mississippi  River  where 
Iowa,  Illinois,  and  Wisconsin  meet.  Ex- 
cellent call  schedule  in  this  17  member 
department  of  physician  owned  clinic 
with  its  own  HMO.  Professional  admini- 
stration enables  physicians  to  concen- 
trate on  the  practice  of  medicine.  Out- 


EXPLORE  THE 
POSSIBILITIES! 

We  are  currently  seeking  primary 
care  physicians  specializing  in 
Family  Medicine,  Pediatrics,  Oc- 
cupational Medicine,  Internal 
Medicine,  and  OB/GYN  for  a 
variety  of  group  practices  through- 
out the  Midwest  and  New  York 
State.  Surgical  and  subspecialty 
physicians  are  also  needed  for  a 
variety  of  locations.  We  represent 
practices  in  all  types  of  settings  in 
communities  of  every  size.  New 
opportunities  become  available 
every  month.  Whether  a practice 
change  is  imminent,  or  just  a fu- 
ture consideration,  we  have  the 
information  you  need. 

Strelcheck  & Associates,  Inc. 

10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 
1-800-243-4353 

9-11/94 


standing  lifestyle,  excellent  income 
guarantee,  complete  benefits  and  own- 
ership eligibility.  Call  or  send  C.V.  to 
Denis  Albright;  Medical  Associates 
Clinic;  1000  Langworthy;  Dubuque,  IA 
52001.800-648-6868.  9-11/94 

FAMILY  PRACTICE  WALK-IN  LOCA- 
TION-OVER 50  YEARS.  1500  square 
feet  - Rent  $700  per  month,  plus  utilities 
- no  investment.  Bay  View  - Library  across 
street.  2557  S.  Kinnic  Avenue,  Milwau- 
kee, WI,  414-352-9736.  9/94 

EMERGENCY  MEDICINE:  Be  a part- 
ner in  your  own  independent  demo- 
cratic group  in  family  oriented  commu- 
nity located  30  miles  northwest  of  Mil- 
waukee. ED  with  7,500  patient  visits. 
Medical  director  and  staff  positions 
available  (moonlighting  opportunities 
also  available).  Call  414-332-6228  or  send 


Child/General  Psychiatrist 

A full-time  general  or  child/ gen- 
eral psychiatrist  is  needed  in  beau- 
tiful northern  Wisconsin! 

This  area  affords  the  best  in  rural 
living  with  many  beautiful  lakes, 
streams  and  rivers.  We  are  a 20 
bed  acute,  JCAHO  accredited, 
psychiatric  unit  located  at  Saint 
Mary's  Flospital  in  Rhinelander, 
WI.  We  service  both  inpatients 
and  outpatients  within  a 75  mile 
radius.  Our  goal  is  to  make  this 
the  mental  health  center  of  the 
northwoods.  We  have  an  excel- 
lent salary  and  benefit  package 
available.  Weekend  coverage  is 
provided. 

A challenging  but  rewarding  po- 
sition for  a mature  competent 
psychiatrist. 

Contact  or  send  CV  to: 

N.  Wilson,  MD 
1044  Kabel  Avenue 
Rhinelander,  WI  54501 
(715)  369-6433 


Equal  opportunity  employer. 

8-12/94 
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ASSISTANT 
MEDICAL  DIRECTOR 

We  are  seeking  a qualified  Physician  for 
an  Assistant  Medical  Director  position 
at  our  Midwest  Regional  Home  Office  in 
Appleton. 

This  newly  created  position  reports  to 
the  Vice  President  and  Chief  Medical 
Director  who  is  located  in  our  New  York 
City  Corporate  Office. 

Ideally  the  Physician  we  are  seeking 
should  be  ResidencyTrained  and  Board 
Certified  in  Internal  Medicine  or  Family 
Practice,  or  General  Surgery,  and 
licensed  to  practice  in  Wisconsin.  Your 
initial  first  six  weeks  of  employment  will 
require  training  in  our  New  York 
Corporate  Office.  Your  priority  duties 
will  be  to  implement  policy  for  claims 
and  underwriting  functions.  Experience 
working  with  an  insurance  company  in 
Group  Health  Claims  Adjudication  and 
an  understanding  of  Group  Life 
Underwriting  a definite  advantage. 

This  position  will  be  interfacing  with  all 
levels  of  Management  at  the  Regional 
Home  Office  on  a continuing  basis  as 
well  as  with  Senior  Management  in  New 
York  City.  The  ability  to  communicate 
well  both  verbally  and  in  writing  is  a 
must. 

In  addition  to  your  insurance 
responsibilities,  the  new  Physician  will 
also  be  responsible  for  employee  health 
and  will  supervise  a nurse. 

The  Guardian  is  one  of  the  largest  Life 
and  Health  Insurersin  the  United  States 
with  assets  exceeding  $10  billion.  We 
offer  a competitive  salary  and  excellent 
benefits  that  are  among  the  best  in  the 
Insurance  Industry  today. 

If  you  have  the  qualifications  we  are 
seeking  and  are  interested  in  this 
assignment,  please  send  your 
curriculum  vitae  along  with  your  salary 
requirements  to: 

Kevin  Gitter 

Human  Resources  Administrator 

^ The  Guardian* 

The  Guardian  Insurance  Company 
2300  E.  Capitol  Drive 
Appleton,  WI  54915 

Equal  Opportunity  Employer 


Physicians  Exchange 

Continued 

CV  to  the  Emergency  Resources  Group, 
509  W.  Montclaire  Avenue,  Milwaukee, 
Wisconsin,  53217.  7,9/94 

FAMILY  PRACTICE  PHYSICIAN 

needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwestern 
Wisconsin  community  of  8,000  with  serv- 
ice area  of  40,000,  located  on  the  door- 
step of  Wisconsin's  fabulous  lake  coun- 
try. Practice  medicine  in  a small  family- 
oriented  community  within  two  hours 


Excellent  practice  opportunities  in 
Minnesota  and  Western  Wiscon- 
sin communities.  Primary  care 
and  specialties.  For  more  infor- 
mation, call  1-800-248-4921. 

8-12/94 


DISSATISFIED  WITH 
YOUR  PRACTICE? 
OB/GYN,  FP,  IM,  GS,  PEDS,  etc. 


2700  Midwest  opportunities 
7500  throughout  the  U.S. 

We're  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic.  You 
don't  need  to  contact  numerous 
recruiters  we  can  place  you  any- 
where. Whether  you  want  better 
hospital  support,  facilities,  time 
off,  remuneration  or  lifestyle  we 
have  the  opportunity  for  you  in  a 
solo,  group,  or  employee  practice. 


WISCONSIN 

Milwaukee 

Sheboygan 

Beloit 

Madison 

Kenosha 


NATIONAL 

Indianapolis 

Chicago 

Pittsburgh 

Cincinnati 

Jacksonville 


Confidential  * References 
(No  cost  to  you  - our  clients  pay  all 
costs) 

The  Curare  Group,  Inc. 

(800)  880-2028,  FAX:  (812)  331-0659 
P.O.  Box  5642 

Bloomington,  IN  47407-5642 
(M-F  9:00-8:00,  Sat  12:00-5:00) 

10/93-9/94 


of  Minneapolis/ St.  Paul.  Competitive 
salary  and  excellent  fringe  package.  Send 
CV  to  James  A.  Volk,  MD,  Medical  Di- 
rector, PO  Box  3217,  Eau  Claire,  WI  54702- 
3217;  ph  715-836-8552.  8-12/94 

GENERAL  SURGEON/FAMILY 
PRACTICE/OB-GYN/INTERNAL 
MEDICINE  to  join  progressive  13-phy- 
sician group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 
and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022. 715- 
425-6701.  8/94-1/95 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 


Family  Practice  Madison  Area 

* several  opportunities 

* large  call  groups 

* full  lab  & xray 

* 210  physician  multi-specialty  group 

* guaranteed  salary  with  incentives 

* full  benefit  package 

* Immediate  Care  also  available 
Send  CV  to: 

Laurie  Glowac 

Physicians  Plus  Medical  Group 
345  W.  Washington  Avenue 
Madison,  WI  53703 
or  call  collect:  (608)  252-8580 

1-12/94 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

8-10/94 


PPS  for  PSP** 

(pyS  \V|  * Practices  Seeking  Physicians 

v > Physicians  Seeking  Practices 

Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791*  Brookfield,  WI  530084)791 

1-800-747-0606  (4 14)  784-9524 
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Physicians  Exchange 

Continued 

tice  in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapo- 
lis/St. Paul.  Primarily  prepaid  practice 
with  large  component  FFS.  Highly  com- 
petitive salary  with  excellent  fringe  bene- 
fits. Practice  quality  care  in  good  recrea- 
tional area.  Send  CV  to  James  A.  Volk, 
MD,  Medical  Director,  PO  Box  3217,  Eau 
Claire,  WI 54702-3217;  ph  715-836-8552. 

8-12/94 

VENTURE  NORTH  TO  THE  NORTH- 
WEST SUBURBS  OF  THE  TWIN  CIT- 
IES, MINNESOTA.  Full  and  part-time 
positions  available  for  BC/BE  physicians 
in  FP,  IM  & OB/GYN  and  for  physician 
assistants  and  nurse  practitioners.  Get 
back  on  course  with  the  owned  and  af- 
filiated clinics  of  North  Memorial  Medi- 
cal Center.  Choose  large,  small,  urban  or 
semi-rural  practices.  Plus,  receive  up  to 
15,000  (Extenders  up  to  $10,000)  on  start 
date  through  our  community  service 
program.  If  interested,  send  CV  or  call  in 
confidence:  North  Medical  Programs, 
North  Memorial  Medical  Center,  3300 
Oakdale  Avenue  North,  Robbinsdale, 
MN,  55422-2900.  800-275-4790.  8-12/94 

NATIONWIDE  - Opportunities  for  the 
following:  IM,  FP,  OB/GYN,  PED,  ONC, 
CD,  and  more.  Send  CV  to  Stan  Kent, 
Stan  Kent  & Associates,  P.O.  Box  904, 
Tremont,  IL  61568,  or  call  800-831-5679, 
FAX  309-925-5842.  5-12/94 

THE  WAUSAU  MEDICAL  CENTER 
is  seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  In- 
ternal Medicine,  Family  Medicine,  Ob- 
stetrics/Gynecology, Occupational 
Medicine  and  Urology.  Large  multi- 
specialty group  located  in  central  Wis- 
consin. Competitive  salary  (incentive 
after  first  year).  Comprehensive  benefit 
package  including  malpractice  insur- 
ance, flexible  benefit  plan  and  profit 
sharing.  Modem  facility  located  directly 
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Hospital  Medical  Staff  Section 
24th  Assembly  Meeting 
December  1-5,  1994 
Sheraton  Waikiki  Hotel 
Honolulu,  Hawaii 


Send  a representative  from  your  hospital  medical  staff  and  physician  organization  to  the 
1994  Interim  American  Medical  Association  Hospital  Medical  Staff  (AMA-HMSS)  Assembly  Meeting 
held  on  December  1-5  in  Honolulu.  Aside  from  participating  in  the  development  of  AMA  policy, 
representatives  will  have  an  opportunity  to  network  with  colleagues  dialogue  with  the  AMA  Board 
of  Trustees,  and  hear  the  latest  news  and  information  on  healt  h system  reform. 

With  a changing  health  care  environment,  broader  diversity  within  the  physician  population,  limited 
resources,  and  an  overriding  need  for  unity  of  purpose  and  action  by  organized  medicine,  the  AMA 
has  undertaken  a study  of  the  Federation. 

The  study,  involving  county,  state  and  specialty  societies,  the  AMA,  and  other  related  organizations, 
intends  to  uncover  useful  information  for  developing  ways  to  increase  membership,  member 
participation,  and  advocacy  as  well  as  improve  communications,  medical  society  performance,  and 
resource  utilization. 

Project  leaders  have  asked  the  AMA-HMSS  to  participate  in  the  process  because  it  effectively 
represents  grassroot  physician  concerns.  Input  from  each  HMSS  representative  also  will  be  extremely 
valuable  in  defining  organized  medicine  in  the  future. 

The  1994  Interim  AMA-HMSS  Assembly  Meeting  Education  Program  will  host  the  Consortium  study. 
Data  collected  and  analyzed  will  facilitate  the  following  objectives: 

• Identify  current  and  future  needs,  expectations,  and  preference  of  physicians  and  others  for 
organized  medicine; 

• Explore  membership  ideas  and  options; 

• Assess  how  medical  societies  relate  to  each  other — including  ways  to  be  more  supportive,  avoid 
duplication  of  effort,  leverage  strengths,  and  better  address  weaknesses: 

• Discover  whether  there  are  better  tools/technologies  that  medical  societies  can  use  to  communicate 
with  one  another  and  their  members;  and 

• Enable  medical  societies  to  work  smart  in  a more  focused  and  purposeful  way. 

Plan  to  participate  in  the  Federation  Consortium  on  Friday,  December^  from  2:30  to  5:30  pm  in 
Honolulu,  Hawaii.  Mahalo! 
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The  new  math:  Kids  + Guns  = Dead 


Richard  G.  Roberts,  MD,  JD 


This  issue  of  the  Wisconsin  Medi- 
cal Journal  is  dedicated  to  a 
single  idea:  Wisconsin's  physicians, 
together  with  their  communities,  can 
heal  the  terrible  wound  called  gun 
violence  and  children.  The  stark 
numbers  tell  only  part  of  the  story 
— firearms  are  the  second  leading 
cause  of  death  for  our  young  people, 
killing  an  average  of  80  Wisconsin 
children  each  year.  The  other  part  of 
the  tragic  story  is  the  incalculable 
pain  reflected  in  the  faces  of  the  sur- 
vivors: a scarred  generation  of  kids 
who  have  been  injured  by  gunfire  or 
robbed  of  the  security  of  a safe  child- 
hood; bereaved  parents,  families  and 
friends  who  have  grieved  the  stolen 
promise  of  their  youth. 

On  the  surface,  the  solution  to 
gun  violence  seems  seductively 
simple:  eliminate  guns,  or  at  least 
eliminate  them  from  the  hands  of 
children.  On  deeper  reflection 
however,  the  complexities  become 
apparent:  the  ready  availability  of  5 
million  firearms  in  Wisconsin's 
homes,  the  controversies  inherent 
in  the  Second  Amendment's  consti- 
tutional "right  to  bear  arms,"  the 
American  culture  of  violence.  For 
the  individual  physician,  it  can  feel 
overwhelming  to  take  on  an  ailment 
that  may  seem  more  the  province  of 
criminologists,  psychologists,  soci- 
ologists or  theologists.  What  can 
doctors  do  about  this  sickness  of  the 


soul  that  af- 
flicts us? 

We  can  be- 
gin to  think 
about  firearm 
violence  as  the 
public  health 
problem  it  has 
become.  Ris- 
ing mortality 
rates  caused  us 
to  shift  our  ap- 
proach on  mo- 
tor vehicle 
crashes  from 
that  of  automo- 
biles as  a trans- 
portation prob- 
lem to  cars  as  a 
public  health 
problem.  The 
result  was  im- 
proved road 
design,  safety 
belts,  air  bags 
and  drunk 
driving  laws-- 
and  a contin- 
ued decline  in 
injuries  and  fa- 
talities. 

Learning  a new  calculus 
to  deal  with  gun  violence 

We  must  look  beyond  the  conven- 
tional wisdom  and  accurately  de- 
scribe the  vital  statistics:  68%  of 


firearm  deaths  are  suicides,  28%  are 
homicides  (half  of  which  are  com- 
mitted by  family  members  or 
friends),  and  3%  are  accidents.  Most 
Continued  on  next  page 
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Public  awareness 

The  CHILD  SAFE  program  was  timed  for  October  to  coincide  with 
Children's  Health  Month  and  the  proximity  to  hunting  season,  when 
more  weapons  are  brought  out  of  storage.  Over  the  next  month,  a 
number  of  public  service  announcements  on  gun  violence  and  children 
and  CHILD  SAFE  will  be  aired  on  radio  stations  across  Wisconsin. 
Television  stations  will  also  provide  air  time  on  the  issue  and  partici- 
pate in  a trigger  lock  distribution  program.  Trigger  locks  can  improve 
the  safety  of  a weapon  and  can  serve  as  a symbol  of  the  importance  of 
firearm  safety. 

Community  matching  grants 

County  medical  societies  and  their  physicians  can  apply  for  matching 
funds  to  help  initiate  local  projects  to  address  the  problem  of  firearms 
and  children. 

Physician  and  patient  brochures 

Pamphlets  to  provide  information  on  firearm  injuries  and  safety  have 
been  compiled  for  physicians.  A patient  version  has  also  been  created. 

Resource  center 

The  State  Medical  Society  has  been  collecting  scientific  literature  and 
other  materials  for  use  by  members.  A physician  or  county  medical 
society  can  call  Lynn  Sherman  (800-362-9080)  to  inquire  about  the 
types  of  programs  to  curb  gun  violence  that  have  been  tried  elsewhere. 

Speakers  Bureau 

A list  of  physicians  across  Wisconsin  with  expertise  on  the  topic  of 
firearm  injuries  is  available.  These  experts  are  willing  to  speak  to 
physician  audiences,  schools  or  civic  groups. 

Legislative  initiatives 

The  SMS  expects  to  have  a bipartisan  proposal  introduced  when  the 
Legislature  convenes  early  in  1995  that  would  require  firearms  dealers 
to  distribute  a trigger  lock  with  the  sale  of  a weapon. 


victims  are  male  (88%);  nearly  half 
are  younger  than  30.  An  even  better 
understanding  of  the  dimensions  of 
the  problem  could  be  achieved 
through  a firearm  injury  registry. 

We  can  help  to  penetrate  the  sense 
of  denial  and  inevitability  that  ex- 
ists. Much  as  for  the  patient  with 
alcoholism,  physicians  can  start  the 
healing  by  confronting  the  problem, 
describing  its  characteristics  and 
offering  hope  that  something  can  be 
done  about  it.  An  inquiry  about 
firearms  can  raise  a patient's  aware- 
ness of  a potential  problem.  Advice 
on  weapon  and  ammunition  secu- 
rity, gun  safety,  depression  recogni- 
tion, and  conflict  resolution  can 
improve  chances  for  survival. 

We  will  need  to  develop  thera- 
peutic alliances  with  our  patients 
and  our  communities.  The  job  is  too 
big  for  doctors  to  tackle  alone.  The 
new  health  care  team  on  gun  vio- 
lence must  include  law  enforcement 
officials,  school  teachers  and  admin- 
istrators, hunters,  parents,  clergy, 
civic  groups  and  young  people.  We 
must  engage  our  communities  in  a 
dialogue  to  understand  the  local 
manifestations  of  the  gun  violence 
epidemic.  Each  community's  "di- 
agnosis" is  likely  to  be  unique-  while 
common  attributes  will  be  found 
across  communities,  the  conflicts, 
susceptibilities,  resources,  and  re- 
siliencies will  differ. 

Applying  the  new  calculus 
in  Wisconsin:  CHILD  SAFE 
CHILD  SAFE,  Children's  Health 
Initiative  with  Local  Doctors  to 
support  Safety  and  Firearm  Educa- 
tion, has  been  developed  by  the  State 
Medical  Society  to  address  the  issue 
of  firearm  injuries  and  children.  Ap- 
proved by  the  Executive  Committee 
and  Board  of  Directors,  CITILD  SAFE 
is  the  result  of  the  creative  ideas  of 
many  physicians,  SMS  commissions 
and  staff.  The  potential  impact  of 
CHILD  SAFE  has  been  magnified 
by  an  educational  grant  of  $100,000 
from  the  foundation  of  Blue  Cross 


Blue  Shield  United  of  Wisconsin. 
CHILD  SAFE  has  several  elements 
that  address  the  strategies  that  arise 
out  of  a new  calculus 

Finding  the  Solution 
CHILD  SAFE  is  the  first  step  in  a 
journey.  We  should  not  be  discour- 
aged because  the  journey  may  seem 
long  or  difficult.  Polio  terrorized 
families  in  the  fifties  and  its  cure 
seemed  an  impossible  dream. 
Medicine  helped  to  show  the  way 
then  to  a healthier  childhood.  We 


should  not  be  deterred  because  we 
will  need  new  skills  to  inform  and 
motivate  communities.  Our  tradi- 
tion, and  our  salvation,  as  a profes- 
sion has  been  a willingness  to  walk 
down  a difficult  road  and  create  the 
knowledge  and  skills  needed  to 
reach  a better  place.  That  place  is  a 
Wisconsin  where  children  are  safe 
because  better  ways  were  found  to 
deal  with  depression  or  resolve  dis- 
putes than  the  immediate  finality  of 
a gun  blast. ❖ 
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Introducing  AMA  Purchase  Link 
The  Breakthrough  Purchasing 
Program  for  Office-Based 
Physicians: 

AMA  Purchase  Link1-  the  new  program 
developed  by  AMA  Resources,  Inc.  in 
cooperation  with  Henry  Schein,  Inc.  - 
leverages  the  combined  buying  power  of 
AMA  members  into  one  large, 
purchasing  group  - for  unsurpassed 
savings. 

Only  AMA  Purchase  Link m delivers: 

• Guaranteed  low  prices. 

• Broad  product  selection  of  over 
18,000  items  in  stock. 

• Free  shipping  for  AMA  members. 

• Rapid  turnaround  - with  most  orders 
shipped  same  or  next  day. 

• Responsive,  personalized  service. 

Activate  Your  Free 
Membership  Now! 

Joining  AMA  Purchase  Link ' is  free. 

There  are  no  membership  fees.  No 
minimum  purchases.  No  complicated 
rules. 

To  begin  enjoying  your  guaranteed  low 
prices  and  time-saving  benefits,  call  the 
toll-free  number: 

1-800-772-4346  8a.m. -9p.m.  ET 
or  write: 

AMA  Purchase  Link"1 
200  N.  LaSalle  Street 
Suite  500 

Chicago,  IL  60601-9456. 

AMA  Purchase  Link:1" 

It’s  your  link  to  greater  savings. 


AMAPurchaselink 


© 1994  AMA  Resources,  Inc. 

A Subsidiary  of  the  American  Medical  Association 


EVP  report:  The  view  from  here 

An  ounce  of  prevention  is  worth  a pound  of  government 


Earlier  this  month,  SMS  Presi- 
dent Rich  Roberts,  MD,  JD, 
kicked  off  the  Society's  new  gun 
safety  program  called  Child  Safe. 
Reaction  to  the  program  has  been 
overwhelmingly  positive  and  has 
generated  several  new  efforts  by 
physicians  at  the  county  level  to  start 
similar  programs. 

A public  spirited  grant  of  $100,000 
from  the  foundation  of  Blue  Cross 
and  Blue  Shield  United  of  Wiscon- 
sin made  the  magnitude  of  the  pro- 
gram possible. 

On  a drive  back  from  the  Ash- 
land County  Medical  Society  meet- 
ing, I reflected  on  some  other  social 
problems  that  incur  health  care  costs- 
-problems  with  which  we,  as  indi- 
viduals, have  choices  to  make. 
Making  the  right  choices  will  result 
in  healthier  and  more  productive 
lives,  as  well  as  a reduction  in  health 
care  spending.  Too  often,  too  many 
of  us  are  making  the  wrong  choices. 
It's  not  a definitive  list,  but  here  are 
some  of  our  errors  and  their  esti- 
mated costs: 

Choosing  to  smoke 

The  average  smoker  will  soak  up 
$6,239  in  excess  heal  th  expend  i tu  res 
over  his  or  her  lifetime.  The  direct 
costs  of  health  care  delivered  be- 
cause of  tobacco-induced  morbidity 
and  mortality— that  is,  physician 
office  visits,  medications,  hospitali- 
zations, surgery,  etc— are  estimated 
to  be  approaching  $35  billion  per 
year.  The  annual  smoking-related 
health  care  expenditures  by  the 
federal  government— that  is,  by  us 
taxpayers— through  Medicare  and 
Medicaid  is  $4.2  billion. 

There  is  $39.2  billion  we  spend 
for  health  care  every  year  simply 
because  we  choose  to  begin  and 
continue  smoking.  (If  we  add  the 
$61  billion  estimated  indirect  cost  of 
smoking  through  lost  productivity. 


Thomas  L.  Adams , CAE 

wages  and  taxes,  and  of  premature 
death,  we  find  that  this  lifestyle 
choice  is  costing  us  more  than  $100 
billion  annually.  All  things  consid- 
ered, according  to  the  CDC,  the  cu- 
mulative burden  of  smoking  on  the 
US  economy  is  $500  billion  per  year.) 

Choosing  to  drink  too  much 

We  wink  at  it,  we  joke  about  it,  we 
glamorize  it  and  we  deride  the 
"prudes"  who  warn  us  about  its 
dangers,  but  our  choice  to  continue 
tipping  the  bottle  beyond  reason- 
able limits  is  costing  us  58.2  billion 
health  care  dollars  every  year.  That 
figure  includes,  among  other  things: 
stays  in  specialty  institutions,  short- 
stay  hospitals,  nursing  home  care, 
physician  and  other  professional 
services,  prescription  drugs,  and 
support  costs.  On  any  given  day, 
somewhere  between  25%  and  40% 
of  the  patients  in  general  hospital 
beds  are  being  treated  for  complica- 
tions of  alcoholism. 

One  of  the  uglier  aspects  of  this 
particular  lifestyle  choice  is  that  it  so 
easily  and  so  often  adversely  affects 


the  health  of  people  in  addition  to 
those  abusing  their  beverages.  The 
CDC  estimates  that  in  1987,  alcohol 
abuse  caused  30,000  deaths  from 
unintentional  injuries— falls,  fires, 
drownings,  etc— and  17,700  from 
intentional  injuries— homicides  and 
suicides.  The  treatment  costs  for  fetal 
alcohol  syndrome  alone  reach  $1.6 
billion  annually. 

That  puts  the  health  care  costs  of 
alcohol  abuse  at  $59.8  billion,  and 
the  Department  of  Health  and 
Human  Services  (DHHS)  estimates 
the  total  annual  economic  cost  at 
$85.8  billion. 

Choosing  to  abuse  drugs 
In  1990,  some  20,000  deaths  were 
attributed  to  the  illegal  use  of  drugs. 
The  average  US  hospital  delivers 
104  cocaine-addicted  babes  each 
year,  and  the  direct  and  indirect 
health  care  cost  of  drug  abuse  in 
America  is  $10.6  billion.  The  DHHS 
puts  the  total  annual  economic  bur- 
den of  drug  abuse  at  $58.3  billion. 
The  health  care  costs  of  AIDS  associ- 
ated with  drug  abuse  is  $1  billion  a 
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year,  which  brings  us  to  another  set 
of  lifestyle  choices. 

Choosing  unsafe  sex 
Our  decisions  to  have  multiple  part- 
ners and  unprotected  sex  is  costing 
us  money,  and  not  just  from  caring 
for  AIDS  patients.  The  teenage  preg- 
nancy rate  in  the  United  States  is  2.5 
times  that  of  Canada  and  Great  Brit- 
ain, and  the  unwanted  babies,  abor- 
tions, and  many  sexually  transmit- 
ted diseases  incur  health  care  (and 
other)  costs.  I don't  have  a dollar 
figure  for  it,  but  various  studies  es- 
timate that  unprotected  sexual  in- 
tercourse led  to  30,000  deaths  in  1990, 
including  deaths  fromcervical  can- 
cer, hepatitis  B and  AIDS. 

Choosing  to  be  coach  potatoes 
I don't  have  a dollar  figure  for  the 
health  care  costs  for  poor  diet  and  a 
sedentary  lifestyle,  but  studies  have 


associated  them  with  22%  to  30%  of 
deaths  from  cardiovascular  prob- 
lems, 20%  to  60%  of  fatal  cancers, 
and  30%  of  deaths  from  diabetes. 

Choosing  to  sue 

Defensive  medicine  is  costing  $15.1 
billion.  Enough  said. 

Choosing  to  act  violently 

Some  $5.3  billion  are  spent  each  year 
to  treat  health  problems  created  by 
street  and  domestic  violence. 

This  edition  of  the  WMJ  is  dedi- 
cated to  the  health  problems  created 
by  the  unsafe  storage  and  use  of 
firearms.  In  it,  you  will  learn  that 
firearm-related  injuries  are  the  sec- 
ond leading  cause  of  death  (motor 
vehicle  crash  injuries  are  first)  among 
children  ages  10  to  19.  You  will  also 
learn  that  more  than  half  the  rifles 
and  handguns  in  the  nation  are  kept 
unlocked— and  more  than  a quarter 


of  the  handguns  are  kept  loaded. 

Shooting  victims  alone,  in  1992, 
cost  us  $3  billion  in  medical  care, 
emergency  services  and  claims  proc- 
essing. The  average  hospital  charge 
for  treating  a child's  gun  injury  is 
more  than  $14,000-and  about  half 
of  that  is  paid  by  Medicaid  or  ab- 
sorbed as  charity  care. 

Lost  wages  add  another  $34  bil- 
lion to  the  gun  injury  bill,  but  our 
decision  to  settle  our  differences  with 
violence  also  costs  us  billions  for 
criminal  investigations,  prosecu- 
tions, jailing  offenders  and  rehabili- 
tating victims. 


Our  lifestyle  choices  with  regard 
to  smoking,  drinking,  drug  abuse, 
unprotected  sex,  litigation,  and  vio- 
lence costs  us  $131  billion  in  health 
Continued  on  next  page 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
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5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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Opinion  policy 

Opinions  expressed  in  the  Voice  of  the  SMS  section  reflect  the  official  policy  of 
the  State  Medical  Society  of  Wisconsin. 

Editorials  are  signed  by  the  authors.  These  opinions  are  the  authors'  and 
do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  editorials  is 
reserved  for  members  of  the  WMJ  editorial  board,  editorial  associates  and  SMS 
elected  officials. 

Letters  are  signed  by  the  authors.  These  opinions  are  the  authors'  and  do 
not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  letters  is  open  to 
the  public,  but  letters  are  limited  to  500  words  and  subject  to  review  by  the  WMJ 
editorial  board.  Write  to:  Wisconsin  Medical  Journal,  PO  Box  1109,  Madison,  WI 
53701. ❖ 


Continued  from  preceding  page 
care  dollars  each  year— nearly  15% 
of  total  annual  health  care  expendi- 
tures. How  much  more  do  we  spend 
for— among  other  choices— choosing 
not  to  eat  and  exercise  as  we  know 
we  should,  for  choosing  not  to  wear 
seat  belts  or  helmets,  for  choosing  to 
pollute  our  water  and  air,  and  for 
choosing  not  to  learn  or  take  time  to 
relax? 

And  that  is  just  for  the  direct 
health  care  costs.  The  total  dollar 
drain  on  our  nation,  on  our  culture, 
is  clearly  many  times  that.  And  the 
cost  in  human  terms— in  pain,  in  grief, 
in  fear,  in  lost  love,  humor,  and  crea- 
tivity—is  incalculable.  And  if  we 
could  calculate  it,  the  tally  would  be 
too  hideous  to  contemplate. 


We  Americans  can  have  health 
system  reform,  complete  with  huge 
cost  savings  (not  to  mention  health- 


ier, happier  lives),  right  now.  No 
government.  No  taxes.  No  regula- 
tions. Just  choices.  Our  choices. ❖ 


Editorials 

A clarification  of  WMJ  policy 


It  is  important  for  readers  to 
understand  the  scope  of  the 
WM/Editorial  Board's  mission.  The 
editorial  board,  chaired  by  the 
medical  editor,  is  responsible  for 
soliciting  and  screening  all  scien- 
tific, special  and  soundings  articles. 
Although  letters  to  the  editor  and 
editorials  are  reviewed,  and  subject 
to  comment,  by  the  medical  editor, 
all  signed  expressions  of  opinion 
belong  to  the  author(s),  and  neither 
the  WMJ  nor  the  SMS  take  responsi- 
bility. 

Although  feature  articles  in  the 
socioeconomic  and  organizational 
sections  are  reviewed,  and  subject 
to  comment,  by  the  medical  editor, 


they  are  approved  for  publication 
by  the  WMJ  publisher  and  editors— 
and  other  SMS  staff,  as  needed— and 
not  by  the  WMJ  Editorial  Board. 
Modern  medicine  being  what  it  is, 
the  line  between  socioeconomics  and 
scientific  medicine  is  sometimes 
fuzzy.  Some  of  the  WMJ  socioeco- 
nomic articles  have  seemed,  to  some 
readers,  scientific  enough  in  nature 
as  to  warrant  review  by  the  Edito- 
rial Board.  We  are  in  the  process  of 
identifying  guidelines  that  will  help 
determine  which  papers  are  more 
appropriate  for  the  scientific  section. 

In  my  opinion,  any  manuscript 
that  makes  a specific  recommenda- 
tion for  patient  care,  or  reports  data 


regarding  a specific  disease  entity 
with  generalizations  and  recommen- 
dations regarding  therapy— in  short, 
any  paper  that  contains  methods, 
results,  and  comments— should  be 
reviewed  by  the  Editorial  Board. 

Our  intent  is  to  work  out  a method 
by  which  the  WMJ  can  provide 
timely,  insightful  papers  regarding 
medicine's  relationship  with  social 
and  economic  issues  while  preserv- 
ing the  high  standards  and  editorial 
integrity  of  its  scientific  papers. 
Comments  from  WMJ  readers  are, 
as  always,  most  welcome. 
—Richard  D.  Sautter,  MD 
Medical  Editor*:* 
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Everyone  Out  Of  The  Pool! 

Worker’s  Compensation  Coverage 


That’s  what  some  Worker’s  Compensation  insurers  are  telling 
clinics  and  physicians  throughout  Wisconsin.  These  companies 
want  to  reduce  their  risk  by  eliminating  certain  classes  of 
employees  and  sizes  of  risk  from  their  Worker’s  Compensation 
pool.  In  your  case,  this  includes  physicians,  clinic  employees, 
and  related  medical  service  personnel. 

This  is  not  the  case  with  SMS  Insurance  Services  and  the 
Dodson  Group.  We  want  you  in  our  pool.  That’s  because 
SMS  Insurance  Services  and  the  Dodson  Group  specialize 


in  Worker’s  Compensation  coverage  for  the  medical 
community.  SMS  Insurance  Services  also  offers  Medical 
Professional  Liability,  a Professional  Office  Policy,  and 
umbrella  coverage.  Our  Worker’s  Compensation  program 
is  endorsed  by  the  State  Medical  Society. 

You  can  swim  with  the  sharks  or  come  where  your 
coverage  is  safe.  For  more  information  about  our  Worker’s 
Compensation  and  other  SMS  Insurance  Services  medical 
liability  programs,  contact: 


SMS 


INSURANCE  SERVICES,  INC. 

Wisconsin  based  - physician  owned  - committed  to  serving  you. 


P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 


Soundings 

The  tragedy  of  gun  violence 


Wanda  Lavendel  Bincer,  MD,  Madison 

The  support  group  meets  every 
third  Sunday  of  the  month 
and  gives  members  an  opportunity 
to  talk  about  pain  and  despair  and 
helps  them  cope.  The  anguish  that  is 
most  frequently  discussed  is  not  a 
symptom  of  a physical  illness  but  it 
is  nevertheless  caused  by  a frighten- 
ing epidemic  raging  through  the 
country,  an  epidemic  of  violence. 

The  group  consists  of  family  mem- 
bers of  victims  of  homicide.  The 
homicides  are  most  often  caused  by 
guns,  though  some  are  the  result  of 
drunken  driving  and  other  kind  of 
violence.  The  majority  of  the  group 
members  are  parents  whose  sons  or 
daughters  have  been  murdered, 
some  are  spouses,  siblings  or  chil- 
dren of  parents  who  have  been  killed 
by  violent  means. 

I am  a member  of  this  group. 

In  a society  where  grief  is  not  a 
welcome  subject  and  where  sadness 
is  poorly  tolerated,  the  group  pro- 
vides a safe  and  caring  place  to  share 
experiences  and  information,  as  well 
as  to  express  the  pain  and  anger  felt 


by  many.  It  is  here  that  happy  memo- 
ries of  dear  ones  who  were  mur- 
dered are  lovingly  shared.  This  is 
also  the  place  where  the  frustration 
with  the  criminal  justice  system  is 
understood  and  the  feeling  that  our 
system  favors  the  defendant  and  that 
the  the  victim  has  no  voice,  is  ex- 
pressed and  validated. 

The  support  group  I am  describ- 
ing is  the  Central  Wisconsin  Chap- 
ter of  Parents  of  Murdered  Children 
and  Other  Survivors  of  Homicide 
Victims.  The  group  meets  at  Meriter 
Hospital  in  Madison,  which  is  being 
kind  enough  to  provide  us  with  a 
meeting  room. 

POMC  is  a national  organization 
founded  by  Charlptte  and  Bob 
Hullinger  after  their  19-year-old 
daughter  was  murdered.  They  found 
themselves  alone  and  isolated  with 
their  sorrow  until  they  were  able  to 
connect  with  other  couples  who 
shared  their  grief.  Bob  Hullinger,  a 
minister,  discovered  that  the  clergy 
did  not  offer  them  much  support  or 
understanding,  nor  were  health  pro- 


fessionals, including  psychothera- 
pists, any  more  informed  about  be- 
reavement after  murder. 

The  Hullingers'  search  for  people 
who  understood  and  were  willing 
to  hear  about  their  tragic  experience 
started  a national  network  of  survi- 
vors and  an  organization,  which 
today  has  chapters  and  contact 
people  in  almost  every  state. 

Even  today,  although  progress 
has  been  made  in  research  on  both 
post  traumatic  stress  syndrome  and 
bereavement  associated  with  it,  very 
few  professionals  are  aware  of  the 
needs  of  victim  families  or  feel  com- 
fortable enough  to  be  able  to  help 
them. 

Most  of  us  do  not  expect  our  per- 
sonal lives  to  be  affected  by  vio- 
lence, nor  are  we  prepared  when 
tragedy  strikes.  It  was  a Monday  af- 
ternoon in  March  1983  and  I was  in 
my  office  with  a patient  when  I was 
urgently  interrupted  by  my  recep- 
tionist and  told  that  my  eldest  child 
and  only  daughter  was  killed.  That 
was  the  worst  moment  of  my  life:  a 
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moment  I would  give  anything  to 
erase. 

I have  had  to  learn  to  live  with  the 
fact  that  my  lovely  daughter  was 
shot  execution  style  in  her  apart- 
ment, having  been  bound,  gagged 
and  blindfolded  by  her  murderers, 
who  have  not  been  caught  to  this 
day.  I learned  about  the  existence  of 
Parents  of  Murdered  Children  soon 
after  Yvonne's  death,  and  came  to 
appreciate  the  support  and  com- 
passion of  those  who  came  there 
before  me.  I also  realized  that  my 
friends  and  family  were  unable  to 
give  me  the  understanding  and  sup- 
port I needed  at  the  time  and  this 
lead  to  the  birth  of  the  chapter  in 
Madison. 

Because  gun  violence  has  so 
changed  my  life,  I welcome  the  call 
of  SMS  President  Richard  G.  Roberts, 
MD,  JD,  to  physicians  to  fight  the 
rise  of  death  and  injury  from  gun 
violence  and  to  raise  public  aware- 
ness of  its  tragic  consequences.  Also, 
I want  to  take  this  opportunity  to 
urge  my  colleagues  to  be  especially 
sensitive  to  the  bereaved  families  of 
victims  of  crimes  and  to  the  fact  that 
most  never  recover  completely  after 
their  loss. 

In  1992,  there  were  220  murders 
in  Wisconsin  and  23,760  homicides 
nationally.  In  1993,  there  was  a 25.5% 
increase  in  homicides  committed  by 
juveniles.  We  read  daily  of  children 
killing  and  being  killed  by  gunfire. 
Statistics  tell  us  how  many  lives  have 
been  taken,  but  they  can  not  tell  us 
how  many  other  lives  have  been 
destroyed  or  affected  by  these  sense- 
less acts  of  violence.  We  are  hardly 
ever  told  of  the  resulting  and  per- 
manent grief  and  sense  of  loss  fami- 
lies are  left  with  or  the  frequently  re- 
sulting illness  or  even  suicide.  Nor 
is  there  much  written  or  statistics 
given  of  the  talent  and  potential  of 
so  many  who  might  have  become 
writers,  scientists,  doctors,  artists, 
and  others  who  could  have  contrib- 
uted to  our  society. 

While  gun  violence  is  changing 
lives,  many  of  us  are  still  untouched 


by  this  epidemic  and  unwilling  to 
confront  it.  Those  supporting  the 
right  to  bear  arms  speak  of  the  in- 
convenience of  a wai  ting  period  and 
do  not  seem  as  equally  concerned 
with  the  right  of  every  individual  to 
life  and  safety. 

Entertainment  bombards  us  with 
violence  as  a solution  to  most  prob- 
lems without  giving  equal  time  to 
its  long-term  consequences.  Mur- 
der as  entertainment  is  very  popu- 
lar in  our  society.  We  have  dinner 
games  like  "How  to  Host  a Murder" 
or  "Murder  a la  Carte"  sold  at  de- 
partment stores  or  bookstores  that 
bear  names  like  "Booked  for  Mur- 
der." Television  shows  and  movies 
are  full  of  bloody  shootings,  even 
cartoons  contain  violence,  but  none 
of  them  deal  with  the  consequences 
of  the  destruction  they  so  irrespon- 
sibly portray. 


Guns  and  me 

S.  Roger  Hirsch,  MD,  Milwaukee 

I HAVE  PRACTICED  MEDICINE  for  30 
years  in  a field  which  is  not 
related  to  either  the  medical  or  sur- 
gical treatment  of  trauma.  I am  not 
knowledgeable  in  the  field  of  fire- 
arms or  their  place  within  American 
society.  Yet,  I have  more  knowledge 
of  the  effect  of  guns  on  human  life, 
human  behavior,  and  human  death 
then  virtually  anyone  who  might 
read  this  paper.  I have  never  owned 
a gun  and  have  only  fired  a few  mili- 
tary weapons  on  a target  range 
during  basic  training  in  the  Army 
Reserve.  How  then,  can  such  a poor 
background  in  this  field  result  in 
enough  expertise  to  expound?  I will 
tell  you. 

Six  years  ago,  my  beautiful  26- 
year-old  daughter  purchased  a .22 
caliber  pistol  from  a gun  store,  placed 


I am  deeply  concerned  with  what 
I see  as  a lack  of  compassion  and  hu- 
manity  in  our  lives  and  a lack  of  con- 
cern and  responsibility  for  ourselves 
and  others.  At  the  same  time,  we 
seem  to  under-value  our  inner 
strength  and  resilience  and  our  abil- 
ity to  survive  and  overcome  the 
greatest  obstacles.  Our  popular  cul- 
ture, widely  disseminated  by  the 
media,  urges  us  to  be  rich  and  suc- 
cessful, and  to  win  at  any  price.  The 
price  we  pay  is  usually  very  high. 

As  a psychiatrist,  I see  how  the 
lack  of  a supportive  community,  the 
influence  of  image,  and  superficial 
values  affect  people's  lives  daily.  I 
believe  that,  in  general,  we  don't 
allow  enough  time  to  listen  to  each 
other  or  ourselves,  and  that  is  at  the 
root  of  many  of  our  problems,  which 
in  turn  lead  to  alienation  and  too 
often,  to  violence. 


the  barrel  in  her  mouth,  and  pulled 
the  trigger. 

When  her  life  ended,  my  life  went 
black.  From  disbelief,  to  denial,  to 
crushing  unending  grief,  I have 
wandered  since.  Between  numbing 
reality  and  recurrent  forays  into  the 
maelstrom  depths  of  depression  and 
hostility,  I have  searched  for  a rea- 
son, a sensible  excuse,  an  answer, 
not  succumbing  to  guilt  but  result- 
ing in  a luminous  solution  for  pre- 
vention. Prevention  of  other  trage- 
dies from  firearms,  prevention  of 
more  stinging  pain  among  the  liv- 
ing, is  the  only  good  that  can  come 
from  my  daughter's  death. 

An  analysis  of  her  mental  state 
and  the  conditions  of  her  life  would 
be  indicated  from  a medically  scien- 
Con Hinted  on  next  page 
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tific  point  of  view.  For  physicians, 
this  venue  might  yield  the  most  fruit. 
But  I am  not  looking  for  a medical 
solution.  Physicians  are  privy  only 
to  the  minority  of  situations  that 
lead  to  firearm  violence. 

The  solution  must  lie  in  the  rec- 
ognition by  society  that  handguns 
serve  no  useful  purpose  in  our  pres- 
ent milieu.  Handguns  are  indicated 
for  the  military,  the  police,  and  for 
individuals  in  unusual  occupations 
where  use  of  fatal  force  might  be 
necessary  for  protection.  For  the  vast 
remainder  of  citizens  other  forms  of 
non-lethal  personal  protection  are 
available. 

No  jingoistic  slogans  by  political 
lobbying  groups  can  alter  the  fact 
that  handguns  are  manufactured  for 
sale  at  a profit  to  individuals  who 
intend  to  inflict  great,  if  not  fatal, 
harm  to  other  individuals.  Other- 
wise, why  use  them?  Res  ipsa  loqui- 
tor! 

No  physician,  regardless  of  his  or 
her  skill  or  humanity,  can  completely 
reverse  the  physical  damage  or 
mental  agony  that  results  from  a 
gunshot  wound.  We  as  physicians, 
however,  have  more  ability— nay, 
more  duty— to  communicate  to  our 
legislators  the  need  for  controls  over 


the  sales  and  distribution  of  hand- 
guns. Currently,  the  health  reform 
debate  centers  on  cost-containment 
by  diminished  fees  to  hospitals  and 
physicians,  as  well  as  by  managing 
(rationing)  the  distribution  of  medi- 
cal services.  A significant  decrease 
in  the  cost  of  health  care  can  only 
stem  from  the  alterations  of  life  habits 
of  individuals.  Where  better  to  start 
than  restriction  of  the  availability  of 
a common  cause  of  death  and  what 
is  financially  worse,  long-term  dis- 
ability? It  is  insane  to  pass  a bill  con- 
cerning medical  care  for  and  dis- 
abilities from  gunshot  wounds  and 
not  oppose  the  cause  of  the  condi- 
tion. 

When  the  authors  of  the 
Constitution  granted  us  to  bear  arms, 
I am  sure  they  could  not  have  had  in 
mind  the  adolescent  shootings  and 
drive-by  deaths  by  gunshot  occur- 
ring with  increased  frequency  all 
over  the  country.  Their  thought  was 
that  a fledgling  republic  should  not 
be  placed  at  risk  by  having  an  un- 
armed population.  We  are  no  longer 
a fledgling  republic,  and  I don't  think 
our  government  is  a dictatorship 
against  which  we  must  defend  our- 
selves. We  have  defended  ourselves 
in  four  terrible  conflicts  in  the  last  50 
years  without  requiring  arming  of 


the  citizenry. 

Banning  the  sale  of  handguns 
bears  the  same  relationship  to  death 
and  injury  from  gunshots  as  pro- 
phylaxis for  AIDS  or  vaccination  for 
common  childhood  diseases  and 
other  serious  illnesses.  A handgun 
ban  cannot  be  left  out  of  general 
health  reform  because  it  is  a pre- 
ventable cause  of  death  and  finan- 
cial stress  on  the  back  of  every  citi- 
zen. 

It  is  entirely  possible  that  my 
daughter  could  have  taken  her  life 
in  some  other  fashion  if  she  desired. 
The  finality,  however,  of  using  a 
handgun  because  of  it's  great  focus 
of  power  is  dearly  greater  than  if 
some  other  method  was  used. 
Knives,  poisons  jumping  from 
heights,  mishandling  a vehicle, 
hanging,  electrocution  are  all  deadly 
means  of  accomplishing  the  same 
end,  but  none  has  the  absolute  final- 
ity of  a bullet.  Pressing  a trigger 
seems  to  require  less  bravery  then 
using  a knife  or  jumping  from  a 
building.  Using  a gun  is  too  easy 
and  too  available. 

In  the  name  of  humanity,  in  the 
name  of  grief,  in  the  name  of  medi- 
cal and  financial  responsibility,  in 
the  name  of  parenthood,  ban  the 
sale  of  handguns. ❖ 


Stuttering  didn’t  stop 
Winston  Churchill 


And  it  need  not  stop  you.  The  newly 
revised  seventh  edition  of  Self- 
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how  stutterers  can  help  themselves. 
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Firearm  injuries  among  children  and  adolescents: 
I.  The  facts 


Although  injuries,  both  intentional  and  unintentional,  are  the  major  cause 
of  death  of  children  under  age  19,  the  rate  of  death  from  motor  vehicle 
injuries  has  fallen  during  recent  years,  while  the  rate  of  injury  death  from 
violence  is  increasing.  This  increase  in  death  rate  is  a reflection  of  greater 
availability  of  handguns  in  our  society  and  greater  numbers  of  handgun- 
related  deaths.  This  article  examines  the  facts  related  to  firearm  death  and 
injury  among  America's  youth.  Physicians  need  to  be  armed  with  the 
facts  to  lead  the  forces  to  remove  handguns  from  the  environment  of 
children.  Wis  Med  J.1994;93(10):511-515. 


Murray  L.  Katcher,  MD,  PhD,  Madison 


CHILDREN  AND  ADOLESCENTS  in  the 

United  States  are  killed  with 
guns  at  a much  higher  rate  than 
older  Americans  and  young  persons 
from  other  countries.  National  sta- 
tistics, as  well  as  those  in  Wisconsin, 
show  a trend  toward  increasing  fire- 
arm-related deaths  among  young 
people,  especially  among  urban 
black  males.  For  example,  in  1987, 
1,300  males  younger  than  19  were 
murdered  in  the  United  States  with 
guns.  During  the  same  year,  in 
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Australia,  Canada,  England,  France, 
Japan,  Sweden,  Wales,  and  West 
Germany  combined,  fewer  than  80 
males  in  this  age  group  were  mur- 
dered with  guns.1,2 

In  1990,  in  the  United  States, 
19,722  persons  age  1 to  34  years  died 
as  a result  of  firearm  injury,  account- 
ing for  17.6%  of  all  deaths  in  that  age 
group.  Among  those  10  to  14  years 
old,  560  died  from  a firearm  injury 
(one  out  of  every  eight  deaths)  and 
among  teenagers  15  to  19  years  and 
young  adults  20  to  24  years,  ap- 
proximately one  of  every  four  deaths 
were  firearm  related.3 

Among  teenagers  15  to  19  years, 
60%  of  black  male  deaths  were  from 
firearm  injury,  compared  with  23% 
of  white  male  deaths.  For  females  15 
to  19  years,  22%  of  deaths  among 
black  females  and  10%  of  deaths 
among  white  females  were  firearm 
related.3 

Deaths  related  to  firearms  are 
often  categorized  as  unintentional 


("accidental")  and  intentional  or 
violent  (homicides  and  suicides). 
This  categorization  may  become 
unclear  when  an  unintended  victim 
is  shot,  such  as  in  a drive-by  shoot- 
ing. Among  teenagers  15  to  19,  82% 
of  homicides  were  associated  with 
firearms  (91  % and  77 % among  black 
males  and  white  males  respectively); 
for  suicides,  corresponding  figures 
were  76%  and  69%.  The  1990  fire- 
arm death  rate  per  100,000  is  shown 
in  the  table.  The  rate  rises  with  age 
and  peaks  at  20  to  24  years. 

By  age  10  to  14,  the  firearm  death 
rate  for  black  males  is  more  than 
twice  the  rate  for  white  males  and 
black  females,  and  10  times  the  rate 
for  white  females.  At  ages  15  to  19, 
firearm  death  rates  were  highest  for 
black  males  (119.9  per  100,000). 3 


Death  rates  for  firearm  injuries  by 
age  group:  United  States,  1990. 

Age 

Deaths 

(years) 

(per  100,000  population) 

1-4 

0.6 

5-9 

0.7 

10-14 

3.3 

15-19 

23.5 

20-24 

28.1 

25-34 

21.8 

Wisconsin  Medical  Journal  • October  1994 


511 


Similar  but  less  pronounced  rates 
occur  in  Wisconsin.4 

Race  and  gender  differences  vary 
by  manner  of  firearm-related  death. 
For  young  children  ages  1 to  4 and  5 
to  9 years,  firearm  homicide  rates 
among  black  children  were  higher 
than  rates  for  white  children;  how- 
ever, there  were  no  significant  racial 
differences  in  unintentional  firearm 
mortality.  By  ages  10  to  ^signifi- 
cant differences  in  firearm  homi- 
cide rates  by  race  and  gender  occur. 
The  firearm  homicide  rate  for  black 
males  10  to  14  age  was  more  than 
five  times  the  rate  for  white  males 
(6.9  compared  with  1.3),  and  the  rate 
for  black  females  was  approximately 
eight  times  the  rate  for  white  fe- 
males (3.1  compared  wiht  0.4).  At 
ages  15  to  19,  black  male  homicide 
was  11  times  the  rate  for  white  males 
(105.3  compared  with  9.7),  and  the 
black  female  rate  was  five  times  that 
of  white  females  (10.4  compared 
with  2.0).  Unlike  homicide,  firearm 
suicide  was  higher  for  white  males 
than  for  black  males  at  ages  15  to  19 
(13.5  compared  with  8.8).3 

From  1985  to  1990,  the  total  fire- 
arm death  rate  among  teenagers 
increased  77%  to  23.5  deaths  per 
100,000,  the  highest  level  to  date. 
Although  all  race-gender  groups 
increased,  the  largest  increase  was 
noted  for  black  males  (from  46.5  to 
119.9).  The  black  teenage  male  fire- 
arm homicide  rate  nearly  tripled  to 
105.3  per  100,000.  At  the  same  time, 
firearm  homicide  rate  for  white 
males  and  black  females  doubled, 
rising  to  9.7  and  10.4  per  100,000,  re- 
spectively. Although  the  firearm 
suicide  rate  among  black  teenage 
males  was  much  smaller  than  the 
homicide  rate,  it  increased  63%  to 
8.8  per  100,000.  In  comparison,  the 
white  teenage  male  firearm  suicide 
rate  increased  by  25%. 3 

Among  all  teenagers  15  to  19,  39% 
more  deaths  occurred  from  firearms 
than  from  natural  causes.  From  1988 
to  1990,  the  firearm  death  rate  in- 
creased 48%,  while  the  natural  cause 
death  rate  declined  12%.  Among 


black  teenage  males,  the  firearm 
death  rate  was  2.8  times  the  natural 
cause  death  rate  in  1988  and  4.7  times 
in  1990.  Firearms  are  the  second 
leading  cause  of  death  (after  motor 
vehicle  related  fatalities)  for  chil- 
dren ages  10  to  19.  Among  black 
males,  firearm  injuries  were  the  lead- 
ing cause  of  death  among  children 
and  young  adults  ages  10  to  34  years. 
For  children  10  to  14  years,  30% 
more  deaths  occurred  from  firearms 
than  from  motor  vehicle  related  in- 
juries.3 

Firearms  and  youth  homicide 
If  all  Americans  were  killed  at  the 
same  rate  as  young  black  males, 
260,000  Americans  would  die  from 
gun  shots  each  year.  For  black 
males  15  to  19  and  20  to  24  years, 
firearm  homicide  was  the  single 
leading  cause  of  death,  with  more 
than  three  times  the  number  of  motor 
vehicle  deaths.  Firearm  homicide 
was  also  the  leading  cause  of  death 
at  ages  25  to  34  years,  with  12%  more 
deaths  them  from  HIV.  Firearm  death 
rates  are  increasing  yearly,  with  an 
average  of  4%  per  year  increase  for 
white  males  ages  15  to  19.3 

With  increasing  availability  of 
handguns  in  the  environments  of 
children,  arguments  that  in  the  past 
were  often  settled  with  fists  are  now 
settled  with  guns,  thereby  increas- 
ing the  risk  of  disability  or  death 
from  injury. 

Firearms  and  youth  suicide 

Suicide  attempts  among  teenagers 
often  fail,  but  the  presence  of  a gun 
nearly  guarantees  death.  On  aver- 
age, one  adolescent  10  to  14  years 
commits  suicide  with  a gun  every  6 
hours— approximately  1,500  lives 
lost  annually.3  After  car  crashes 
and  homicides,  suicide  is  the  third 
leading  cause  of  death  among  ado- 
lescents and  young  adults  in  the 
United  States.  From  1953  to  1978, 
suicide  rate  among  young  people 
tripled,  almost  entirely  due  to  an 
increase  in  the  firearm-related  sui- 
cides.5 One  study  showed  that  91% 


of  suicide  attempts  with  guns  were 
successful  in  comparison  to  23%  of 
suicide  attempts  with  poisons,  and 
4%  of  suicide  attempts  with  knives; 
thus,  primary  prevention  is  essen- 
tial/’ Those  who  keep  guns  in  their 
homes  are  at  much  greater  risk  of 
having  a suicide  in  their  home  than 
those  who  do  not.7-8 

Firearms  and  unintentional  injury 
Only  a small  percentage  of  firearm- 
related  deaths  among  children  are 
unintentional,  and  most  can  be  pre- 
vented. Since  many  guns  are  kept 
loaded  within  reach  of  children, 
children  are  at  higher  risk  of  being 
killed  or  injured  by  a gun  if  their 
parents  own  one.  In  the  United  States 
in  1990,  4,941  children  under  age  19 
died  from  gun  shot  wounds;  538 
were  shot  unintentionally.3  For  ev- 
ery one  of  these  unintentional  gun 
deaths,  at  least  five  nonfatal  injuries 
occur.  Most  children  unintention- 
ally kill  themselves  or  other  chil- 
dren while  they  are  at  play  with  a 
gun  found  in  their  home  or  in  the 
home  of  a relative  or  friend.910 

Estimates  indicate  there  are  more 
than  200  million  firearms  in  US 
homes,  49  million  of  which  are  hand- 
guns.1112 A Gallup  study  showed 
that  more  than  half  of  all  handgun 
owners  keep  their  guns  loaded  at 
least  some  of  the  time,  and  another 
study  showed  that  53%  of  gun 
owners  surveyed  did  not  keep  their 
guns  locked  up.13-14 

A loaded  gun  in  the  household 
may  bring  a family  more  danger 
than  protection.  In  fact,  in  homes 
where  weapons  were  kept,  for  ev- 
ery homicide  as  a result  of  self  pro- 
tection, 1 .3  unintentional  deaths,  4.6 
criminal  homicides,  and  37  suicides 
occurred— an  overall  ratio  of  43  to 
l.15 

If  a gun  is  used  in  an  occurrence 
of  domestic  violence,  the  likelihood 
of  one  of  the  two  participants  being 
murdered  is  12  times  greater  than  if 
another  type  of  weapon  is  used.15 

In  a recent  one-week  survey  of  29 
pediatric  practices,  consisting  of 
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5,233  respondent  families,  gun  own- 
ership was  reported  in  37%.  Of  these, 
26%  were  rifles,  17%  were  hand- 
guns, 32%  were  other  powder  fire- 
arms, and  5%  were  non-powder  fire- 
arms such  as  BB  guns;  13%  of  those 
with  guns  had  at  least  one  of  them 
unlocked  and  loaded  (unlocked 
rifles,  52%;  handguns,  51%;  loaded 
rifles,  3%;  and  guns,  27%).  Storage 
of  52%  of  these  is  in  the  bedroom 
and  19%  in  the  basement.16 

It  is  estimated  that  30%  of  all  un- 
intentional shootings  could  be  pre- 
vented by  the  presence  of  trigger 
locks  and  loading  indicators. 
Childproof  safety  devices  could 
prevent  every  unintentional  shoot- 
ing in  which  a child  under  6 killed 
themselves  or  others,17  but  few  guns 
have  these  devices;  no  law  requires 
them. 

Firearms  in  schools 

Teenagers  who  carry  guns  for  pro- 
tection, to  intimidate  others,  or  to  be 
like  peers,  also  bring  them  to  school 
for  these  same  reasons.  The  violence 
of  our  society  is  spilling  over  into 
the  classrooms  where  fear,  rather 
than  learning,  is  generated.  A recent 
national  youth  risk  behavior  survey 
found  that  one  in  20  students  car- 
ried a firearm,  usually  a handgun,  in 
the  previous  30  days.18  In  Seattle, 
half  of  the  11th  grade  students  hav- 
ing handguns  said  that  they  got  the 
gun  from  parents  or  from  a friend.19 
Metal  detectors  are  increasing  in  re- 
sponse to  guns  in  school,  and  stu- 
dents caught  carrying  guns  on 
campus  are  immediately  expelled, 
thus  forcing  the  student  out  onto  the 
street  where  increased  danger  is  cre- 
ated. 

Firearms  and  crime 

Most  crimes  do  not  result  in  homi- 
cides and  most  homicides  do  not 
occur  during  the  commission  of 
another  crime.  A readily  accessible 
gun,  however,  can  turn  a highly 
charged  violent  nonlethal  situaiion 
into  a homicide.  Approximately  42% 
of  murders  (3  times  as  many)  take 


place  during  arguments,  compared 
with  14%  during  robberies.20 

It  is  estimated  that  half  of  all 
American  households  have  guns.21-22 
Although  many  of  these  were  pur- 
chased for  hunting  or  protection, 
the  purpose  can  often  be  forgotten  if 
a depressed  or  enraged  family  mem- 
ber is  present.  Half  of  the  people 
who  shoot  and  kill  family  members 
state  afterwards  that  they  did  not 
intend  to  do  so  when  they  drew 
their  weapons.23  Also,  even  experi- 
enced gun  owners  can  have  their 
gun  turned  against  them  by  an  as- 
sailant. 

Guns  are  five  times  more  deadly 
than  knives.24  A person  with  a gun 
does  not  need  to  be  particularly 
angry,  nor  is  a direct  interaction  with 
the  victim  even  necessary  for  kill- 
ing; all  the  person  needs  to  do  is  pull 
the  trigger. 

Gun  sales 

Minimal  federal  regulations  exist  on 
the  sale  of  firearms.  A license  is  easy 
to  obtain,  and  firearm  availability 
rate  has  paralleled  the  rising  fire- 
arm homicide  and  suicide  rates.23  In 
1994,  more  than  255,000  Americans 
had  a federal  license  to  sell  guns.  In 
1991,  approximately  92,000  applied 
to  get  a new  or  renewal  of  a federal 
firearms  license,  and  only  52  were 
denied.26  Although  only  machine 
guns,  silencers,  short-barreled  rifles 
and  shotguns,  and  "destructive  de- 
vices" (bombs  and  grenades)  are 
required  to  be  registered  with  the 
government,  80%  of  all  gun  crimes 
are  committed  with  ordinary  hand- 
guns.27 American-made  guns  are  not 
subject  to  the  safety  standards  of  the 
Consumer  Product  Safety  Commis- 
sion; it  has  no  authority  to  regulate 
firearms. 

Costs  of  firearm  violence 
Taxpayers  bear  most  of  the  medical 
costs  for  shooting  victims.  In  1990, 
approximately  $2.3  to  $2.9  billion  of 
direct  costs  (hospitals  and  long-term 
care,  physician  and  other  profes- 
sional services,  rehabilitation,  men- 


tal health  care,  medications,  emer- 
gency transportation,  medical  equip- 
ment, and  supplies)  and  at  least  $20 
billion  of  indirect  costs  (morbidity 
costs  [the  value  of  days  lost  from 
usual  activities  due  to  injury]  plus 
mortality  costs  [the  current  mone- 
tary value  of  future  output  lost  due 
to  premature  death])  were  consumed 
by  the  victims  of  gun  violence.28-29-30 
Adding  the  value  of  quality  of  life 
lost  yields  total  gunshot  losses  esti- 
mated at  $112  billion,  including  $33 
billion  in  costs  for  victims  under  age 
22.  For  youth  victims,  60%  of  the 
costs  resulted  from  assault  and 
homicide,  20%  from  suicide,  and  20% 
from  unintentional  woundings.30 

In  a recent  study  of  44  acute  care 
children's  hospitals,  average  hospi- 
tal charges  for  treating  a child's  gun 
injury  were  more  than  $14,000,  and 
approximately  half  of  the  bills  were 
paid  by  Medicaid  or  assumed  as 
charity  care.31  A recent  Los  Angeles 
Times  article  traced  the  costs  of  a 12- 
year-old  receiving  a spinal  cord  gun 
shot  wound  injury  at  greater  than  $1 
million  for  criminal  investigation, 
prosecution,  medical  bills,  rehabili- 
tation, and  lost  wages.32  These  costs 
were  all  paid  by  taxpayers. 

Individual  trauma  centers  lose 
millions  of  dollars  each  year  treat- 
ing gunshot  wound  patients.  This 
type  of  loss  may  force  trauma  cen- 
ters to  close;  in  Los  Angeles  County 
from  1985  to  1989,  10  of  23  trauma 
centers  closed  for  financial  reasons.33 
No  federal  taxes  on  guns  are  desig- 
nated for  medical  care  of  victims  of 
gun  violence;  rather,  revenues  are 
required  to  go  to  hunting-related 
activities.-34 

Summary 

More  than  5,000  children  under  age 
19  years  die  annually  of  firearm  in- 
juries in  the  United  States.  Many 
more  children's  lives  are  affected  by 
firearm-related  deaths  and  injuries 
to  the  more  than  33,000  adult  rela- 
tives, friends,  and  neighbors  in  their 
lives.35  The  cost  of  firearm  violence 
exceeds  $20  billion  annually,  much 
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of  which  is  borne  by  society  in  gen- 
eral. 

The  majority  of  firearm-related 
injuries  and  deaths  involve  hand- 
guns. The  American  Academy  of 
Pediatrics,  in  a 1992  statement  on 
firearm  injuries,  concluded  that  the 
"surest  way  to  reduce  the  effects  of 
firearm-related  trauma  on  children 
is  to  remove  handguns  from  the  en- 
vironment in  which  children  live 
and  play."36 

Physicians  have  an  important  role 
to  play  in  decreasing  the  availability 
and  accessibility  of  handguns  to  chil- 
dren and  thereby  preventing  fire- 
arm-related injury  and  death.37 
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Firearm  injuries  among  children  and  adolescents: 
II.  The  physician's  role  in  prevention 


Murray  L.  Katcher,  MD,  PhD,  Madison 

Firearm-related  injury  is  a major  public  health  problem  in  the  United 
States.  Many  children  are  exposed  to  handguns  in  their  own  homes  and 
in  homes  where  they  play  and  visit.  By  use  of  anticipatory  guidance  and 
preventive  counseling  in  the  office,  physicians  can  educate  their  patients 
about  the  danger  to  the  family  (especially  to  children)  of  having  a gun  in 
the  home.  If  patients  keep  a gun  at  home,  they  should  be  counseled  to 
empty  it  and  lock  it  up.  Physicians  also  have  the  opportunity  to  be  strong 
public  advocates  for  establishing  policies  that  lead  to  increased  gun  safety 
in  the  community.  Wis  Med  J.1994;93(10):515-519. 


IN  many  urban  and  rural  emer- 
gency rooms  in  the  United  States, 
firearm  injuries  and  death  have 
become  a daily  occurrence.  In  1988, 
one  of  six  pediatricians  reported 
treating  a child  for  a gun-related 
injury.1  As  firearm-related  injuries 
and  death  have  emerged  as  major 
public  health  problems,  physicians 
have  sought  solutions  to  prevent 
these  tragedies.  A companion  ar- 
ticle reviews  the  facts  related  to  fire- 
arm injuries  among  children  and 
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adolescents.2  Estimates  indicate 
there  are  more  than  200  million  fire- 
arms in  the  United  States,  including 
handguns  in  one  of  four  households.3 
This  article  examines  how  physi- 
cians can  contribute  to  violence 
reduction  by  addressing  the  issue  of 
these  guns  in  the  environments  of 
children. 

Parents  often  do  not  realize  that 
they  are  exposing  their  children  to 
danger  by  keeping  loaded,  acces- 
sible firearms  in  the  home.  Although 
it  is  commonly  thought  that  keep- 
ing a gun  at  home  will  protect  the 
family  members  from  crime,  stud- 
ies suggest  that  keeping  a gun  at 
home  may  be  a great  danger  to  family 
members  and  acquaintances,  in 
terms  of  homicides,  suicides,  and 
unintentional  injuries.4  Guns  may 
also  be  taken  by  children  from  the 
home  into  the  community,  where 
they  pose  a danger  to  others.  If  a gun 
is  kept  at  home,  it  should  be  emp- 
tied and  kept  locked  up;  bullets 


should  never  be  in  proximity  to  the 
gun. 

Parents  must  also  recognize  that 
their  children  could  be  shot  in  an- 
other person's  home.  Approximately 
40%  of  shootings  occur  in  the  homes 
of  friends  or  relatives,  according  to 
some  news  reports.5  But  most  par- 
ents are  unaware  of  the  presence  of 
guns  or  how  they  are  stored  in  places 
where  their  children  play.  Young 
children  have  limited  capability  for 
comprehension  of  the  danger  of 
guns,  and  are  innately  curious.  Since 
firearm  injuries  are  usually  very 
serious,  medical  care  is  often  too 
late  to  save  victims;  therefore,  we 
must  focus  on  primary  prevention 
of  gunshot  injuries.  If  a child  handles 
a loaded  gun  ei'eri  once,  it  could  end 
a life. 

Patient  counseling 

Since  patients  often  look  to  physi- 
cians for  health  messages,  physicians 
can  provide  guidance  to  parents 
about  firearm-injury  prevention 
strategies,  as  well  as  about  other 
injury  prevention  strategies  aimed 
at  drowning,  poisoning,  and  motor 
vehicle  injury.  To  convey  preven- 
tion messages  effectively,  physicians 
need  to  be  armed  with  the  facts  about 
gun-related  suicide,  homicide,  and 
unintentional  shootings,  as  well  as 
about  guns  in  the  schools.2  This  in- 
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Table  1.— Mnemonic  for  counseling  patients  about  guns6 


G.  Is  there  a gun  in  your  home? 

U:  Are  you  around  users  of  alcohol  or  other  drugs? 

N:  Do  you  feel  a need  to  protect  yourself? 

S:  Do  any  of  these  situations  apply  to  you? 

• Have  you  seen  or  been  involved  in  acts  of  violence? 

• Have  you  or  someone  you  know  experienced  sadness,  depression, 
or  mental  illness? 

• Do  you  have  school-age  children  or  adolescents  in  your  home? 


formation  may  be  given  in  an  initial 
family  interview  or  as  part  of  ongo- 
ing anticipatory  guidance  in  the 
office.  Such  counseling  may  increase 
awareness,  result  in  behavioral 
change,  and  save  lives.  It  may  be 
directed  at  parents  and  adolescents, 
especially  those  of  high  risk  (with 
depression,  aggressive  behavior,  or 
suicidal  thoughts). 

What  to  say  to  parents 

As  part  of  routine  safety  counseling, 
patients  should  be  advised  to  make 
their  homes  gun  free.  If  a clinically 
depressed  person  is  at  home,  the 
risk  to  that  family  is  increased  in  the 
presence  of  a gun,  even  if  the  gun  is 
locked  up.  Guns  are  dangerous 
household  products  and  should  be 
locked  up,  just  as  poisons  are  locked 
up;  bullets  should  be  locked  and 
stored  in  a separate  place.  Parents 
should  also  explain  to  children  that 
guns  are  extremely  dangerous  and 
they  should  never  touch  a gun  in 
their  own  home  or  in  anyone  else's 
home. 

Preteens  and  teenagers  may  be 
confused  by  the  violence  that  they 
see  on  television  and  in  the  movies. 
Children  often  do  not  comprehend 
the  fatal  irreversible  consequences 
of  gun  violence.  Parents  should  help 
their  children  realize  that  media 
violence  is  fantasy  rather  than  real. 

Parents  must  realize  that  they 
cannot  count  on  even  well-behaved 
children  to  be  safe  around  loaded 
accessible  guns  in  the  home.  Even 
though  parents  discuss  gun  safety 
with  their  children,  they  must  al- 


ways take  precautions  for  safe  stor- 
age of  guns.  With  easy  access  to 
guns,  it  is  no  longer  just  the  troubled 
child  who  carries  a gun;  the  main- 
stream teenager  may  feel  peer  pres- 
sure to  handle  a gun  or  take  it  from 
the  home.  Normal  teenage  behavior 
includes  the  challenging  of  rules, 
experiencing  mood  swings,  and 
acting  without  giving  thought  to 
consequences.  Preteens  and  teen- 
agers, especially  boys,  may  see  guns 
as  symbols  of  power  and  a means  to 
settle  fights.  Parents  should  talk  to 
teens  about  alternative  ways  to  solve 
problems. 

Parents  must  also  be  cautious  in 
allowing  teenagers  to  participate  in 
shooting  sports.  They  should  con- 
sider the  child's  personality  before 
allowing  him  or  her  to  handle  a fire- 
arm, even  in  a well  supervised  situ- 
ation. Angry  and  aggressive  chil- 
dren should  not  handle  firearms 
under  any  circumstances. 

How  to  say  it 

The  method  of  office  counseling  is 
of  great  importance.  The  physician 
should  attempt  to  be  nonjudgmen- 
tal  and  avoid  political  controversy. 
7 he  physician  is  usually  not  an  expert 
on  guns,  but  may  be  an  expert  on 
children  and  teens.  First,  ask  about 
the  possibility  of  a firearm  injury; 
then  keep  the  message  clear  and 
simple:  "A  gun  is  the  most  danger- 
ous consumer  item  in  the  home. 
Guns  and  ammunition  should  be 
made  inaccessible.  If  you  keep  a gun, 
empty  it  out  and  lock  it  up."  Be  a 
good  listener  and  a good  advisor, 


and  respond  with  sensitivity.  Be 
particularly  careful  when  dealing 
with  the  family  of  an  aggressive 
child,  one  with  suicidal  thoughts,  or 
depression.  Knowing  the  facts  will 
give  you  increased  comfort  with 
counseling. 

In  regions  where  gun  ownership 
is  prevalent,  the  risk  is  high,  and 
counseling  becomes  more  impor- 
tant-even for  families  that  do  not 
own  guns.  Since  children  may  be 
injured  in  homes  other  than  their 
own,  parents  should  be  encouraged 
to  talk  to  the  parents  of  children 
with  whom  their  child  plays  or  vis- 
its. The  physician  can  suggest  that 
the  parents  ask  others,  "Have  you 
heard  about  all  these  kids  getting 
shot  in  accidents?  Despite  my  warn- 
ings, Joey  seems  fascinated  with 
guns,  so  I worry  what  might  happen 
if  he  comes  across  one  somewhere. 
Incidently,  do  you  keep  a gun  in 
your  house?"  Parents  also  should 
talk  to  their  children  about  risk  of 
gun  injury  outside  the  home- 
places  where  they  may  visit  and 
play.  May,  et  al,6  have  suggested 
using  the  mnemonic  "GUNS"  in 
their  discussion  of  prevention  of  gun 
violence  during  patient  encounters 
(Table  1).  Physicians  may  find  this 
very  helpful  in  office  counseling. 

Advocacy  and  gun  policy 
In  addition  tocounseling  patients  in 
the  office,  physicians  can  participate 
in  public  health  activities  focused 
on  community  education,  environ- 
mental modification,  and  advocacy 
in  the  legislative  and  regulatory 
arenas.  Progress  toward  the  protec- 
tion of  children  and  adolescents  from 
firearm  injuries  will  be  made  slowly 
and  incrementally  by  using  a vari- 
ety of  approaches.  Some  of  the  most 
effective  intervention  strategies  are 
the  most  politically  unpopular  at 
the  present  time;  however,  all  of 
them  have  a primary  focus  on  de- 
creasing the  accessibility  and  availa- 
bility of  handguns  and  ammunition 
in  the  environment  of  children.  As 
health  care  providers  trying  to 


516 


Wisconsin  Medical  Journal  • October  1994 


maximize  the  health  status  of  our 
patients  and  our  community,  we 
have  a responsibility  to  focus  on  this 
important  public  health  problem. 


In  1980,  Baker  and  others  sug- 
gested that  intervention  strategies 
be  considered  in  light  of  the  "lifes- 
pan" of  a gun:  the  manufacture,  sale. 


possession,  and  use.7  This  model  has 
been  developed  further  by  Teret  and 
Wintemute.8  Using  Haddon's  ten 
generic  strategies  to  prevent  injury 


Table  2.— Possible  interventions  to  prevent  firearm  injuries  among  children  and  adolescents.10-12 

• Educate  children  about  the  serious  danger  of  guns. 

• Develop  education  programs  to  promote  nonviolent  resolution  of  arguments  and  use  of  nonlethal  means 
of  self  defense. 

• Enforce  existing  gun  laws  regarding  manufacture,  sale,  and  possession  of  handguns;  adopt  regulation 
under  current  legislation. 

• Prohibit  domestic  manufacturing  and  importing  of  high-risk  firearms  and  ammunition. 

• Hold  manufacturers  and  dealers  liable  for  injury  resulting  from  firearms  they  produce  and  sell. 

• Redesign  bullets  to  reduce  injury  severity  and  ban  hollow-point  bullets. 

• Strengthen  requirements  for  licensed  sellers,  including  liability  for  injury,  tax,  and  after-market  safety 
devices. 

• Establish  a significant  annual  fee  for  a gun  dealer  license. 

• Require  gun  dealers  to  carry  liability  insurance. 

• Regulate  marketing  and  advertising  of  guns. 

• Establish  a national  waiting  period  and  background  check  between  application  to  purchase  and  sale  of 
firearms. 

• Increase  sales  taxes  on  firearms. 

• Improve  weapon-tracing  capabilities. 

• Store  weapons  and  ammunition  in  locked  boxes  separate  from  each  other. 

• Require  new  firearms  to  have  a "child  proof,"  engaged  safety  catch  and  loading  indicator. 

• Encourage  installation  of  trigger  locks  on  firearms  stored  in  the  home. 

• Hold  owner  liable  for  child  and  adolescent  use  of  handguns. 

• Encourage  nonlethal  measures  to  increase  home  security  (eg,  perimeter  lights,  better  locks,  and  alarm 
systems)  and  to  reduce  perceived  need  to  own  weapons  for  protection. 

• Require  firearms  safety  training,  demonstration  of  proficiency,  and  mandatory  licensure  (similar  to  use  of 
automobiles). 

• Delay  driving  privileges  for  juveniles  convicted  of  handgun  possession. 

• Encourage  police  and  others  to  use  non-lethal  weapons  and  techniques  to  control  violent  people  (eg,  pepper 
gas,  bullet  proof  vests). 

• Require  police  to  melt  down  confiscated  firearms. 

• Provide  bullet  proof  barriers  for  cab  drivers,  convenience  store  clerks,  and  other  high-risk  occupations. 

• Establish  gun-free  school  zones. 

• Use  metal  detectors  to  enhance  detection  of  guns. 

• Regulate  long-gun  ownership  and  use. 

• Ban  plastic  handguns  (and  other  toy-like  guns). 

• Establish  legislation  to  reduce  deadliness  of  nonpowder  firearms  (BB  guns). 

• Regulate  gun  imports. 

• Regulate  manufacture,  sale,  and  possession  of  ammunition. 

• Ban  possession  of  handguns  where  there  are  children. 

• Ban  possession  of  handguns  by  minors. 

• Ban  the  sale  and  possession  of  handguns. 

• Ban  manufacture  and  sale  of  assault  weapons. 

• Ban  unlawful  use  of  guns  and  give  mandatory  jail  sentences. 

• Incarcerate  repeat  firearm  offenders  for  longer  periods. 

• Improve  emergency  medical  services,  trauma  care,  and  physical  rehabilitation  services. 
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rate  and  severity  by  breaking  the 
chain  of  injury  causation,9  Keller- 
mann  proposed  another  means  of 
organizing  firearm  injury  preven- 
tion strategies.10  Christoffel  has  pro- 
posed a variety  of  intervention  op- 
tions organized  from  least  restric- 
tive towards  most  restrictive  on  fire- 
arms.11-12 Table  2 provides  a sum- 
mary of  some  intervention  strate- 
gies. 

Some  of  the  intervention  strate- 
gies (bullet  proof  booths  for  clerks  at 
all  night  gas  stations  in  some  neigh- 
borhoods; waiting  period  and  back- 
ground check  between  application 
to  purchase  and  sale)  have  already 
been  implemented,  and  others  are 
currently  being  debated.  Many 
people  feel  that  becoming  armed 
will  deter  crime  and  violence,  while 
others  argue  that  strong  gun  control 
laws  are  needed  to  decrease  firearm 
injuries  and  death.  The  rising  rate  of 
drug  use  and  poverty  both  in  the 
central  city  and  in  rural  areas,  as 
well  as  the  mass  production  of  hand- 
guns and  the  increased  availability 
of  assault  weapons,  will  contribute 
to  a further  increase  in  firearm  in- 
jury. 

Many  of  the  prevention  strate- 
gies so  effective  in  the  control  of 
other  pubic  health  problems  may  be 
applicable  to  the  problem  of  firearm 
injuries.  Prevention  strategies  must 
be  utilized  from  many  perspectives. 
The  best  approach  will  come  from 
collaboration  of  experts  in  the  fields 
of  criminal  violence,  behavioral  sci- 
ence, and  health.  The  politics  of  gun 
control  have  dissuaded  many  from 
applying  their  knowledge  to  this 
area. 

The  American  Academy  of  Pedi- 
atrics has  urged  physicians  and  other 
health  care  providers  to  inform  pa- 
tients and  parents  about  the  dan- 
gers of  having  a handgun  in  the 
home.  Particular  focus  should  be 
placed  on  homes  with  alcohol  or 
drug-related  problems,  and  those 
with  adolescent  boys,  especially 
those  with  a history  of  family  or 
peer  violence,  substance  abuse, 


depression,  previous  suicide  at- 
tempts, or  carrying  of  weapons.  The 
Academy  also  supports  efforts  to 
reduce  romanticization  of  gun  use 
in  the  popular  media,  and  also  urges 
that  educational  gun  safety  pro- 
grams focused  at  children  be  care- 
fully evaluated,  in  order  to  avoid 
those  that  might  inadvertently  en- 
courage or  promote  access  of  fire- 
arms to  children.13-14 

Banning  the  sale  and  possession 
of  handguns  is  receiving  increased 
popularity.  Since  new  gun  sales  have 
been  shown  to  correlate  with  fire- 
arm suicide  and  homicide  rates,15 
banning  sale  and  possession  has  the 
potential  to  reduce  firearm  deaths 
and  injuries.  Because  handguns  are 
so  easily  concealed,  however,  pos- 
session laws  are  difficult  to  enforce. 
Also,  because  so  many  handguns 
are  in  circulation,  the  effect  may  be 
less  than  that  hoped  for.  Gun-return 
and  meltdown  programs  may  be 
important  in  conjunction  with  this 
approach. 

Holding  the  handgun  manufac- 
turer liable  for  injury  caused  by  the 
handgun  may  lead  to  a decrease  in 
the  manufacture  and  availability  of 
guns.  This  approach  has  met  with 
success  both  from  individual  cases16 
and  through  legislation.17 

Summary 

As  more  physicians  are  becoming 
aware  that  injury  and  violence  pre- 
vention is  a major  public  health 
problem,  they  are  viewing  firearm- 
related  injury  prevention  activities 
as  being  within  their  domain.  A 
recent  American  Academy  of  Pedi- 
atrics membership  survey18  showed 
that  92%  of  responders  felt  that  vio- 
lence prevention  should  be  a prior- 
ity issue  among  pediatricians.  One- 
on-one  counseling  within  the  office, 
to  encourage  the  removal  or  safe 
storage  of  guns  and  ammunition  in 
the  home,  is  one  important  preven- 
tion activity  for  the  physician.  The 
physician  may  also  choose  to  sup- 
port one  or  more  of  a wide  variety  of 
"policy"  strategies  that  may  lead  to 


a further  reduction  of  firearms  in 
the  environments  of  children  (Table 
2). 
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EDI 


Electronic  Data 

(Everybody’s  Doing  It) 


Interchange 


Not  quite.  But  physicians  are  discovering 
the  value  of  electronic  data  interchange 
(EDI).  Proservices'  network  for  Wisconsin 
physicians  extends  nationally  to  more  than 
100  payors  - including  private  insurance 
companies.  Medicare  and  Medicaid. 

Proservices  acts  as  your 
clearinghouse: 

• Consolidating  your  claims  submissions 

• Editing  claims  to  reduce  billing  errors 

• Simplifying  compliance  with  Medicare 

• Speeding  claims  payments 

• Saving  administrative  time  and  money 


And  Proservices  gives  you  access  to  eligi- 
bility information,  claims  status  updates 
and  other  reports  useful  in  your  daily 
office  operation.  The  Proservices  network 
works  easily  with  a stand-alone  PC  or 
interfacing  with  your  office  management 
system. 

Proservices  is  endorsed  by  the  State 
Medical  Society  of  Wisconsin. 

Call  Proservices  at  41-1-226-5123.  EDI  for 
the  doctor's  office. 

PROSERVICES 
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...a  promise  to 
defend... 


HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 


^Professional  protection  Exclusively  since  1833 


A+  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  and  Poor’s 


Trends  in  motor  vehicle  and  firearm  deaths  in  Wisconsin: 
an  analysis  for  examining  prevention  strategies 

Stephen  W.  Hargarten,  MD,  MPH,  and  Mallory  O'Brien,  MS,  Milwaukee 


Motor  vehicle  crash  (MVC)  deaths  in  Wisconsin  have  steadily  declined 
since  the  1970s.  Multiple  prevention  strategies  have  been  applied  result- 
ing in  the  lowest  MVC  death  rate  in  30  years.  If  current  trends  continue, 
firearms  will  exceed  MVCs  in  Wisconsin  by  the  year  2001.  Multiple 
prevention  strategies  based  on  the  public  health  model  need  to  be  applied 
to  firearms.  Wis  Med  J.1994;93(10):521-524. 


Motor  vehicle  crashes  (MVC) 
have  been  the  No.  1 injury 
cause  of  death  in  the  United  States 
and  Wisconsin  for  more  than  40 
years.  From  1960  through  1993, 
1,577,709  individuals  died  from 
motor  vehicle  crashes  in  the  United 
States  and  many  more  have  been 
hospitalized  with  millions  of  dol- 
lars spent  in  treating  these  patients.1 
In  the  United  States  for  1992,  there 
were  more  than  39,000  motor  ve- 
hicle crash  deaths,  an  estimated  1.7 
million  disabling  injuries,2  and  an 
estimated  $50  billion  in  economic 
costs.3 

Since  the  1960s,  a public  health 
approach  directed  at  the  host,  agent 
or  vehicle,  and  environment  has 
successfully  begun  to  reduce  motor 
vehicle  crash  deaths  and  injuries  (Fig 
1).  Multiple  strategies  including  seat 
belts,  air  bags,  center-mounted  brake 
lights  along  with  reductions  in  alco- 
hol and  driving,  and  the  building 
and  maintenance  of  safer  roadways 
have  all  significantly  contributed  to 
a reduction  of  motor  vehicle  crash 
deaths  in  the  United  States.  In  the 
United  States,  MVC  deaths  are  at  a 
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30-year  low. 

Many  states  have  experienced 
significant  reductions  in  MVCs  such 
that  MVC  deaths  are  no  longer  the 
leading  cause  of  injury  death.  In 
seven  states  (California,  Louisiana, 
Maryland,  Nevada,  New  York, 
Texas,  Virginia  and  the  District  of 
Columbia),  firearm  injury  deaths 
have  surpassed  motor  vehicle  crash 
deaths  as  the  leading  cause  of  injury 
deaths.4  It  is  estimated  that  by  the 
year  2004,  firearms  will  exceed  MVC 
as  a cause  of  injury  death  in  the 
United  States.5 

An  emerging  injury  problem 
Examining  health  trends  is  an  es- 
sential element  of  public  health. 
Timely  examination  needs  to  be  done 
to  establish  priorities  and  reassess 
resource  allocation.  Successful  in- 
terventions to  the  public  health  prob- 
lem need  to  be  recognized  and  ap- 
plied to  emerging  problems. 

This  paper  describes  motor  ve- 
hicle and  firearm  injury  death  trends 
in  Wisconsin  from  1960  to  1993.  It 
also  outlines  strategies  for  prevent- 
ing and  reducing  firearm  deaths  and 
injuries,  using  the  public  health 
motor  vehicle  crash  paradigm. 

Methods 

Data  was  extracted  from  three 
sources:  1)  the  Wisconsin  Depart- 
ment of  Health  and  Social  Services, 
Division  of  Health,  Center  for  Health 
Statistics,  2)  the  Milwaukee  County 
medical  examiner's  records,  and  3) 


the  Wisconsin  Department  of  Trans- 
portation's traffic  accident  database. 

The  DHSS  data  reviewed  was 
obtained  from  computer  files  of 
statistical  information  from  death 
certificates  for  Wisconsin  residents. 
All  deaths  attributed  to  injury  are 
classified  according  to  International 
Classification  of  Diseases,  Injuries, 
and  Cause  of  Death  (ICD)  "external 
codes."  The  review  included  the  fol- 
lowing ICD  codes:  E-800  to  E-825  for 
motor  vehicle  crash  deaths,  E-965 
for  homicides,  E-955  for  suicides,  E- 
922  for  unintentional  firearm  injury 
deaths,  and  E-985  for  undetermined 
firearm  injury  deaths. 

The  Milwaukee  County  medical 
examiner's  records  were  reviewed 
for  selected  years  for  all  motor  ve- 
hicle crash  and  firearm  injury  deaths. 
In  cases  of  suicide,  homicide  or  any 
death  due  to  injury  occurring  under 
suspicious  circumstances,  Wiscon- 
sin law  requires  the  involvement  of 
a corner  or  medical  examiner. 

Age-  and  sex-specific  data  from 
the  Department  of  Transportation 
was  reviewed  for  selected  years  for 
all  motor  vehicle  crash  deaths.  This 
data  base  is  compiled  from  motor 
vehicle  accident  reports  submitted 
by  state  and  local  law  enforcement 
agencies. 


Host 

A 

Agent/Vehicle  Environment 

Fig  1 - Epidemiologic  model 
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Results 

Since  1960  and  up  to  1993,  there 
have  been  31,811  motor  vehicle  crash 
deaths  in  Wisconsin  compared  to 
12,576  firearm  injury  deaths.  Since 
1960,  motor  vehicle  crash  deaths 
have  initially  risen  then  have  consis- 
tently decreased  since  the  mid-  to 
late-1960s  (Fig  2).  In  1993,  a total  of 
703  motor  vehicle  crash  deaths  were 
recorded,  one  of  the  lowest  figures 
since  1960  and  a decline  of  28%. 
During  this  same  period,  firearm 
injury  deaths  have  steadily  increased 
from  254  in  1960  to  487  in  1993,  a 
92%  increase. 

MVC  deaths  primarily  affect 
young  white  males  aged  15  to  24 
(Table  1).  MVC  death  rates  have 
steadily  declined  since  1980  for  this 
age  group  while  firearm  death  rates 
have  increased.  Between  1980  and 
1993,  firearm  death  rates  for  15-  to 
24-year-old  individuals  increased  by 
43%  compared  to  a 42%  decrease  for 
MVC. 

Firearm  deaths  in  the  15  to  24  age 
group  primarily  affect  black  males 
in  Milwaukee  County  and  white 
males  outside  of  Milwaukee  County. 

Death  rates  from  MVCs  in  Wis- 
consin have  steadily  decreased  since 
1960,  achieving  one  their  lowest 
levels  in  1993,  second  only  to  1992, 
in  more  30  years  (Fig  3).  Using  pro- 
jections of  the  steadily  increasing 


firearms  death  rate  indicates  that 
firearms  will  be  the  No.  1 injury 
death  in  Wisconsin  by  the  year  2001 . 

In  Milwaukee  County,  firearms 
have  been  the  No.  1 injury  death 
since  the  mid-1980s  (Fig  4).  Begin- 
ning in  1960,  an  initial  upward  trend 
and  then  a downward  trend  of  motor 
vehicle  crash  deaths  can  be  noted 
with  71  motor  vehicle  injury  deaths 
occurring  in  Milwaukee  County  in 
1990.  This  placed  MVC  deaths  as  the 
No.  3 cause  of  injury  death  in  Mil- 
waukee County,  preceded  by  falls 
and  firearm  injuries.  Firearm  deaths 
in  Milwaukee  County  account  for 
34%  of  Wisconsin  firearm  deaths. 

Discussion 

Much  of  the  success  for  reducing 
MVC  deaths  can  be  traced  to  the  late 
1950s  and  early  1960s  when  a para- 
digm shift  occurred.  The  public 
health  epidemiological  model  (Fig 
1)  was  applied  to  motor  vehicle 
crashes  and  multiple  prevention 
strategies  emerged  which  addressed 
not  only  the  motor  vehicle  driver, 
the  occupant,  and  "safe"  driving, 
but  also  motor  vehicle  safety  design 
and  the  environment.  This  resulted 
in  increased  attention  to  motor  ve- 
hicle safety  standards  and  safer 
roadways  with  continued  emphasis 
on  driver  safety.  Examples  of  these 
multiple  approaches  include  energy 


absorbing  steering  wheels,  seat  belts, 
air  bags,  center-mounted  brake 
lights,  anti-lock  brakes,  breakaway 
poles,  wider  roadways,  and  energy 
absorbing  barriers  (Table  2). 

Interestingly,  Wisconsin  was  the 
first  state  to  require  seat  belts  in  all 
new  cars  sold  in  Wisconsin  in  1962. 
Two  decades  later,  in  1982,  Wiscon- 
sin enacted  a child  safety  belt  law. 
This  was  followed  in  1987  by  a seat 
belt  law  for  all  citizens.  Combined, 
all  of  these  prevention  strategies 
have  paid  dividends  in  Wisconsin, 
with  MVC  deaths  at  their  lowest 
level  since  1954. 

These  complimentary  public 
health  strategies  combined  with 
traditional  strategies  directed  at  "the 
nut  behind  the  wheel"  such  as  speed 
limit  restrictions,  drunk  driving 
laws,  and  minimum  drinking  age 
requirements,  all  have  contributed 
to  the  decline  in  MVC  deaths. 

Application  to  firearms 
Assuming  continued  trends,  fire- 
arms will  exceed  MVC  deaths  in 
Wisconsin  by  the  year  2001  (Fig  3). 
This  has  already  occurred  in  Mil- 
waukee County.  Intentional  injuries 
(homicides  and  suicides  caused 
primarily  by  firearms)  already  ac- 
count for  more  deaths  in  Wisconsin 
than  MVCs  (818  homicides  and  sui- 
cides v 703  MVC  deaths  in  1993). 

Activities  prohibited  in  the  medi- 
cal literature,  advocating  for  a para- 
digm shift  for  reducing  firearm  in- 
juries and  deaths  has  only  been  re- 
cently suggested.5-7  Multiple  preven- 
tion strategies  using  the  public  health 
model  need  to  be  developed,  ap- 
plied, and  examined  for  their  effec- 
tiveness in  reducing  these  prevent- 
able deaths  and  disabilities.  A para- 
digm shift  needs  to  occur  taking 
firearms  from  a criminal  justice  is- 
sue to  a public  health  issue  amend- 
able to  prevention  strategies  similar 
to  other  public  health  problems. 

Detailed  information  about  fire- 
arm deaths  and  injuries  are  needed. 
Currently,  detailed  information  on 
MVCs  including  occupants,  auto- 


Table  1.  - Wisconsin  firearm*  and  MVC  deaths  (rates)**  age  group  - 15  to  24  year 
olds:  1960  to  1990 


1960 

1970 

1980 

1990 

MVC 

Total 

292  (58) 

404  (52) 

428  (46) 

216  (30) 

Males 

NA 

301 

328 

141 

Females 

NA 

103 

100 

75 

Firearm 

Total 

7(1.4) 

70  (9) 

117(13) 

150  (21) 

Males 

NA 

58 

105 

138 

Females 

NA 

12 

12 

12 

* Includes  homicides,  suicides,  unintentional,  and  undetermined. 
**  Death  rates  per  100,000. 

NA  data  not  available. 
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mobiles,  and  the  environment  is 
available  through  the  national  Fatal 
Accident  Reporting  System.  Wiscon- 
sin, through  the  Department  of 
Transportation,  has  an  Office  for 
Highway  Safety  dedicated  to  ob- 
taining critically  needed  informa- 
tion on  MVCs.  From  this  crash  in- 
formation, recommendations  for 
new  strategies  directed  at  drivers 
and  occupants,  vehicles,  roadways, 
and  emergency  medical  services  can 
be  developed  and  evaluated. 

No  similar  effort  is  currently  in 
place  for  firearm-related  deaths  and 
injuries.  The  Office  of  Justice  Assis- 
tance has  limited  information  on 
homicides.  Firearm  suicides,  how- 
ever, outnumber  firearm  homicides 
2:1  in  Wisconsin.  To  date,  there  is  no 
bureau  or  section  within  the  Divi- 
sion of  Health  or  any  other  state- 
wide Wisconsin  agency  directing 
efforts  toward  reducing  all  firearm 
deaths  and  injuries,  regardless  of 
intent.  Recently,  a call  for  a national 
firearm  injury  reporting  system  has 
been  made.6 

Reducing  firearm  deaths 

Three  public  health  strategies  for 
reducing  firearm  deaths  seem  ap- 
parent. 


Figure  2.  Year 

Fig.  2 - Trends  in  Wisconsin  death  rates -motor  vehicle  crash  and firearm  injury  deaths:  1960- 
1990 


Figure  3. 


Years 


• Recognition  by  health  policy 
decision  makers  that  firearm 
deaths  and  injuries  are  a major 
public  health  problem  warrant- 
ing sufficient  resource  allocation. 

In  a recent  study,9  it  was  noted 
that  during  the  period  of  1989  to 
1992,  there  were  three  measles 
deaths  in  Milwaukee  County.  The 
resource  allocation  for  dealing 
with  this  epidemic  was  $2  mil- 
lion from  the  state  government. 
During  this  same  time,  in  the 
similar  age  group  affected  by 
measles  (0  to  18),  there  were  104 
firearm  deaths  in  Milwaukee 
County.  No  comparable  resource 
allocation  has  been  made  to  ad- 
dress firearm  related  death  in 
children  and  adolescents. 


Fig.  3 - Projected  motor  vehicle  and  firearm  death  rate  trends  in  Wisconsin 


Years 

Figure  4.  *lncludes  homicides,  suicides,  accidental,  & undetermined 

Fig.  4 - Milwaukee  county  death  rate  trends  1960-1990  for  firearm * and  motor  vehicle. 
* Includes  homicides,  suicides,  accidental,  and  undetermined. 
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Table  2.  - Public  health  model  prevention  strategies  MVC  and  firearm 

Host 

Agent/vehicle 

Environment 

MVC  • Vision  testing 

• Seat  belts 

• Breakaway  poles 

for  drivers 

• Air  bags 

• Minimum  drinking  age 

• Drunk  driver  legislation 

Firearm  • Screening  for 

• Loaded  chamber 

• Community  recreation 

felons 

indicators 

areas 

• User  specific 

• Firearm  tax 
identification  system 

• Establish  a statewide  integrated 
firearm  fatality  reporting  system 
within  the  Division  of  Health. 

Currently,  there  is  a fatality  re- 
porting system  for  AIDS  which 
has  been  in  place  from  the  early 
1980s.  It  is  of  interest  to  note  that 
since  1980  there  have  been  1,286 
deaths  attributed  to  AIDS  com- 
pared to  6,068  firearm  deaths.10 
There  has  been  a significant  re- 
source allocation  for  AIDS  sur- 
veillance but  no  similar  effort  has 
been  applied  to  firearms. 

• Establish  a legislative  agenda  in 
cooperation  with  physicians, 
nurses,  public  health  organiza- 
tions, public  policy  decision 
makers,  the  Wisconsin  Depart- 
ment of  Justice,  and  the  Wiscon- 
sin Division  of  Health  to  estab- 
lish statewide  firearm  safety  stan- 
dards. 

A US  General  Accounting 
Office  report  published  in  1992, 
suggested  that  if  all  handguns 
had  loaded  chamber  indicators 
and  trigger  arresters  in  place, 
there  would  be  an  estimated  500 
unintentional  firearm  deaths  pre- 
vented in  the  United  States.11  To 
date,  strategies  to  reduce  firearm 
deaths  have  been  limited  to 
homicides  and  "the  nut  behind 
the  gun."  Broad-based 
public  health  strategies  which 
include  safety  designs  of  firearms 
are  needed  to  reduce  firearm 
deaths  regardless  of  intent  and 
causation. 

Summary 

The  public  health  model  of  disease 


has  been  successfully  applied  to 
infectious  diseases  in  the  early  1900s 
and  most  recently  to  MVC  deaths.  A 
paradigm  shift  is  needed  to  reduce 
firearm  deaths.  The  public  health 
epidemiological  model  needs  to  be 
applied  to  firearms  to  reduce  these 
tragedies  and  encourage  the  devel- 
opment of  multiple  prevention 
strategies. 
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Firearm  mortality  trends  in  Wisconsin 


R.  D.  Nashold,  PhD,  Madison 

he  Department  of  Health  and 
Social  Services  (DHSS)  has 
tabulated  Wisconsin  firearm  mor- 
tality from  death  certificates  for 
many  years.13  Table  1 shows  how 
firearm  mortality  in  the  state  has 
changed  over  a period  of  more  than 
six  decades. 

Under  Wisconsin  Statute  69.18(2), 
firearm  deaths  must  be  reported  to 
the  county  medical  examiner  or 
coroner  where  the  event  occurred. 
The  medical  examiner  or  coroner 
files  the  death  certificate  with  the 
Center  for  Health  Statistics,  Depart- 
ment of  Health  and  Social  Services. 

Fifty-eight  Wisconsin  counties 
now  have  a medical  examiner  or 
coroner  who  is  either  a physician, 
registered  nurse,  emergency  medi- 
cal technician,  or  other  medically 
trained  person.  These  counties  ac- 
count for  about  90%  of  all  firearm 
deaths.  Pathologists  perform  autop- 
sies for  nearly  all  firearm  homicide 
victims  and  for  most  suicides  when 
no  note  is  found. 

Literature  pertaining  to  violent 
death  links  it  to  depression,  sub- 
stance abuse,  unemployment,  edu- 
cation deficits,  poverty,  racism,  fire- 
arm accessibility,  illegal  drug  trade, 
gangs,  and  a general  culture  of  vio- 
lence.4-5 Other  earlier  social  science 
references  link  violent  death,  par- 
ticularily  suicides,  to  major  histori- 
cal events  such  as  business  cycles 
and  wars.6 

In  Wisconsin  during  1929,  the 


Dr  Nashold  is  the  director  of  the  Wiscon- 
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sin. 


firearm  mortality  rate  was  relatively 
low  at  6.1  per  100,000  population. 
By  1932,  after  the  economic  "crash" 
and  the  beginning  of  the  Great 
Depression,  the  rate  rose  to  10.4. 
With  some  recovery  from  the  De- 
pression and  after  repeal  of  prohibi- 
tion, the  rate  again  fell  to  between  6 
and  7.  The  lowest  rate  recorded  (4.8 
per  100,000)  was  in  1943,  when  a 
high  proportion  of  young  males  were 
in  military  service  and  military  death 
data  are  excluded  from  state  statis- 
tics. During  the  1950s  and  1960s,  the 
rate  again  ranged  between  6 and  7. 
During  the  1970s  the  rate  moved  up- 
ward, averaging  8.3  for  the  decade. 
In  the  1980s  the  rate  averaged  8.7; 
however,  in  1990  the  rate  returned 
to  the  1932  high  of  10.4  per  100,000 
population,  or  an  average  of  more 
than  one  firearm  death  for  every 
10,000  people  residing  in  Wiscon- 
sin. 

For  the  last  3 years  (1991-1993), 
the  rate  has  remained  at  a high  level, 
averaging  9.5  per  100,000  popula- 


tion, or  nearly  1 per  10,000  popula- 
tion. 

Recent  data  (1989-1993)  show  that 
most  firearm  deaths  in  Wisconsin 
are  due  to  suicide  (68%);  homicide  is 
next  (28%)  followed  by  unintentional 
injury  (3%).  In  addition,  there  are  a 
few  deaths  each  year  where  the  in- 
tent of  the  violence  remains  unde- 
termined. 

Firearm  mortality  rates  have  been 
calculated  for  10-year  age  groups 
based  on  the  most  recent  5 years  of 
data  (Fig  1).  For  the  four  age  groups 
that  have  both  high  numbers  and 
rates  for  firearm  mortality,  the  num- 
bers are  illustrated  graphically  to 
depict  the  change  that  has  occurred 
in  the  past  decade  (Figs  2 through  5). 
These  age  groups  are  10  to  19,  20  to 
29,  30  to  39,  and  70  to  79. 

Suicide  accounts  for  more  than 
half  of  the  deaths  in  the  three  younger 
age  groups.  The  proportion  of  fire- 
arm deaths  due  to  suicide  increases 
with  age  so  that  by  age  group  70  to 
79  nearly  all  of  the  firearm  deaths 
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Fig  1 - Firearm  mortality  rates  in  Wisconsin  by  10  year  age  groups,  1989-1993. 
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Table  1.-  Firearm  deaths  and  total  death  rates*  by  year,  Wisconsin,  1929-1993** 


Total 


Year 

Suicides 

Homicides 

Unintentional 

Number 

Rate 

1929 

97 

31 

50 

178 

6.1 

1930 

155 

54 

63 

272 

9.2 

1931 

161 

68 

60 

289 

9.7 

1932 

171 

64 

75 

310 

10.4 

1933 

159 

32 

55 

246 

8.2 

1934 

180 

47 

56 

283 

9.4 

1935 

138 

15 

45 

198 

6.5 

1936 

131 

24 

42 

197 

6.4 

1937 

161 

23 

51 

235 

7.6 

1938 

150 

39 

41 

230 

7.4 

1939 

145 

25 

52 

222 

7.1 

1940 

134 

23 

40 

197 

6.3 

1941 

134 

26 

43 

203 

6.5 

1942 

145 

29 

56 

230 

7.3 

1943 

90 

11 

39 

140 

4.8 

1944 

115 

14 

55 

184 

5.9 

1945 

122 

22 

45 

189 

6.0 

1946 

130 

16 

52 

198 

6.3 

1947 

155 

22 

35 

212 

6.6 

1948 

133 

9 

41 

183 

5.6 

1949 

127 

21 

31 

179 

5.1 

1950 

158 

18 

41 

217 

6.3 

1951 

133 

17 

33 

183 

5.3 

1952 

149 

29 

44 

222 

6.5 

1953 

161 

19 

49 

229 

6.5 

1954 

181 

16 

31 

228 

6.4 

1955 

161 

27 

36 

224 

'6.1 

1956 

176 

17 

32 

225 

6.0 

1957 

1 77 

26 

42 

245 

6.4 

1958 

171 

20 

45 

236 

6.0 

1959 

184 

28 

37 

249 

6.4 

1960 

179 

30 

45 

254 

6.4 

1961 

206 

43 

34 

283 

7.0 

1962 

161 

25 

27 

213 

5.2 

1963 

175 

37 

34 

246 

6.1 

1964 

157 

30 

23 

210 

5.1 

1965 

192 

34 

45 

271 

6.5 

1966 

188 

52 

43 

283 

6.8 

1967 

201 

63 

38 

302 

7.2 

1968 

178 

64 

40 

285 

6.6 

1969 

224 

71 

47 

333 

7.6 

1970 

210 

65 

48 

326 

7.4 

1971 

208 

84 

29 

323 

7.2 

1972 

231 

86 

24 

343 

7.6 

1973 

253 

97 

34 

387 

8.6 

1974 

235 

99 

31 

376 

8.3 

1975 

274 

111 

34 

428 

9.4 

1976 

279 

90 

33 

404 

8.8 

1977 

263 

85 

24 

377 

8.2 

1978 

288 

73 

25 

392 

8.4 

1979 

294 

90 

39 

432 

9.2 

1980 

254 

78 

25 

364 

7.7 

1981 

268 

90 

19 

382 

8.1 

1982 

293 

98 

17 

413 

8.7 

1983 

296 

80 

24 

407 

8.6 

1984 

316 

65 

16 

402 

8.4 

1985 

317 

96 

15 

436 

9.1 

1986 

297 

80 

15 

395 

8.3 

1987 

348 

83 

22 

456 

9.5 

1988 

338 

89 

18 

455 

9.4 

1989 

320 

106 

22 

450 

9.2 

1990 

346 

144 

17 

511 

10.4 

1991 

333 

139 

11 

486 

9.8 

1992 

298 

144 

15 

464 

9.0 

1993 

339 

133 

10 

487 

9.7 

* Deaths  per  100,000  population. 

Note:  Reported  firearm  deaths  from  "undetermined"  cause  are  included  in  the 
total. 


Table  2.  - Firearm  deaths,  male 
and  female,  Wisconsin,  1989-93 
(annual  average) 


Total* 


Number  Percent  Rate* 


Total 

479.8 

100.0 

9.7 

Male 

421.8 

87.9 

17.4 

Female 

58.0 

12.1 

2.3 

Suicide 

Number 

Percent  Rate* 

Total 

327.2 

100.0 

6.6 

Male 

295.6 

90.3 

12.2 

Female 

31.6 

9.7 

1.3 

Homicide 

Number 

Percent  Rate* 

Total 

133.4 

100.0 

2.7 

Male 

108.8 

81.6 

4.5 

Female 

24.6 

18.4 

1.0 

Unintentional 

Number 

Percent 

Total 

13.2 

100.0 

Male 

12.4 

93.9 

Female 

0.8 

6.1 

* Includes  a few  deaths  for  which  in- 
tent was  undetermined, 
t Rate  per  100,000  population.  Esti- 
mated population  for  1991:  Total, 
4,950,100;  Male,  2,423,500;  Female, 
2,526,600. 


are  suicides. 

Firearm  deaths  are  overwhelm- 
ingly male  (88%).  More  than  90%  of 
suicides  involve  a male  victim,  and 
nearly  82%  of  homicide  victims  are 
male  (Table  2). 

Studies  show  a high  correlation 
between  poverty  and  violence,  par- 
ticularly firearm  homicide.7  Al- 
though reliable  state  estimates  of 
poverty  are  not  available  annually, 
race  is  highly  correlated  with  pov- 
erty and  can  therefore  be  used  as  a 
proxy  variable.8 

In  Wisconsin,  the  annual  number 
of  violent  events  is  high  enough  to 
allow  the  calculation  of  reliable  rates 
only  for  whites  and  blacks.  The  data 
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Number  Number 


Ages  10-19 


Ages  20-29 


Ages  30-39 


Year 


Ages  70-79 


Figs  2-5  - Total  firearm  deaths  for  males  and  females  in  Wisconsin  during  1984-1993. 


show  the  suicide  rate  for  whites  to 
be  7 per  100,000  population  com- 
pared to  3.5  for  blacks,  and  the 
homicide  rate  for  blacks  to  be  32.7 
compared  to  1 for  whites  (Table  3). 
Until  1988,  most  homicides  in  Wis- 
consin occurred  among  the  white 
population;  from  1988  to  the  pres- 
ent, most  homicides  in  Wisconsin 
occurred  among  the  black  popula- 
tion. A dramatic  rise  in  black  male 
homicides  for  age  groups  10  to  19 
and  20  to  29  has  occurred  largely  in 
the  past  5 years  (Figs  6 and  7).  The 
increase  has  also  occurred  largely  in 
the  city  of  Milwaukee,  which  now 
accounts  for  28%  of  total  firearm 
deaths  and  73%  of  firearm  homi- 
cides (Table  4).9 

The  high  number  of  white  male 
suicides  for  the  age  groups  10  to  19 
and  20  to  24  is  shown  in  Figures  8 
and  9.  Unlike  firearm  homicides 
among  youth,  however,  firearm 
suicides  have  remained  relatively 
stable  over  the  10-year  period. 

The  rise  in  firearm  mortality  in 
Wisconsin  between  the  two  most 
recent  five-year  periods  is  attribut- 
able primarily  to  the  increase  in  fire- 
arm youth  homicides;  this  increase 
has  occurred  disproportionately 
among  young  black  males  below 
the  age  of  30.  For  this  group,  the 
average  annual  number  of  deaths 
for  the  period  1984-1988  was  17;  for 
1989-1993  it  was  51.  Although  this 
represents  a large  increase  between 
the  two  five-year  periods,  it  should 
be  noted  that  from  1991  to  1993  the 
annual  number  declined  from  62  to 
50  (Figs  6 and  7).  This  recent  de- 
crease offers  hope  that  well-focused 
prevention  efforts  will  encourage 
further  decline  in  firearm  homicides 
in  Wisconsin. 
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Ages  10-19 


Ages  20-29 


Figs  6-7  - Firearm  homicides  for  black  males  and  females  in  Wisconsin  during  1984-1993. 


Ages  10-19 


Ages  20-29 


Figs  8-9  - Firearm  suicides  for  white  males  and  females  in  Wisconsin,  1984-1993. 


Table  3.  - Firearm  deaths  by  race 
Wisconsin,  1989-93  (annual  aver- 
age) 


Total* 

Number 

Percent  Rate1-* 

Total 1 

479.8 

100.0 

9.7 

White 

380.6 

79.3 

8.4 

Black 

92.6 

19.3 

36.9 

Suicide 

Number 

Percent  Rate11 

TotaP 

327.2 

100.0 

6.6 

White 

315.6 

96.5 

7.0 

Black 

8.8 

2.3 

3.5 

Homicide 

Number 

Percent  Rate11 

TotaP 

133.4 

100.0 

2.7 

White 

46.2 

34.6 

1.0 

Black 

82.2 

61.6 

32.7 

* Total  includes  unintentional  and 
undetermined  fatal  injuries, 
t Total  includes  other  races, 
tt  Rate  per  100,000  population.  Esti- 
mated population  for  1991: 

Total,  4,950,100;  White,  4,519,500; 
Black,  251,000. 
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Table  4.  - Firearm  deaths  in  Wisconsin  cities  over  50,000  population,  1991-93 
(annual  average  number) 

City 

Total* 

Suicides 

Homicides 

Milwaukee 

135 

32.3 

100.7 

Madison 

13 

9.3 

2.3 

Green  Bay 

7 

6.3 

0.3 

Racine 

12 

4.3 

5.3 

Kenosha 

7 

5.7 

1.3 

Appleton 

1.7 

1.7 

— 

West  Allis 

6.3 

5.7 

0.7 

Waukesha 

3.0 

2.7 

— 

Eau  Claire 

2.7 

2.7 

— 

Oshkosh 

2.7 

2.0 

0.7 

Janesville 

4.7 

4.7 

— 

La  Crosse 

4.3 

4.3 

— 

Number  Ratef 

Number  Rate* 

Number  Rate1 

Metro  Subtotal 

199 

13.4 

82 

5.5 

111 

7.4 

Balance  of  State 

280 

8.1 

241 

6.9 

28 

0.8 

Wisconsin  Total 

479 

9.6 

323 

6.5 

139 

2.8 

* Total  includes  unintentional  and  undetermined  injury  deaths, 
t Rate  per  100,000  population. 
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Interactions 

Medical  Staff  Leadership  Conference  — January  13-15,  San  Antonio,  Texas 


Health  system  reform  might  seem  like  a never-ending  battle, 
but  with  leadership,  vision,  and  perseverance,  you  and  your 
medical  staff  can  overcome  any  obstacle.  Learn  what  it  takes 
to  succeed  in  today’s  rapidly  changing  environment.  Come  to 
Interactions  in  beautiful  San  Antonio,  Texas,  January  13-15. 

Experience  a new  way  of  thinking 
about  the  future. 

This  year’s  conference,  “Physician  Empowerment  and 
Teamwork  in  a Changing  Environment,”  will  help  you 
experience  a change  of  perspective  on  the  21st  Century. 

Learn  how  to  manage  change. 

During  Interactions,  we  will  address  emerging  trends  in 
health  care  delivery  and  how  best  to  manage  them.  Among 
the  trends  we  will  discuss  are: 

• Physician/hospital  • Physician  autonomy 

relationships  • Resource  allocation 

• Economic  competition  • Regulatory  constraints 

Gain  new  leadership  skills. 

Special  emphasis  will  also  he  placed  on  developing  and 
refining  your  strategic  planning,  team  building,  and  com- 


munication skills.  Each  participant  will  learn  how  to  be  a 
more  effective  arbitrator,  facilitator,  manager,  negotiator, 
problem  solver,  and  peacemaker. 

Your  team  leaders. 

Sponsored  by  the  American  Medical  Association,  in  cooper- 
ation with  the  National  Association  Medical  Staff  Services 
and  the  Terns  Medical  Association , this  conference  features 
well  known  experts  from  the  health  care  field. 

Who  should  attend. 

The  curriculum  Is  designed  to  benefit  experienced  and  newly 
elected  or  appointed  medical  staff  leaders,  including:  chiefs 
of  staff,  department  ('hail's,  vice  presidents  of  medical  affairs, 
medical  staff  committee  chairs,  and  medical  staff  services 
professionals;1  Bring  a team  from  your  hospital! 

For  more  information  or  to  register,  call  800  621-8335. 

* The  AMA  designates  the  Interactions  conference  for  18 
credit  hours  of  Category  1 of  the  Physician’s  Recognition 
Award  of  the  AMA. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Socioeconomic 


Public  health 

The  Wisconsin  firearm  injury  surveillance  system 

Patrick  L.  Remington,  MD,  MPH;  Nancy  E.  Chudy,  MPH;  and  Ray  Nashold,  PhD,  Madison 


The  Wisconsin  Division  of 
Health  will  establish  a new 
statewide  injury  surveillance  pro- 
gram to  assess  the  health  and  eco- 
nomic costs  from  firearm  injuries. 
The  program,  funded  through  a 
grant  from  the  federal  Centers  for 
Disease  Control  and  Prevention 
(CDC),  will  develop,  implement  and 
evaluate  the  multi-faceted  surveil- 
lance program.  Wisconsin  is  one  of 
six  states  that  will  initiate  the  pro- 
gram. 

Background 

Firearm-related  injuries  are  a major 
public  health  problem  in  Wiscon- 
sin. Each  year,  nearly  500  persons 
die  from  firearm  injuries,  ranking 


The  public  health  column  is  not  reviewed 
by  the  WMJ  editorial  board.  Dr  Reming- 
ton is  chief  medical  officer  for  chronic 
disease  in  the  Bureau  of  Public  health, 
Wisconsin  Division  of  Health.  Chudy  is 
an  epidemiologist  in  the  Section  of 
Chronic  Disease  Prevention  and  Health 
Nashold  is  director  of  the  Center  for 
Health  Statistics,  Division  of  Health.  Pro- 
motion, Bureau  of  Public  Health.  Re- 
print requests  to  Patrick  L.  Remington, 
MD,  Wisconsin  Division  of  Health,  1414 
E Washington  Ave,  Room  96,  Madison, 
WI  53704-3041.  Copyright  1994  by  the 
State  Medical  Society  of  Wisconsin. 


second  only  to  motor  vehicles  as  a 
cause  of  fatal  injury.  In  some  com- 
munities, such  as  Milwaukee 
County,  firearms  are  now  the  lead- 
ing cause  of  injury  and  death.  The 
health  and  economic  costs  from  fire- 
arm injuries  are  substantial.  Costs 
for  firearm  injuries  for  Wisconsin, 
estimated  from  national  data,  are 
$1.8  million  from  firearm  deaths  and 
$18.2  million  from  firearm  injuries.1-2 

Most  of  the  firearm-related  in- 
jury deaths  in  Wisconsin  are  from 
suicides  (69%);  followed  by  homi- 
cides (28%)  and  unintentional  inju- 
ries (3%)  (Fig  1).  These  deaths, 
however,  may  vary  by  gender  and 
race,  as  shown  in  Figure  2. 

Nationally,  the  public  health 
burden  from  firearm  injuries  each 
year  in  the  United  States— 30,000 
deaths  and  900,000  non-fatal  inju- 
ries—has  been  forcefully  presented 
in  scientific  journals,  social  science 
and  law  enforcement  literature  as 
well  as  the  news  media.  Despite  this 
increasingly  recognized  burden, 
however,  relatively  few  public  health 
resources  have  been  invested  in 
prevention. 

Objectives 

With  the  establishment  of  a firearm 
injury  surveillance  system,  the  Di- 
vision of  Health  will  have  the  capa- 
bility to  measure  the  effects  of  fire- 


arm-related injuries,  including  the 
magnitude  of  the  problem,  descrip- 
tion of  those  at  risk  for  injury,  sever- 
ity of  the  injuries,  disability,  and 
treatment  costs.  In  addition,  with  a 
surveillance  system  in  place,  the 
Division  of  Health  will  be  able  to 
evaluate  the  effectiveness  of  specific 
interventions  on  mortality  and  mor- 
bidity. 

This  program  will  take  the  criti- 
cal first  step  in  prevention,  by  defin- 
ing the  causes  and  potential  for 
prevention  of  firearm  injuries.  This 
3-year  program,  will  have  four  basic 
components: 

• convene  a firearm  injury  surveil- 
lance technical  advisory  commit- 
tee; 

• establish  a comprehensive,  state- 


Fig  1.- Firearm-related  mortality  by  type  in 
Wisconsin,  1989-1993. 
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wide  firearm  injury  surveillance 

system; 

• integrate  information  from  the 
firearm  injury  surveillance  sys- 
tem into  public  health,  clinical, 
and  criminal  justice  programs; 
and 

• evaluate  the  utility  of  the  surveil- 
lance system  in  measuring  effec- 
tiveness of  existing  or  future  in- 
terventions designed  to  reduce 
firearm-related  injuries. 

Planned  activities 
During  the  first  year,  staff  will  es- 
tablish a statewide  surveillance  sys- 
tem of  firearm  mortality.  This  sys- 
tem will  build  on  the  experience  of 
local  public  health  agencies  in  as- 
sessing causes  of  preventable  chronic 
disease  deaths  in  communities.3  The 
system  will  integrate  information 
from  vital  records,  coroners,  medi- 
cal examiners,  hospitals,  and  police 
to  provide  a comprehensive  assess- 


ment of  the  circumstances  surround- 
ing each  death. 

The  surveillance  system  will  in- 
tegrate information  from  various 
sources  because  death  certificate  in- 
formation alone  are  insufficient  to 
determine  the  circumstances  sur- 
rounding the  death.  Information 
about  the  circumstances  surround- 
ing these  injuries  is  recorded  by 
police,  emergency  departments,  and 
coroners.  These  data,  however,  are 
not  uniform,  and  not  consolidated 
in  a useable  way.  Risk  factor  infor- 
mation regarding  violence,  the  role 
of  alcohol,  or  relationships  between 
victims  and  perpetrators  will  be 
collected  and  integrated.  In  the  same 
way,  information  about  the  type  of 
firearm  involved  and  the  circum- 
stances of  its  use  (use  of  lock  de- 
vices, storage,  etc)  will  be  compo- 
nents of  the  surveillance. 

Similarly,  little  information  is 
currently  available  on  non-fatal  f ire- 


71  % 


Males 


26% 


55% 

Females 


| Homicides  Suicides  Unintended 


Fig  2.— Firearm-related  mortality  by  race  and  gender  in  Wisconsin,  1989-1993. 


arm  injuries,  estimated  at  approxi- 
mately 2,500  annually  in  Wiscon- 
sin.4 During  the  second  year,  the 
program  will  be  extended  to  include 
non-fatal  firearm  injuries.  Identifi- 
cation of  these  cases  will  be  facili- 
tated through  the  use  of  external 
cause  (E)  codes,  now  required  on  all 
hospital  discharge  records,  and 
through  emergency  department- 
based  reporting  systems.  These  data 
will  similarly  be  combined  with  in- 
formation from  police  to  provide  a 
comprehensive  assessment  of  the 
burden  from  firearm  injuries  in  the 
state. 

With  a surveillance  system  in 
place,  the  Division  of  Health  can 
begin  to  assess  the  need  for,  and  the 
effectiveness  of,  various  prevention 
strategies.  These  will  be  the  major 
activities  in  the  third  year. 

Partnerships 

Wisconsin's  application  to  the  CDC 
included  several  distinct  advan- 
tages. First,  it  will  establish  the  foun- 
dation of  the  system  in  local  public 
health  departments,  thus  assuring 
local  relevance  and  action.  Second, 
it  will  draw  from  the  experience,  ex- 
pertise, and  enthusiasm  of  a num- 
ber of  nationally  recognized  experts 
in  surveillance,  injury  epidemiology, 
and  criminal  justice.  Disseminating 
information  generated  from  the 
surveillance  system  widely  through- 
out the  state  to  public  health  and 
law  enforcement  professionals,  pol- 
icy makers,  and  the  public  will  be 
integral  to  increase  the  awareness  of 
the  public  health  problem. 

The  Institute  of  Medicine's  report, 
The  Future  of  Public  Health,  empha- 
sizes that  assessment  is  a key  re- 
sponsibility of  public  health,  one  that 
cannot  be  delegated  to  others.5  As 
more  surveillance  data  are  incorpo- 
rated into  injury  prevention  and  con- 
trol programs,  greater  resources  and 
public  attention  will  be  devoted  to 
these  important  public  health  prob- 
lems.6-7 As  C.  Everett  Koop,  MD, 
stated,  "We  must  realize  that  vio- 
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lence  in  the  forms  of  abuse,  assault, 
or  suicide  is  not  only  within  the 
purview  of  the  police  and  criminal 
justice  system  but  also  of  the  health 
system.  An  informed  and  aroused 
public  can  change  the  behavior  of 
each  of  us,  but  more  importantly,  it 
must  lead  to  community  outrage 
and  action...."8 

By  establishing  a firearm  surveil- 
lance system,  the  Division  of  Health 
will  have  information  that  can  be 
used  to  develop  and  target  preven- 
tion efforts.  In  addition,  the  pro- 
gram offers  the  opportunity  for  pub- 
lic health  to  join  with  law  enforce- 
ment and  social  services  to  collabo- 
rate in  statewide  efforts  to  reduce 


unintentional  and  intentional  inju- 
ries from  firearms. 
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Apply  Traditional  Values  Full  Strength 

To  Your  Life  & Practice  — The  Right  Choice 
The  Monroe  Clinic,  Monroe,  WI 

Seldom  are  you  offered  the  opportunity  to  combine  both  a quality 
of  life  and  practice  with  so  much  to  offer.  At  The  Monroe  Clime  - 
it's  the  formula  you've  been  looking  for. ..here's  why: 


The  Monroe  Clinic  Offers  an  Outstanding 
Professional  Setting 

A new  114,000  sq.  ft.  state-of-the-art  clinic  division  linked  bv 
skywalk  to  the  hospital  division  and  its  leading-edge  technol- 
ogy • Seven  branch  clinics  • A diverse  business  and  medical 
support  staff  of  over  800  • Quick  access  to  peers  or  special- 

ists • Immediate  case  load,  no  buy-in  costs  or  distractions  of 
office  management  • Excellent  first  year  income  guarantee 

• Generous  benefits. 

Monroe,  Wisconsin  , a Superior  Quality  of  Life 

Relaxed  pace,  more  leisure  time  • Safe  environment 

• Excellent  schools  • Easy  access  to  University  of  WI  in 
Madison  • Lush,  rolling  hills  • A variety  of  cultural  and 
recreation  activities  • Two  hours  to  Milwaukee  or  Chicago 

• Family  oriented  community  of  10,000. 


We  currently  have  opportunities  for  BC/BE  Physicians  in  the 
following  specialty  areas:  FAMILY  PRACTICE,  INTERNAL 
MEDICINE,  OB/GYN,  CARDIO- 
LOGY (non-in  vasive),  PSYCHIATRY, 

GENERAL  SURGERY  and  ORTHO- 
PAEDIC SURGERY.  If  you  would 
like  to  know  more  about  why  medicine 
in  Monroe  is  the  right  choice,  call  or 
send  your  C.V.  to:  Physician  Staffing 
Specialist,  THE  MONROE  CLINIC, 

515  22nd  Ave.,  Monroe,  WI  53566. 

1-800-373-2564. 
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* * The  Monroe  Clinic 

A proud  caring  traction 
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Do  You  Know 

The  Physician-Citizen  of  the  Year? 


The  State  Medical  Society  of  Wisconsin  is  asking  the  people  of  Wisconsin  to 
nominate  doctors  for  the  Physician-Citizen  of  the  Year  award.  The  award  was 
created  to  recognize  the  civic,  cultural,  economic,  charitable  and  health  care 
services  provided  by  doctors  to  their  local  or  state  communities.  Here  are  the 
criteria: 


• The  doctor  must  be  a Wisconsin  resident. 

• The  doctor  must  be  either  an  MD  or  a DO. 

• Except  in  unusual  circumstances,  the  service  to  the  community  should  be 
uncompensated.  (Preference  is  given  to  current  service  over  lifetime 
service.) 

• Previous  winners  of  the  award  are  not  eligible.  (The  Medical  Society  will 
notify  yon  if  the  doctor  you  nominate  is  a previous  winner.) 

• The  deadline  for  submitting  nominations  is  Feb.  3,  1995. 


How  do  you  nominate  someone? 

Write  to  the  Medical  Society  and  provide: 

• The  name  of  the  doctor. 

• The  doctor’s  home  or  office  address. 

• Your  name  and  address. 

• Why  you  think  the  doctor  deserves  to  win:  What  has  the  doctor  done  for 
the  community? 

• Send  to:  Commission  on  Public  Information,  State  Medical  Society  of 
Wisconsin,  P.O.  Box  1109,  Madison,  WI  53701. 
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SMS  kicks  off  statewide  CHILD  SAFE  health  initiative  to 
reduce  firearm  injuries,  deaths  among  children,  teens 

by  Shari  Hamilton,  Assistant  Editor 

"...by  allowing  our  movies  and  television  screens  to  teach  our  children  that  the  hero  is  the  one  who  masters  the  art  of 
shooting  and  the  technique  of  killing  we  have  created  an  atmosphere  in  which  violence  and  hatred  have  become  popular 
pastimes."  —Martin  Luther  King,  Jr.,  November  1963 


Bullets  and  guns  should  not  be 
more  accessible  to  children 
than  aspirin.  That's  the  message  SMS 
members  are  sending  out  to  the 
public  as  the  medical  society  and  its 
8,000  physician  members  launch  a 
statewide  program  aimed  at  reduc- 
ing firearm  injuries  and  deaths 
among  state  youth  (and  associated 
health  care  costs)  through  increased 
firearm  safety  and  education. 

The  Children's  Health  Initiative 
with  Local  Doctors  to  support  Safety 
and  Firearm  Education  or  CHILD 
SAFE  is  being  kicked  off  in  conjunc- 
tion with  October's  Child  Health 
Month.  The  ongoing  program  will 
include  among  other  segments:  pa- 
tient education;  a public  education 
campaign  funded  in  part  with  a 
$100,000  grant  from  Blue  Cross  and 
Blue  Shield  United  of  Wisconsin;  a 
free  trigger  lock  distribution  pilot 
program;  and  a legislative  proposal 
seeking  the  inclusion  of  trigger  locks 
in  the  sale  of  all  weapons  sold  in 
Wisconsin. 

"As  doctors  we  see  firsthand  the 
results  of  gun-related  injuries, "said 
SMS  President  Richard  G.  Roberts, 
MD,  JD,  of  Madison,  in  a statewide 
release.  "We  see  the  children  who 


never  get  the  chance  to  fulfill  their 
potential.  We  see  the  devastation 
the  loss  of  a child  has  on  families 
and  communities.  As  physicians,  we 
want  to  help  spread  the  word  that 
these  tragedies  are  avoidable  and 
preventable.  Simple  firearm  safety 
can  help  prevent  many  of  these  trage- 
dies." 

By  working  to  reduce  inappro- 
priate youth  access  to  firearms  and 
ammunition.  Dr  Roberts  observed, 
physicians  will  be  decreasing  the 
likelihood  that  one  of  their  patients 
will  be  among  the  approximately  80 
Wisconsin  children  who  dies  each 
year  of  gun-related  injuries. 

In  1993,  there  were  487  firearm 
deaths  in  Wisconsin,  according  to 
the  Center  for  Health  Statistics. 
Seventy-six  Wisconsin  youth  were 
killed.  "Most  of  the  gun  deaths  that 
occur  among  young  people  are 
shootings  or  suicides  with  weapons 
that  were  left  unlocked,"  Roberts 
noted. 

For  teens,  the  firearm  death  rate 
increased  by  43%  between  1960  and 
1993.  In  Wisconsin,  firearm  deaths 
have  now  become  the  second  lead- 
ing cause  of  deaths  for  teenagers, 
ranking  after  motor  vehicle  acci- 


dents. 

Although  the  common  percep- 
tion is  that  most  youth  gun  deaths 
occur  as  a result  of  gang  violence, 
Roberts  said,  the  greatest  number  of 
deaths  actually  are  suicides  by  white 
teenage  males.  In  the  last  5 years, 
teen  white  male  suicide  has  in- 
creased by  31%. 

Studies  have  shown  that  more 
than  90%  of  suicide  attempts  with 
guns  are  successful.  In  comparison, 
23%  of  suicide  attempts  with  poi- 
sons and  4%  of  suicide  attempts  with 
knives  succeed.  "A  gun  secured  with 
a trigger  lock  in  a locking  gun  cabi- 
net may  buy  the  time  someone  needs 
to  intervene  with  a 15-year-old  who 
is  seeking  suicide  as  a way  to  resolve 
personal  problems,"  Roberts  said. 

In  addition  to  taking  an  emotional, 
psychological  and  physical  its  toll 
on  state  residents,  firearm  injuries 
also  have  a tremendous  economic 
drain  on  state  health  care  costs.  In 
Wisconsin,  $14  million  a year  is  spent 
on  direct  hospitalization  of  patients 
with  gun  wounds.  Costs  of  indirect 
services  to  injured  and  lost  produc- 
tivity totals  another  $190  million. 

Blue  Cross  & Blue  Shield  United 
Continued  on  next  page 
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of  Wisconsin  agrees  more  must  be  done  to  prevent 
youth  firearm  injuries. 

"Gun-related  accidents  in  our  state  inflict  tremen- 
dous personal  costs  on  our  families  and  significant 
economic  costs  on  our  health  care  system.  We  are 
pleased  to  work  with  the  State  Medical  Society  to 
reduce  the  incidence  of  gun-related  injuries  among 
our  youth,"  said  Thomas  R.  Hefty,  chair  and  CEO  of 
BC&BSUW. 

BC&BSUW  is  supporting  the  SMS  CHILD  SAFE 
initiative  with  a $50,000  educational  grant  from  the 
company's  foundation.  Much  of  this  money,  ap- 
proximately $25,000,  will  be  used  to  increase  public 
awareness  of  the  need  for  gun  injury  prevention. 
Working  through  the  Wisconsin  Broadcasters  Asso- 
ciation, the  SMS  was  able  to  purchase  air  time  across 
the  state  during  peak  airing  periods  at  about  one 
quarter  of  the  usual  cost.  Public  service  announce- 
ments will  be  aired  by  WBA  member  stations  featur- 
ing Dr  Roberts'  public  health  message  on  gun  safety 
and  education. 

The  remaining  $25,000  of  the  initial  BC&BSUW 
grant  will  be  used  to  produce  and  distribute  public 
eduation  materials  and  purchase  approximately  2,000 
trigger  locks  to  be  distributed  through  a pilot  pro- 
gram aimed  at  reaching  low  income  families  in 
W isconsin  who  may  not  be  able  to  afford  to  purchase 
their  own  trigger  locks.  To  reduce  distribution  costs 
and  reach  the  public  easily,  locks  will  be  distributed 
by  public  safety  agencies— such  as  police,  sheriff  and 
fire  departments,  and  the  Department  of  Natural  Re- 
sources—during  the  pilot  program. 

BC&BSUW  will  make  up  to  $50,000  in  additional 
matching  funds  available  to  county  medical  societies 
that  take  an  active  role  in  the  CHILD  SAFE  program. 
All  of  the  BC&BSUW  funds  are  being  distributed 
through  the  medical  society's  Charitable  Educational 
and  Scientific  Foundation.  A steering  committee, 
made  up  of  Wisconsin  physicians  and  representa- 
tives of  SMS  staff  and  Blue  Cross  and  Blue  Shield  of 
Wisconsin,  will  establish  guidelines  for  the  matching 
grants  and  consider  proposals  from  county  medial 
societies.  Three  county  medical  societies-Rock  CMS, 
Dane  CMS  and  Trempealeau,  Buffalo  and  Jackson 
CMS  have  already  submitted  matching  grant  re- 
quests. 

The  medical  society  is  welcoming  the  Blues'  foun- 
dation support,  believing  coalition  building  will  be 
the  long-term  key  to  addressing  societal  problems 
with  violence.  The  SMS  will  be  working  with  physi- 
cians across  the  state  to  build  these  all-important 
bonds  with  communities.  In  addition.  Rep  Frank 
Urban  (R-Brookfield)  and  Rep  Peter  Bock  (D-Mil- 
waukee)  have  agreed  to  study  the  feasibility  of  legis- 


lation requiring  the  inclusion  of  trigger  locks  in  all 
firearms  sold  in  the  state  and  draft  a proposal  for  con- 
sideration by  the  state  Legislature  in  January.  The 
SMS  will  be  monitoring  the  development  of  this 
legislation  closely. 

To  date,  public  reaction  to  the  CHILD  SAFE 
campaign  has  been  excellent.  News  coverage  of  the 
public  health  campaign  has  appeared  in  most  major 
media  outlets,  featuring  interviews  with  SMS  Presi- 
dent Richard  G.  Roberts,  MD,  JD.  More  than  40 
media  interviews— print,  radio  and  TV— have  ap- 
peared on  the  CHILD  SAFE  program. 

CHILD  SAFE  has  even  won  the  endorsement  of 
the  Milwaukee  Journal.  In  a recent  editorial  the  Journal 
commented  that  a strength  of  the  SMS  campaign  is 
that  "it  doesn't  take  sides  in  the  divisive  gun  control 
debate."  "The  society  is  not  trying  to  outlaw  fire- 
arms; it's  just  trying  to  make  them  safer— a goal  that 
gun-control  opponenets  and  supporters  alike  should 
endorse."  All  elements  of  the  SMS  plan  are  "worth- 
while steps,  which  promise  to  reduce  the  grim  toll  of 
deaths  from  firearms,"  the  Milwaukee  Journal  edito- 
rial said.*:* 


RUN  A SPECIAL 
PRACTICE. 


Today’s  Air  Force 
has  special  opportuni- 
ties for  qualified  physicians 
and  physician  specialists.  Includ- 
ing the  ability  to  pursue  medical 
excellence  without  the  overhead  of 
a private  practice.  Talk  to  an  Air 
Force  medical  program  manager 
about  the  quality  lifestyle,  quality 
benefits  and  30  days  of  vacation 
with  pay  per  year  that  are  part  of  a 
medical  career  with  the  Air  Force. 
Discover  how  special  an  Air  Force 
practice  can  be.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1 -800-423-USAF 
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Rock  County  physicians  seize  gun  safety  initiative 

Cheryl  McCollum,  SMS  field  representative 


They  are  simple  but  powerful 
ideas— make  safer  guns,  pro- 
tect our  children.  That  is  how  Rock 
Count  Medical  Society  President 
David  Murdy,  MD,  sees  the  new 
gun  safety  program. 

"Guns  are  dangerous  items  and 
there  are  things  people  can  do  to 
make  them  safer,  especially  for  chil- 
dren," said  Dr  Murdy,  president  of 
the  Rock  County  Medical  Society. 
Rock  County  is  one  of  state's  county 
medical  societies  who  has  taken  the 
lead  in  developing  its  own  gun  safety 
initiative.  Murdy  adds  that  Rock 
County  has  the  second-highest  rate 
of  firearm-related  deaths,  just  be- 
hind Milwaukee. 

"It's  time  to  divorce  gun  safety  is- 
sues from  the  political  ranks  and 
make  this  a more  constructive  is- 
sue," Murdy  said.  While  the  argu- 
ments for  and  against  gun  control 
measures  continue.  Dr.  Murdy  says 


it's  a tragedy  to  see  the  death  rate 
climb. 

"While  we  may  not  find  the  root 
causes  or  cures  for  this  problem  any 
time  soon,  we  can  change  the  way 
we  see  the  problem  and  try  new 
approaches  to  reduce  the  carnage." 
If  we  focus  on  gun  safety  and  re- 
sponsibility, he  adds,  we  can  begin 
to  make  a difference  that  can  safe- 
guard our  homes  and  families. 

Dr  Murdy  said  he  was  motivated 
to  action  while  listening  to  SMS 
President  Richard  G.  Robert's  speech 
at  the  1994  SMS  annual  meeting. 
"While  sitting  there,  I realized  it  was 
time  to  act  on  this  simple,  yet  pow- 
erful idea,"  he  said. 

To  get  the  program  moving  in 
Rock  County,  Dr  Murdy  met  with 
local  clergyman  Jeff  Wild  and  the 
two  formed  the  Janesville  Fathers 
for  a Safer  Community.  The  group 
consists  of  10  to  15  local  people  from 


the  business,  medical,  and  religious 
communities.  In  the  next  few 
months,  both  the  Rock  County 
Medical  Society  and  Janesville  Fa- 
thers for  a Safer  Community  plan  to 
educate  the  public  to  make  guns 
safer  in  their  community.  The  goals 
of  the  campaign  are: 

• increase  firearm  safety  awareness 
in  the  community; 

• urge  gun  owners  to  keep  their 
guns  securely  locked  and  ammu- 
nition away  from  children; 

• provide  firearm  safety  instruction 
for  all  children;  and 

• increase  the  understanding  that 
guns  are  dangerous  and  must  be 
treated  with  care  and  respect. 
Plans  for  the  campaign  include  a 

free  trigger  lock  distribution  pro- 
gram and  advertisements  on  bill- 
boards and  radio  and  in  newspa- 
pers. The  group  is  also  working  to 
distribute  the  Eddie  Eagle  program 
to  the  first,  third  and  fifth  grades  in 
the  school  district.  One  issue  the 
Eddie  Eagle  program  focuses  on  is 
to  tell  students  that  if  they  ever  find 
a gun,  to  stop  and  find  an  adult. 

The  group  has  already  raised 
$8,000  for  the  initiative,  $2,000  of 
which  came  from  the  county  medi- 
cal society.  They  also  hope  to  re- 
ceive a portion  of  the  matching  grants 
from  the  Blue  Cross  & Blue  Shield 
United  of  Wisconsin. 

T o demonstrate  the  need  for  such 
a program,  Dr  Murdy's  points  out 
that,  in  Wisconsin,  firearm  deaths 
are  the  second  leading  cause  of  death 
for  youths  age  13  to  19,  and  more 
than  90%  of  children  killed  by  guns 
were  boys.  Since  1988,  the  suicide 
rate  has  increased  by  one  third  and 
the  homicide  rate  by  500%.  Among 
blacks,  homicide  is  the  No.  1 cause 
of  death  until  age  40. 

Rock  County  has  also  seen  its 
share  of  gun  deaths.  According  to 
Continued  on  next  page 


SMS  seminar  on  physician  practice 
strategies  set  for  Nov  5 

Registrations  are  now  being  accepted  for  a special  SMS  seminar  which 
will  provide  physicians  with  information  on  practice  alternatives  in 
the  evolving  health  care  marketplace.  The  forum  is  scheduled  for  Saturday, 
Nov  5,  in  Pewaukee. 

The  morning-only  conference  will  include  "nuts  and  bolts"  presen- 
tations on  working  with  or  building  physician- hospital  organizations  (PHOs) 
and  medical  service  organizations  (MSOs),  plus  merging  physician  prac- 
tices. Local  physicians  and  attorneys  will  present  the  material. 

The  seminar  will  also  review  the  formation  of  single  specialty  inde- 
pendent practice  associations  (IPAs)  and  managed  care  contracting.  The 
Nov  5 conference  will  begin  at  8 AM  at  the  Country  Inn  in  Pewaukee  and  will 
adjourn  at  noon.  The  registration  fee  for  SMS  members  is  $49;  for  non- 
members, $99.  For  registration  information,  call  Elaine  Stern  at  1-800-362- 
9080  or  (608)  257-6781,  ext.  386.-> 
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Murdy,  two  Beloit  children  died  last 
year  in  a handgun  accident  and  a 10- 
year-old  Janesville  boy  recently  shot 
and  killed  his  father.  Guns  are  also 
increasingly  being  found  in  schools. 
In  Rock  County,  an  average  of  14 
people  are  killed  by  firearms  annu- 
ally. Eleven  of  these  deaths  are  sui- 


cides, the  highest  rate  in  the  state. 
“Reducing  easy  access  to  guns  can 
prevent  some  shootings,"  he  said. 
People  can  keep  guns  safe  by  using 
individual  trigger  locks  for  each  gun 
and  locking  up  unloaded  guns  and 
ammunition  separately.  They  can 
also  take  firearm  safety  and  training 
course  and  make  sure  their  children 


do  the  same. 

Dr  Murdy  says  the  local  initiative 
has  received  some  good  press  in  the 
local  newspaper  and  that  many 
people  are  excited  about  the  pro- 
gram. It's  a winning  proposition  for 
Rock  County  Medical  Society,  he 
said,  adding  that  each  community 
needs  a gun  safety  program. ❖ 


Are  Wisconsin  kids  really  at  risk  for  gun  injuries? 

An  average  of  80  Wisconsin  kids  die  each  year  as  a result  of  firearm  injuries.  For  Wisconsin  teens  in  the  last  5 
years  (1989  to  1993)  as  compared  to  1984  to  1988: 

• overall  firearm  death  rate  has  nearly  doubled  (from  86/100,000  to  166/100,000); 

• white  male  firearm  suicide  has  increased  by  31%  to  152/100,000; 

• gun  homicide  has  increased  more  than  five  times  to  73/100,000;  and 

• firearm  deaths  have  become  the  second  leading  cause  of  deaths  for  Wisconsin  teenagers,  ranking  after  motor 
vehicle  accidents. 

What's  ahead?  Upcoming  SMS  CHILD  SAFE  activities  include: 

• the  CHILD  SAFE  steering  committee  has  begun  considering  proposals  from  county  medical  societies  and  other 
physician  groups  for  matching  grants  to  be  used  to  reduce  firearm  injuries  among  youtha  (a  proposal  from  Dane 
County  has  already  been  tentitively  approved); 

• public  service  announcements  airing  on  radio  between  Oct  10  to  Nov  3 as  part  of  Wisconsin  Broadcasters 
Association  program; 

• distribution  of  patient  education  brochures  and  posters; 

• preparation  of  gun  safety  publicity  in  advance  of  deer  hunting  season; 

• coordination  of  media  interviews  for  the  SMS  president  and  other  physician  spokespersons; 

• release  of  thise  special  issue  of  the  Wisconsin  Medical  Journal  on  gun-related  injuries  and  deaths  and  subsequent 
press  releases. 

• launching  of  a speaker's  bureau  on  firearm  safety  and  violence  prevention; 

• publicizing  the  availability  of  the  SMS  as  a community  group  resource  center  on  gun-related  injury  data  and 
prevention; 

• support  of  legislation  mandating  that  trigger  locks  be  included  in  all  commercial  gun  sales  in  state; 

• distribution  of  trigger  locks  to  pilot  program;  and 

• help  physicians  form  coalitions  within  their  communities  to  identify  and  address  public  health  problems  such  as 
firearm  injuries. ❖ 
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CHILD  SAFE  questions 


What  is  a trigger  lock?  Why  will 
the  SMS  be  giving  them  away? 
Trigger  locks  are  devices  that  fit  over 
the  trigger  mechanism  of  a gun,  ren- 
dering it  incapable  of  firing.  T rigger 
locks  vary  in  price  from  about  $4  for 
very  simple  devices  to  $25  for  locks 
with  electronic  alarms.  MasterLock, 
a Wisconsin  company,  sells  a popu- 
lar trigger  lock,  which  the  SMS  has 
obtained  to  be  used  in  its  pilot  trig- 
ger lock  distribution  program 
funded  by  the  Blue  Cross  Blue  Shield 
United  Foundation. 

When  will  trigger  locks  be 
available? 

SMS  is  already  distributing  2,000 
free  trigger  locks  across  the  state 
through  public  safety  agenices— 
police  and  fire— as  part  of  pilot  pro- 
gram. More  trigger  locks  will  be 
available  in  subsequent  months  due 
to  applications  for  matching  grants 
from  Blue  Cross  & Blue  Shield  from 
county  medical  societies. 

There  are  an  estimated  5 million 
firearms  in  Wisconsin,  so  SMS  will 
not  be  able  to  provide  locks  for  all. 
The  free  tirgger  lock  distribution 
program  is  aimed  at  those  who  might 
not  be  able  to  easily  afford  to  pur- 
chase their  own  locks.  Trigger  locks 
are  available  (between  $4  and  $25 
for  locks  with  electronic  alarms)  at 
sporting  goods  stores,  hardware 
stores,  and  farm  supply  stores. 

Why  are  trigger  locks  helpful? 

The  locks  decrease  the  chance  that  a 
child  or  adolescent  will  fire  a weapon 
by  accident  injuring  themselves  or 
someone  else. 

If  a child  or  teen  wants  to  commit 
suicide,  the  locks  will  slow  them 
down.  They  will  have  to  access  the 
key  which  may  give  them  time  to 
rethink  their  action  or  allow  some- 
one else  time  to  intervene. 

More  than  200,000  guns  are  sto- 
len each  year,  thieves  have  a diffi- 
cult time  removing  the  locks,  ex- 


perts say,  and  often  when  the  lock  is 
removed  improperly  the  trigger 
mechanism  is  damaged  so  the  gun 
won't  fire. 

How  do  I incorporate  gun  safety 
discussions  into  my  practice? 

In  upcoming  weeks,  the  SMS  will 
supply  you  with  patient  education 
materials  detailing  steps  parents  can 
take  to  help  protect  their  children— 
teach  firearm  safety;  secure  all  guns; 
store  ammunition  separately;  and 
discuss  nonviolent  means  of  con- 
flict resolution. 

When  you  are  talking  with  your 
patients  about  their  health,  ask  if 
there  are  guns  at  home  and  if  they 
are  secured  in  the  event  of  theft.  If 
there  are  children  at  home  or  chil- 


dren who  are  frequent  visitors 
(grandkids,  neighbors,  etc),  remind 
your  patients  of  the  need  for  in- 
creased safety.  Ask  parents  if  guns 
are  accessible  in  the  homes  where 
their  children  play. 

The  SMS  encourages  you  to  con- 
sider organizing  a local  group.  As 
physicians  you  have  a unique  role 
as  leaders  in  your  community.  The 
SMS  wants  to  support  you  as  you 
reach  out  to  your  community,  and 
SMS  staff  is  developing  resources  to 
help  you  increase  public  awareness 
on  this  issue. 

Talk  to  your  field  staff  represen- 
tative or  call  the  SMS  Physician 
Outreach  at  1-800-362-9080  or  (608) 
257-6781.  ❖ 


a world-class  operation, 
idency  blues. " . 


w 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 


Call:  (708)422-4732 


AIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 
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Through  CHILD  SAFE,  Wisconsin 
physicians  are  working  to  reduce 
gun-related  death  and  injuries  among 
youth.  Won’t  you  join  us? 

To  keep  your  CHILD  SAFE: 

* Educate  your  children  about  firearms.  Make  sure  they 
know  what  to  do  if  they  encounter  an  unattended 
weapon.  (Stop!  Don’t  touch.  Leave  the  area.  Tell  an 
adult.); 

* Remove  unneeded  guns  from  your  home; 

* Unload  and  lock  all  guns  out  of  sight.  Secure  your 
weapons  with  low-cost,  key-operated  trigger  locks. 
Store  ammunition  separately;  and 

* Talk  to  your  doctor  about  making  your  home  a safer 
place. 

Keep  Wisconsin  kids  bullet-free  and 
our  state  CHILD  SAFE!!! 

—A  message  from  the  State  Medical  Society  of  Wisconsin 
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GUN  SAFETY  CHECKLIST 

KEEP  WISCONSIN  KIDS  BULLET-FREE  AND  OUR  STATE  CHILD  SAFE 
At  Home,  Do  You: 


Use  a trigger  lock  on  all  guns? 

Yes 

No 

Teach  your  family  safety  rules? 

Yes 

No 

Make  sure  the  gun  is  unloaded  before  you  store  it? 

Yes 

No 

Store  gun  and  ammunition  separately  and  out  of  sight 
and  reach  of  children? 

Yes 

No 

Think  about  taking  a gun  safety/hunter  safety  course? 

Yes 

No 

Explore  other  means  of  protection  (e.g.,  alarms,  dogs)? 

Yes 

No 

Consider  removing  extra  guns  from  your  home? 

Yes 

No 

When  Handling  a Gun,  Do  You: 

Use  gun/trigger  safety  device,  only  unlocking 
it  when  about  to  fire? 

Yes 

No 

Keep  fingers  off  the  trigger? 

Yes 

No 

Make  sure  its  unloaded? 

Yes 

No 

Point  in  a safe  direction? 

Yes 

No 

Always  forbid  horseplay? 

Yes 

No 

Not  use  drugs  or  alcohol? 

Yes 

No 

Follow  all  safety  rules? 

Yes 

No 

Any  “No”  answers  indicate  serious  safety  hazards  to  you  and  your  family  that  should  be 
corrected  BEFORE  you  handle  your  gun  again. 

Remember : Treat  every  firearm  like  its  loaded! 

A message  from  your  doctor 

CHILD  SAFE  is  sponsored  by  the  State  Medical  Society  of  Wisconsin  with  an  educational  grant  from  Blue  Cross  & Blue  Shield  United 
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New  vaccine  information 
forms  needed  after  Oct  1 


YOCON 

YOHIMBINE  HCI 


The  new  "Vaccine  for  Children"  (VFC)  program, 
which  began  Oct  1,  will  use  new  patient-friendly 
information  statements  that  do  not  require  a pa- 
tient's signature.  Moreover,  all  public  and  private 
health  care  providers,  regardless  of  whether  the 
vaccine  is  purchased  from  public  or  private  funds, 
must  use  the  new  forms  unamended,  due  to  changes 
in  the  National  Childhood  Vaccine  Injury  Act.  Though 
the  vaccine  information  statements  do  not  require  a 
patient's  signature,  providers  must  note  the  date  it  is 
given  to  the  patient  in  the  child's  medical  records. 

The  new  vaccine  information  statements  will  be 
required  after  Oct  1 for  use  in  administering  the  fol- 
lowing vaccines:  DPT,  Td,  MMR,  DTaP,  DT,  DTP/ 
Hib  combination,  and  polio  (OPV  and  IP V) . The  state 
Division  of  Health  has  mailed  copies  of  the  forms, 
which  may  be  photocopied,  to  current  Medicaid  Vol- 
ume Vaccine  Program  providers. 

Physicians  who  have  not  received  the  forms  may 
order  them  from  the  Wisconsin  Immunization  Pro- 
gram, PO  Box  309,  Madison,  WI  53701.  Contact 
persons  are  Jeff  Berg  or  Fred  Appleton,  (608)  266- 
2346.  Or,  you  may  order  the  new  forms  from  SMS 
Holdings.  Price:  $25  plus  tax  for  100  sets  of  the  four 
forms  (shipping  included).  Contact  Bill  Guerten:  1- 
800-545-0632  to  order. 

There  will  be  no  penalty  for  physicians  who  start 
administering  VFC  vaccines  on  Oct  1 without  the 
new  forms,  according  to  Appleton  of  the  state  Divi- 
sion of  Health.  Physicians  who  wish  to  enroll  must 
send  in  enrollment  forms  to  the  Wisconsin  Immuni- 
zation Program  administrators  at  the  above  address. 
The  enrollment  deadline  is  Oct  1,  but  interested 
physicians  may  also  enroll  after  that  date  if  they 
wish. 

The  program's  goal  is  to  expand  eligibility  and 
access  to  childhood  vaccinations  from  birth  to  age  18. 
Eligible  children  will  receive  immunizations  recom- 
mended by  the  Advisory  Committee  on  Immuniza- 
tion Practices  (ACIP).  The  AAP  immunization  sched- 
ule is  compatible  with  the  ACIP  schedule.  Immuni- 
zation schedules  will  also  be  mailed  to  Volume 
Vaccine  providers  with  the  information  statements. 
For  policy-related  questions  about  the  forms  or  the 
VFC  program,  call  Kevin  Wymore  at  1 -800-362-9080. ❖ 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  mdolalkylamine 
alkaloid  with  chemical  similarity  to  reserpme.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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WIPRO  encourages  ideas  for 
local  improvement  projects 


Beginning  in  late  1993, 
WIPRO' s Medicare  contract 
activities  shifted  from  the  traditional 
quality  assurance  approach  based 
on  individual  case  review  and  inter- 
vention, to  a quality  improvement 
approach  known  as  the  Health  Care 
Quality  Improvement  Program 
(HCQIP). 

WIPRO's  level  of  case  review  has 
been  gradually  declining  toward  a 
goal  of  about  1%  of  Medicare  dis- 
charges by  the  end  of  the  year.  Re- 
sources have  been  shifting  to  the 
development  and  implementation 
of  cooperative  improvement  proj- 
ects. In  these  projects,  WIPRO  ana- 


Physician briefs 

The  ‘indicates  a member  of  the  SMS 

Mark  Boettcher,  MD,  a specialist  in 
pediatrics  and  adolescent  medicine, 
recently  joined  the  staff  at  Dean 


lyzes  hospital  Medicare  data  to  iden- 
tify quality  of  care  variations  and 
data  are  fed  back  to  participating 
hospitals  that  can  use  them  to  im- 
prove care.  By  now,  a number  of 
Wisconsin  physicians  have  experi- 
enced this  new  approach  through 
their  hospital's  participation  in  the 
nationally  directed  cooperative  car- 
diovascular project  or  one  of 
WIPRO's  locally  developed  projects, 
such  as  pneumonia,  breast  conserv- 
ing surgery,  or  radical  prostatec- 
tomy. 

WIPRO  has  resources  for  data 
collection  and  analysis  and  is  funded 
to  provide  a facilitation  role  with 


Medical  Center.  He  will  be  seeing 
patients  at  the  Riverview  Clinic  in 
Janesville,  and  the  Delavan  Clinic. 
Dr  Boettcher  received  his  medical 
degree  from  the  University  of  North 


providers  working  on  particular 
quality  or  use  issues.  WIPRO  is  look- 
ing for  project  topics  and  ideas  for 
how  physicians  and  hospitals  think 
its  resources  and  skills  can  be  most 
useful  to  them.  Ideas  can  be  submit- 
ted to  Jay  A.  Gold,  MD,  JD,  MPH, 
principal  clinical  coordinator, 
WIPRO,  2909  Landmark  Place, 
Madison,  WI 53713  with  copies  sent 
to  Anne  Bicha,  SMS  health  policy 
analyst.  State  Medical  Society,  PO 
Box  1109,  Madison,  WI  53701.  Addi- 
tional information  about  the  HCQIP 
process  can  be  obtained  from  the 
May  1994  issue  of  the  Wisconsin 
Medical  Journal,  pages  219-222. ❖ 


Dakota  School  of  Medicine,  and 
completed  his  residency  in  pediat- 
rics at  the  University  of  Wisconsin. 

Miriam  P.  Cope,  MD,*  recently 
joined  the  staff  of  the  Hartland  Clinic. 
Her  practice  will  include  family 
medicine,  including  obstetrics.  Dr 
Cope  completed  her  residency  in 
family  medicine  at  St.  Mary's  Hos- 
pital in  Milwaukee  and  is  a 1991 
graduate  of  Rush  Medical  College 
of  Chicago. 

Steven  Giles,  MD,*  of  Moreland 
Family  Medicine  Associates  SC,  has 
been  nominated  to  serve  as  a mem- 
ber of  the  Olympic  Medical  Support 
Group  for  the  1996  Olympic  Games 
in  Atlanta.  He  has  been  serving  the 
Waukesha  community  as  a family 
Continued  on  next  page 


Residents  may  apply  for 
AMA  leadership  award 

The  1995  AMA/Burroughs  Wellcome  Co.  Leadership  Awards  are 
now  taking  applications  for  resident  physicians  who  wish  to 
attend  one  AMA  annual  and  interim  Meeting.  Winners  will  have  their 
expenses  paid  to  attend  the  meeting  at  which  the  grant  will  be 
presented.  For  information  or  an  application,  call  resident  physician 
services  at  the  AMA,  (312)  464-5596.  The  deadline  is  Jan  13. ❖ 
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Continued  from  preceding  page 
practice  physician  with  special  in- 
terest in  sports  medicine  for  more 
than  15  years. 

David  Henningsen,  MD,*  a family 
practitioner,  has  joined  the  staff  of 
Marshfield  Clinic-Indianhead  Cen- 
ter. He  recently  completed  his  resi- 
dency in  family  practice  at  St. 
Francis-Mayo  in  La  Crosse.  He  re- 
ceived his  medical  degree  from  the 
UW  School  of  Medicine  in  Madison. 

Cyril  "Kim"  Hetsko,  MD,*  a past 
president  of  the  SMS,  has  been 
elected  a trustee  of  the  National  Com- 
mission of  Office  Laboratory  Ac- 
creditation in  Washington,  DC.  The 
commission  is  a joint  activity  of  the 
AMA  and  several  medical  specialty 
societies  that  accredits  physician 
office  laboratories  across  the  nation. 
Dr  Hetsko  is  also  now  on  the  edito- 
rial advisory  board  of  the  Internal 
Medicine  Nezvs. 

Thomas  Isaacson,  MD,*  recently 
joined  the  staff  of  Midelfort  Clinic 
and  Luther  Hospital.  Dr  Isaacson  is 
a cardiologist.  He  received  his  medi- 
cal degree  from  the  University  of 
Illinois  College  of  Medicine,  Chi- 
cago. Before  performing  his  resi- 
dency in  internal  medicine  at  the 
University  of  Iowa  Hospital  and  as- 
sociated clinics  in  Iowa  City,  he  re- 
ceived additional  training  in  the 
treatment  of  heart  disease  at  the 
Southern  Illinois  University  School 
of  Medicine  in  Carbondale,  111. He 
also  completed  a 3-year  cardiology 
fellowship  at  the  University  of  Min- 
nesota, and  most  recently  finished 
an  interventional  cardiology  fellow- 
ship through  the  University  of 
Minnesota-affiliated  hospitals.  He 
is  board  certified  in  internal  medi- 
cine and  cardiology. 

Cary  J.  Kohlenberg,  MD,  a psychia- 
trist from  Elm  Grove,  has  joined  the 
medic  1 staff  at  Waukesha  Memo- 
rial Hospital.  A graduate  of  the 
University  of  Wisconsin-Madison, 


he  recently  established  his  psychiat- 
ric practice  at  ICF  Consultants  in 
Brookfield.  Prior  to  joining  the  hos- 
pital staff,  he  served  as  chief  psy- 
chiatrist for  Waukesha  County. 

Kristie  Leong,  MD/  a family  prac- 
titioner, has  joined  the  staff  of  the 
Redi-Med  Medical  Center  in 
Wauwatosa. 

Raul  Mateo,  MD,*  has  joined  Heri- 
tage Square  Healthcare  Centre  as 
medical  director.  He  is  in  family 
practice  at  Lakeshore  Family  Medi- 
cine. 

Richard  Menet,  MD,*  has  recently 
joined  the  staff  of  Occupational 
Health  Systems  of  Wisconsin,  Inc. 
He  will  provide  full  clinical  services 
in  Appleton,  Neenah,  and  Oshkosh. 
He  is  board  certified  in  internal 
medicine  and  is  a member  of  the 
American  College  of  Physicians. 

Franklin  L.  Myers,  MD,*  of  Madi- 
son, is  a Senior  Honor  Award  recipi- 
ent. He  was  cited  for  advancing 
ophthalmology  by  the  American 
Academy  of  Ophthalmology.  Dr 
Myers  is  in  private  practice. 

Lester  Nider,  MD,  has  joined  the 
Department  of  Internal  Medicine  at 
The  Monroe  Clinic.  Dr  Nider  re- 
ceived his  medical  degree  from  the 
University  of  Illinois  School  of 
Medicine  and  completed  his  resi- 
dency in  internal  medicine  at  the 
University  of  Illinois.  He  is  board 
certified  in  internal  medicine  and 
geriatrics  and  brings  more  than  9 
years  of  experience  to  The  Monroe 
Clinic. 

James  J.  Nocton,  MD,  of  Fox  Point, 
was  named  assistant  professor  of 
pediatrics  at  the  Medical  College  of 
Wisconsin.  He  practices  at  Children's 
Hospital  of  Wisconsin. 

John  K.  Scott,  MD,*  former  SMS 
President,  recently  spoke  on  the  sub- 
ject of  food  contamination  at  the 


International  Society  of  Doctors  for 
the  Environment  World  Congress 
and  Fourth  General  Assembly,  held 
in  Koblenz/ Rhine,  Germany. Marc 
Smith,  MD,*  has  been  appointed 
medical  director  at  Redi-Med  Medi- 
cal Center  in  Wauwatosa.  He  joined 
the  medical  staff  in  1991  and  moved 
his  medical  practice  to  Redi-Med  in 
March  of  this  year. 

Jack  Strong,  MD,*  was  presented 
the  first  Distinguished  Service 
Award  by  the  Wisconsin  Academy 
of  Family  Physicians,  at  their  an- 
nual Scientific  Assembly  held  in 
Oshkosh.  Dr  Strong  has  been  a 
member  of  the  WAFP  since  1962, 
and  has  served  as  president,  board 
chair,  and  chair  of  the  Scientific 
Assembly  Committee.  While  chair- 
ing the  committee  on  legislative 
affairs,  he  represented  WAFP  to  the 
SMS  Governmental  Affairs  Commis- 
sion and  to  the  Medicare  and  Medi- 
cal Assistance  Technical  Advisory 
Committees.  Dr  Strong  currently  is 
fulfilling  the  term  of  the  governor's 
appointment  to  the  Wisconsin  Pa- 
tient's Compensation  Fund.  He  has 
served  as  assistant  Clinical  Profes- 
sor with  eh  UW  Department  of 
Family  Practice  and  has  been  an 
instructor  in  clinical  medicine  since 
his  retirement  from  family  practice 
in  Mauston  in  1986. 

Peter  Szachnowski,  MD,  joined  the 
Monroe  Clinic  as  a specialist  in  rheu- 
matology. He  completed  his  resi- 
dency in  internal  medicine  at  Flush- 
ing Hospital  Medical  Center  in 
Flushing,  NY,  and  received  his  fel- 
lowship in  rheumatology  from  the 
University  of  Wisconsin-Madison. 
He  is  board  certified  in  internal 
medicine. 

Michael  M.  Uy,  MD,*  recently 
joined  the  staff  at  the  Hartland  Clinic, 
providing  family  medicine  includ- 
ing obstetrics.  He  completed  his  resi- 
dency at  the  St.  Francis-Mayo  Fam- 
ily Practice  Residency  in  La  Crosse 
and  is  a 1991  graduate  of  the  UW 
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School  of  Medicine  in  Madison. 

Peter  Wagner,  MD,  a general  inter- 
nal medicine  specialist,  has  joined 
Midelfort  Clinic.  A graduate  of  St. 
Olaf  College  in  Northfield,  Minn, 
Dr  Wagner  received  his  medical  de- 
gree and  performed  his  residency  at 
Mayo  Medical  School  in  Rochester, 
Minn.  Before  joining  Luther/ 
Midelfort,  he  was  in  private  practice 
in  Muskegon,  Mich.  He  is  board 
certified  in  internal  medicine  and 
geriatric  medicine. 

Jay  B.  Winston,  MD,  of  Brown  Deer, 
has  joined  the  staff  at  St.  Francis 
Hospital  and  has  been  named  medi- 
cal director  for  the  hospital's  mental 
health  unit.  He  is  in  private  practice 
in  psychiatry  at  the  Winston  Clinic, 
and  serves  as  director  of  the  partial 
hospitalization  program  at  CPC 
Greenbriar  Hospital.  He  received  his 
osteopathic  medical  degree  from  the 
University  of  Osteopathic  Medicine 
and  Health  Sciences  in  Des  Moines, 
Iowa  and  completed  his  internship 
in  familypractice  at  Milwaukee's 
Lakeview  Hospital.  He  served  his 
residency  at  the  University  of  North 
Carolina  in  Chapel  Hill.  He  recently 
completed  a fellowship  in  forensic 
psychiatry  at  the  Federal  Correc- 
tional Institution  in  Butner,  NC. 

Leonard  Worman,  MD,*  of 

Wauwatosa,  a retired  thoracic  sur- 
geon and  member  of  the  original 
medical  staff  at  Elmbrook  Memorial 
Hospital,  has  been  named  to  serve 
on  the  board  of  directors  for  the 
International  Association  of  Laryn- 
gectomees. He  has  certification  from 
the  American  Board  of  Surgery, 
Board  of  Thoracic  Surgery  and  the 
American  Society  of  Addictive 
Medicine. 

Anna  Marie  Windsor,  MD,*  has 
joined  the  OB/GYN  practice  of 
Roley,  Anderson  & Melius,  Ltd. 

Mohamed  Yafai,  MD,*  a board  cer- 
tified internal  medicine  specialist. 


joined  Mercy  Delavan  Medical 
Center's  staff.  He  comes  to  Walworth 
County  from  Milwaukee,  where  he 
worked  in  a group  practice  and  was 
an  assistant  professor  of  medicine 
and  director  of  general  medicine 
consultation  service  at  the  UW 
Medical  School,  Milwaukee  clinical 
campus.  Dr  Yafai  is  a graduate  of 
Long  Island  University  in  Brooklyn, 
NY.  He  completed  an  internship  and 
residency  at  West  Suburban  Hospi- 
tal Medical  Center  in  Oak  Park,  111. 

James  M.  Yohanan,  MD,*  a Mayo 
Clinic-trained  ear,  nose  and  throat 


Brown.  The  Brown  County  Medical 
Society  met  in  Green  Bay  at  the 
Holiday  Inn  City  Center,  on  Sep- 
tember 8, 1994.  Mary  Ellen  Williams, 
MD,  spoke  on  the  emotions  of  a 
physician.  Membership  was  ap- 
proved for  Christopher  Van  Saders, 
MD;  Robert  Monette,  MD;  Gunar 
Ronald  Strungs,  MD;  Peter 
Holzwarth,  MD;  Richard  Potts,  DO; 
Daniel  Degrout,  MD;  James  Orear, 
DO;  Joe  Cullen,  MD;  and  Timothy 
Cooper,  MD. 

Chippewa.  New  members  accepted 
into  the  Chippewa  County  Medical 
Society  include:  James  K.  Bieging, 
MD;  Chris  R.  Longbella,  MD;  Mi- 
chael H.  Walton,  MD;  and  Margaret 
A.  Zander,  MD. 

Clark.  New  members  accepted  into 
the  Clark  County  Medical  Society 
include:  Deja  Angsurat,  MD;  Teo- 
dorico  Y.  Asinas,  MD;  and  Apolinar 
E.  Jovellana,  MD. 

Dane.  The  Dane  County  Medical 
Society  has  approved  membership 


specialist,  will  join  the  medical  staff 
of  the  Mercy  Walworth  Medical 
Center.  A Wisconsin  native,  Dr 
Yohanan  is  a graduate  of  the  UW 
Medical  School  in  Madison.  He 
completed  an  externship  at  the  Uni- 
versity of  Sydney  Medical  School  in 
New  South  Wales,  Australia,  while 
attending  the  UW.  He  served  his 
internship  in  general  surgery  and 
residency  in  otohinolaryngology  at 
Mayo  Clinic  in  Rochester,  Minn.  He 
most  recently  worked  as  an  instruc- 
tor and  chief  resident  associate  at 
the  Mayo  Medical  School. ❖ 


for  the  following  physicians:  Jeffrey 
Anders,  MD;  Nicholas  Armstrong, 
MD;  Bret  Borowski,  MD;  William 
Bridson,  MD;  Rebecca  Byers,  MD; 
Thomas  Casper,  MD;  James  Couser, 
MD;  Michael  Gebetsberger,  MD; 
Mark  Goldsworthy,  MD;  Mark 
Halstead,  MD;  Gregory  Hartig,  MD; 
Rudolph  Hecht,  MD;  Barbara 
Horner-Ibler,  MD;  Christopher 
Inglese,  MD;  James  Johnston,  MD; 
Richard  Kacher,  MD;  Robert  Ker- 
win,  MD;  David  Kim,  MD;  Jeffrey 
Knuppel,  MD;  Raymond  Jame  Kot- 
wicki,  MD;  Kevin  Kuntz,  MD; 
Maureen  Lavin,  MD;  Margaret  Little, 
MD;  Daniel  Malone,  MD;  Kimberly 
Messer,  MD;  Stephan  Miller,  MD; 
Kim  Murphy,  MD;  Laura  Murvar, 
MD;  Glenn  Nickele,  MD;  James 
Nosal,  MD;  Pamela  Olson,  MD; 
David  Onsager,  MD;  Ants  Palm- 
Leis,  MD;  Daniel  Paulson,  MD; 
Denise  Prehn,  MD;  Ann  Ruscher, 
MD;  Susan  Scott,  MD;  Eric  Stecker, 
MD;  Nasreen  Syed,  MD;  Barbara 
Szachnowska,  MD;  and  Stephen 
Wagner,  MD. 

Continued  on  next  page 
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Green  Lak g/Waushara.  Dr  Allen  Chantelois  has  been 
approved  for  membership  in  the  Green  Lake 
Waushara  County  Medical  Society. 

Jefferson.  The  Jefferson  County  Medical  Society 
approved  membership  for  Marc  H.  Erickson,  MD; 
Steven  P.  Rhodes,  MD;  and  Charles  J.  Walker,  DO. 

Kenosha.  The  Kenosha  County  Medical  Society 
approved  membership  for  the  following  physicians: 
Paul  V.  Capelli,  MD;  Majed  Jandali,  MD;  Bernard 
Lakemaker,  DO;  James  M.  Schoening,  MD;  Hilary  J. 
Webster,  MD;  Michael  C.  Kreager,  MD;  Nina  Kayeum, 
MD;  Gregory  J.  Gullo,  MD;  Clarence  P.  Abella,  MD; 
and  Ashokkumar  N.  Shah,  MD. 

Outagamie.  New  members  approved  by  the  Out- 
agamie County  Medical  Society  include:  Mark  J. 
Chelsky,  MD;  Christopher  R.  Pfaendtner,  MD; 
DeeAnn  D.B.  Reece,  MD;  William  H.  Reed,  III,  MD; 
and  Rich  W.  Stoughton,  MD. 

Racine.  The  Taylor  County  Medical  Society  approved 
membership  for  Dr  James  H.  Taylor. 

Sawyer.  The  Sawyer  County  Medical  Society  ap- 
proved membership  for  Andrea  J.  Carroll,  MD;  Nina 
J.  Gilberg,  MD;  Kathy  J.  Keimig,  MD;  and  Ali  H. 
Mardan,  MD,  PhD. 

Sheboygan.  The  Sheboygan  County  Medical  Society 
approved  membership  for  LoriBrooks,  MD;  Michael 
Brooks,  MD;  Paul  Tuttle,  MD;  Jeffrey  Britton,  MD; 
Catherine  Best,  MD;  and  Adel  Yaacoub,  MD. 

Taylor.  Susan  J.  Frazier,  MD,  has  been  approved  for 
membership  in  the  Taylor  County  Medical  Society. 

Walworth.  The  Walworth  County  Medical  Society 
approved  membership  for  James  M.  Yohanan,  MD; 
and  Mohamed  H.  Yafai,  MD. 

Waukesha.  The  following  physicians  have  been  ap- 
proved for  membership  in  the  Waukesha  County 
Medical  Society:  Paul  Mannino,  MD;  Mark  A.  Schultz, 
DO;  Brian  Lipman,  MD;  Gerard  G.  Adler,  MD;  Todd 
Doenier,  MD;  Joy  Rynda,  MD;  Michele  R.  Tschopp, 
MD;  Michael  Uy,  MD;  James  Bartlett,  DO;  Evelyn 
Kase,  MD;  Kris  Gendreau,  MD;  Paul  Cotton,  MD; 
Christine  Pooler,  MD;  John  R.  Zandt,  MD;  and  Rich- 
ard A.  Moran,  DO. 

Winnebago.  The  Winnebago  County  Medical  Soci- 
ety approved  membership  for  Govindaraju 
Subramani,  MD;  and  Chaker  Dahan,  MD.* 


RPS  seeks  active 
participants 

The  SMS  Resident  Physicians'  Section  (RPS)  is 
looking  for  residents  who  wish  to  control  their 
professional  destiny.  The  RPS  Governing  Council 
has  set  goals  for  the  next  year  and  is  ready  to  move 
forward  in  addressing  the  needs  and  listening  to  the 
opinions  of  residents  across  Wisconsin. 

Key  objectives  are:  obtain  one  active  RPS  member 
from  each  residency  program  in  the  state;  increase 
resident  participation  in  the  RPS;  have  RPS  members 
seated  on  each  of  the  state  and  county  commissions; 
increase  resident  contribution  to  the  main  body  of 
the  SMS;  and  obtain  a YPS  mentor  for  the  RPS. 
Nationally,  the  RPS  wants  to  increase  the  number  of 
resident  physicians  attending  the  AMA  annual  and 
interim  meetings  and  submit  resolutions  to  the  AMA- 
RPS. 

To  get  involved  in  opening  the  doors  to  your  pro- 
fessional future,  call  Anne  Rittman  at  1-800-362-9080 
(outside  Madison)  or  257-6781  (in  Madison).* 


Great  Lakes. . . 
Great  Locations. . . 


f»olo,  group  practice  and  employment 
^^^opportunities  available  for  BC/BE  physicians. 
V yChoose  a thriving  suburban  location  or  sce- 
niclake  country  setting  near  Milwaukee,  Madison 
and  Chicago.  Superior  quality  of  living  and  com- 
petitive income/benefit  package. 


•Ob/Gyn 

y/i 

/ 

•Pediatrics 

WISCONSIN 

/ 

•Family  Practice 

1 $ ( 

•FP  Faculty 

) / ^ \ 

•Internal  Medicine 

/ / a)  \ 

\ ( 

\ ~ 

\ Oconomowoc  / ~J 

Please  contact: 

Susan  Brewster 

1 Madison*  ^ q JMilwaukee 

E Waukeshl 

800-326-2011,  Ext  4700 

\ Chicago*! 

Practice  Opportunities  in  Waukesha  County 

725  American  Avenue  • Waukesha,  Wl  53188 
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CES  Foundation  donors 


The  individuals  and  organizations 
named  below  made  contributions 
to  the  Charitable,  Educational  and 
Scientific  Foundation  from  March- 
September  1994. 

Beaumont  500  Club 

In  recognition  of  those  individuals, 
county  medical  societies,  alliances 
who  contribute  their  support  to  the 
Fort  Crawford  Medical  Museum. 

Dr  and  Mrs  Charles 
Pechous,  Jr.,  MD 

Fort  Crawford  Medical  Museum 
Capital  Improvement  Fund 

The  individuals  named  below  made 
contributions  to  the  Charitable, 
Educational  and  Scientific  Founda- 
tion for  the  Fort  Crawford  Medical 
Museum  Capital  Improvement 
Fund. 

Dr  and  Mrs  R.  Mario  Abellera 
Dr  and  Mrs  James  Alston 
Dr  and  Mrs  Robert  Baldwin 
Ann  Bardeen  Henschel,  MD 
Dr  and  Mrs  John  Beasley 
Bridgeport  Inn 

Mr  and  Mrs  John  L.  Burgmeier 
Design  Homes,  Incorporated 
Dr  and  Mrs  Irwin  E.  Gaynon 
Howe  Printing  Company,  Inc. 

Dr  and  Mrs  Ralph  Hudson 
Pauline  M.  Jackson,  MD 
Kilian  H.  Meyer,  MD 
Morris  Family  Foundation 
Kermit  Newcomer,  MD 
E.J.  Nordby,  MD 
Praire  City  Bank 
George  E.  Skemp,  MD 
Earl  and  Alice  Thayer 
Dr  and  Mrs  Stephen  Thorngate 
Dr  and  Mrs  William  Treacy 
Thomas  W.  Tormey,  Jr.,  MD 
Mrs  Edward  W.  Vetter 
Dr  and  Mrs  Stephen  Webster 

Special  Projects  and  Contributions 
Beverly  Schuster  Memorial 
Loan  Fund 

Myron  Schuster,  MD. 


Brown  County  Student  Loan  Fund 
Dr  and  Mrs  Robert  Schmidt 
Brown  County  Medical  Society 
Alliance 

Charles  W.  Landis,  MD 
Memorial  Fund 

Mary  Landis 

Edward  W.  Vetter,  MD  Medical 
Education  Scholarship  Fund 

Fond  du  Lac  County  Medical 
Society  Alliance 

Earl  and  Alice  Thayer  Lecture  Fund 

Mr  and  Mrs  Thomas  L. Adams 

Fort  Crawford  Medical  Museum 
General  Fund 

William  H.  Annesley,  Jr.,  MD 
Outagamie  County  Medical  Society 

General  Fund 

Door  Kewaunee  County  Medical 
Society 

Green  County  Student  Loan  Fund 

Green  County  Medical  Society 

Lakeside  Endowment  Fund 
Dr  Richard  and  Laura  Roberts 

Wisconsin  Society  of  Radiologic 
Technology  Scholarship  Fund 
Albert  J.  Alter 

Mr  and  Mrs  Thomas  F.  Berns 
Henry  J.  Bradley,  MD 
Wingate  Clapper,  MD 
Dr  and  Mrs  R.  Marshall 
Colburn,  Jr. 

Michael  F.  Conmy,  MD 
Lyle  H.  Edelblute,  MD 
Dr  and  Mrs  Louis  C.  Fischer 
Dr  and  Mrs  J.M.  Gerend 
Dr  and  Mrs  James  Gonyo 
Dr  and  Mrs  Thomas  D.  Hinke 
Dr  and  Mrs  Karl  W.  Huckaby,  Jr. 
Bernard  H.  Kampschroer,  MD 
Dr  and  Mrs  Michael  Kehoe 
Chris  J.  Kelley,  MD 
Dr  and  Mrs  Richard  A.  Kessler 
Mahendra  Kochar,  MD 
Dr  and  Mrs  John  P.  Lammers 
Dr  and  Mrs  Paul  A.  Larson 
Dr  and  Mrs  Paul  J.  Leehey,  III 
Richard  Logan,  MD 


Joseph  A.  Manago,  MD 
Dr  and  Mrs  C.J.  Rater 
Dr  and  Mrs  Douglas  Reasa 
Lawrence  J.  Reif,  MD 
Dr  and  Mrs  Charles  E.  Schmidt 
Mr  and  Mrs  William  T.  Shaffer,  Jr. 
Dr  and  Mrs  Larry  H.  Sherkow 
Dr  and  Mrs  James  J.  Sherry 
Dr  and  Mrs  William  A.  Smullen 
Robert  J.  Starshak 
Doctors  Brian  and  Joan  Wake 
Margart  C.  Winston,  MD 
Herbert  J.  Zimmers,  MD 

Memorial  Gifts  made  from  March 
- September  1994 
Mr  and  Mrs  Thomas  L.  Adams 
Dane  County  Medical  Society 
Julie  A.  Hein 
Rick  and  Kris  Hensen 
Mr  and  Mrs  Richard  Herfel 
Manitowoc  County  Medical 
Society  Auxiliary 
Dr  and  Mrs  E.J.  Nordby 
Dr  and  Mrs  Charles 
Pechous,  Jr.,  MD 
Theodore  A.  Praxel,  MD 
Riverview  Hospital  Medical  Staff 
Dr  and  Mrs  Robert  T.  Schmidt 
State  Medical  Society  of  Wisconsin 
Patricia  J.  Stuff,  MD 
Earl  and  Alice  Thayer 

In  Memoriam 

In  loving  memory  of  those  individu- 
als who  will  grace  our  paths  forever. 
Robin  N.  Allin,  MD 
John  M.  Anderson,  MD 
Max  O.  Bachhuber,  MD 
Roy  B.  Balder,  Jr.,  MD 
Carroll  Bauer,  MD 
Harry  Bauman 
William  A.  Brah,  MD 
Alice  David  Cantwell 
Mildred  Carney 
Dowe  P.  Cupery,  MD 
Lloyd  L.  Fifrick,  MD 
Mrs.  Carl  A.  Fusmark 
Louis  Hacker,  MD 
Joseph  G.  Halser,  Jr.,  MD 
Harvey  A.  Heck 

Continued  on  next  page 
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John  S.  Hirschboeck,  MD 
John  K.  Hoyer,  MD 
Robert  B.  Jachowicz,  MD 
C.  Robert  Jackson,  MD 
Ruth  L.  Jansen,  MD 
William  Janssen,  MD 
John  M.  Johnson,  MD 
Robert  Kirch  Theobald,  Sr. 

Dominic  Kwaterski,  MD 

Leo  Lakritz,  MD 

Maxine  Lorraine  Hess  Maroney 

James  R.  McNamee,  MD 

Joseph  F.  Miller,  MD 

Otto  V.  Pawlisch,  MD 

Dr.  Charles  and  Dr.  Lillian  Pechous 

Ben  M.  Peckham,  MD 

Marvin  G.  Peterson,  MD 

Walter  S.  Polacheck,  MD 

Dorothy  Bovey  Potterveld 

Cesar  N.  Reyes,  Jr.,  MD 

Rafael  S.  Saladar,  MD 

Anthony  J.  Sanfelippo,  MD 

Chester  A.  Sattler,  MD 

Wallace  E.  Scheunemann,  MD 

Robert  A.  Sievert,  MD 

Charles  M.  Schroeder,  MD 

William  C.  Sroka,  MD 

Ruth  A.  Stoerker,  MD 

Ethel  Stokes 

Joel  Sumnicht 

Charles  R.  Taborsky,  MD 

Mildred  Teitgen 

Robert  L.  Temple,  MD 

Robert  J.  Wisler,  MD 

The  individuals  named  below  made 
contributions  to  the  Charitable, 
Educational  and  Scientific  Founda- 
tion through  the  SMS  membership 
dues  statement  from  February  - 
September  1994. 

Roy  B.  Balder,  Jr.,  MD 
Betty  J.  Bamforth,  MD 
Ann  Bardeen  Henschel,  MD 
James  J.  Barrock,  MD 
Scott  D.  Beede,  MD 
James  F.  Bigalow,  MD 
Austin  J.  Boyle,  III,  MD 
David  J.  Carlson,  MD 
Richard  P.  Cattey,  MD 
James  D.  Chambers,  MD 
Henry  Chessin,  MD 
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Elliot  L.  Coles,  MD 
Richard  A.  Collins,  MD 
John  E.  Conway,  MD 
Richard  A.  Cooper,  MD 
Frederick  J.  Davis,  MD 
William  L.  Deardorff,  MD 
Mariano  F.  DeGuzman,  MD 
Stephen  P.  Delahunt,  MD 
Aileen  E.  Denny,  MD 
Steven  E.  Diebold,  MD 
Jovan  L.  Djokovic,  MD 
Thomas  H.  Dunigan,  MD 
Peter  L.  Eichman,  MD 
Victor  S.  Falk,  Jr.,  MD 
Kathleen  S.  Farah,  MD 
Lucinda  K.  Fenske,  MD 
James  R.  Ferwerda,  MD 
John  V.  Flannery,  Jr.,  MD 
Joel  L.  Furda,  MD 
Lucille  B.  Glicklich,  MD 
Michael  F.  Gutzeit,  MD 
Stephen  L.  Haug,  MD 
John  E.  Hamacher,  MD 
Patrick  M.  Healy,  MD 
Kay  A.  Heggestad,  MD 
Kaarn  A.  Heida,  MD 
Robert  D.  Heinen,  MD 
Robert  A.  Helminiak,  MD 
Richard  Holden,  MD 
Ralph  F.  Hudson,  MD 
F.  Stig  Jacobsen,  MD 
Syed  A.  Jafri,  MD 
Dorothy  J.  Jayne,  MD 
Mark  W.  Jeffries,  MD 
August  J.  Jurishica,  MD 
Robert  N.  Justl,  MD 
Theodore  J.  Kern,  MD 
Leonard  B.  Kleinerman,  MD 
Gustave  A.  Landmann,  MD 
Christopher  L.  Larson,  MD 
Jeffrey  E.  Larson,  MD 
Rocco  Latorraca,  MD 
John  H.  Leno,  MD 
Jules  D.  Levin,  MD 
Russell  F.  Lewis,  MD 
Robert  F.  Lipo,  MD 
William  J.  Listwan,  MD 
Philip  Littman,  MD 
D.  Mark  Lochner,  MD 
William  L.  Lorton,  MD 
Gregory  A.  Love,  MD 
Harold  N.  Lubing,  MD 
Robert  E.  Lund,  MD 


Robert  F.  Madden,  MD 
Mohammad  I.  Malik,  MD 
Robert  F.  Mann,  MD 
Bradley  L.  Manning,  MD 
Thomas  W.  Marsh,  MD 
Debesh  C.  Mazumdar,  MD 
Robert  A.  McDonald,  MD 
Greg  S.  Miller,  MD 
Sheryl  L.  Moss,  MD 
James  L.  Murphy,  MD 
Gregory  D.  Naden,  MD 
William  A.  Nielsen,  MD 
John  C.  Noonan,  MD 
Eugene  J.  Nordby,  MD 
Ronald  W.  Olson,  MD 
Timothy  J.  O'Neil,  MD 
David  W.  Ovitt,  MD 
Ewald  H.  Pawsat,  MD 
Ralph  B.  Pelkey,  MD 
John  T.  Petersik,  MD 
Kenneth  G.  Pinegar,  MD 
Lisa  C.  Ramsey,  MD 
Frederick  H.  Reeser,  Jr.,  MD 
Marcia  J.S.  Richards 
John  R.  Russell,  MD 
Dennis  K.  Ryan,  MD 
Martin  H.  Sahs,  MD 
Arthur  C.  Sanders,  Jr.,  MD 
Herbert  F.  Sandmire,  MD 
Alan  I.  Schwartzstein,  MD 
John  K.  Scott,  MD 
Robert  H.  Sewell,  MD 
Clyde  E.  Siefert,  MD 
Lawrence  K.  Siegel,  MD 
Gilbert  H.  Stannard,  Jr.,  MD 
Walter  P.  Stenborg,  MD 
Scott  M.  Stillwell,  MD 
Ghonsham  Sooknandan,  MD 
Philip  A.  Swanson,  MD 
Joseph  Syty,  MD 
Joseph  M.  Tobin,  MD 
Thomas  W.  Tormey,  Jr.,  MD 
Enid  A.  Trotman,  MD 
Richard  Ulmer,  MD 
Anthony  P.  Vastola,  Jr.,  MD 
W.  Gregory  Von  Roenn,  MD 
Cassandra  P.  Welch,  MD 
Thomas  R.  Willett,  DO 
Edward  Winga,  MD 
Margaret  C.  Winston,  MD 
John  H.  Wishart,  MD 
Paul  L.  Writz,  MD 
Edward  Zupanc,  MD*> 
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NATIONWIDE  OPPORTUNITIES: 

East  and  west  coasts.  Midwest, 
Hawaii. ..we  have  excellent  practices 
available  in  single/multi-specialty 
groups,  hospital,  clinic  or  solo  positions. 
Our  clients  are  offering  outstanding 
compensation  packages  to  qualified  BC/ 
BE  physicians.  Current  Wisconsin  and 
Illinois  practice  needs:  IM,  FP,  OB,  PD, 

OTO,  GS,  NEP,  ORS,  CD,  ON,  D,  P- 
Natol,  and  OM.  Send  CV  or  call  Suzanne 
Foreman;  1-800-723-6517/MED 
SEARCH,  INC.,  8405  W.  Forest  Home 
Avenue,  Suite  104,  Milwaukee,  WI 53228. 
Fax  1 -414-529-4243.  1 0/  94 

JANESVILLE,  WISCONSIN  - UR- 
GENT CARE:  Riverview  Clinic,  a divi- 
sion of  Dean  Medical  Center,  is  actively 
recruiting  an  urgent  care  physician  to 
join  its  medical  staff.  We  recently  in- 
creased our  compensation  package 
which  is  based  on  a 40  hour  work  week. 
Total  compensation  for  Year  1 - 
$108,000.00,  Year  2 - $134,642.00  and 
Year  3 - $135,000.00.  We  currently  have 
two  physicians  which  staff  the  clinic  from 
9:00  a.m.  - 9:00  p.m.  Monday  through 
Friday  and  9:00  a.m.  - 11:30  a.m.  on  Sat- 
urday and  desire  to  expand  the  hours  of 
operation  until  9:00  p.m.  on  Saturday 
and  1:00  p.m.  - 9:00  p.m.  on  Sunday.  Our 
facility  is  brand  new  and  well  equipped 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


with  8 exam  rooms,  lab  and  x-ray.  Flex- 
ible hours  are  available  with  an  expected 
total  of  30-40  hours  per  week.  Excellent 
compensation  and  benefits  are  provided. 
For  more  information  contact  Scott  M. 
Lindblom,  Dean  Medical  Center,  1808 
West  Beltline  Highway,  Madison,  WI 
53713,  (work  phone)  1-800-279-9966  or 
(608)259-5151,  FAX  (608)259-5294,(home 
phone)  (608)833-7985.  10-11/94 

SOUTHERN  WISCONSIN  - Dean 
Medical  Center  seeks  3rd  neurologist 
for  regional  office.  Opportunity  to  pur- 
sue sub-specialty  interests  (pediatrics  a 
plus).  Proximity  to  Madison,  Milwau- 
kee and  Chicago.  Strong  economic  cli- 
mate, exceptional  schools,  affordable 
housing.  Call  or  send  C.V.  to  Jane  Vogt, 
800-765-3055,  222  S.  Central,  Suite  700, 
St.  Louis,  MO  63105,  FAX  314-726-3009. 

10/94 

INTERNAL  MEDICINE  AND  OB- 
GYN  PRACTICE  OPPORTUNITIES: 

Rural  Lake  Country  Community  is  seek- 
ing the  above  practitioners  to  join  an 
active  12  (soon  to  be!4)  physician  multis- 


EXPLORE  THE 
POSSIBILITIES! 

We  are  currently  seeking  primary 
care  physicians  specializing  in 
Family  Medicine,  Pediatrics,  Oc- 
cupational Medicine,  Internal 
Medicine,  and  OB/GYN  for  a 
variety  of  group  practices  through- 
out the  Midwest  and  New  York 
State.  Surgical  and  subspecialty 
physicians  are  also  needed  for  a 
variety  of  locations.  We  represent 
practices  in  all  types  of  settings  in 
communities  of  every  size.  New 
opportunities  become  available 
every  month.  Whether  a practice 
change  is  imminent,  or  just  a fu- 
ture consideration,  we  have  the 
information  you  need. 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 
1-800-243-4353 

9-11/94 


peciaity  group.  Quality,  comfortable 
living  environment,  multiple  recreational 
activities,  fine  educational  opportuni- 
ties and  cultural  activities  abound. 
Opportunity  includes  relaxed  call,  lib- 
eral salary  and  exceptional  benefits.  Send 
curriculum  vitae  or  inquires  to:  Lake 
Region  Clinic,  PC,  Attn:  Joel  Rotvold, 
PO  Box  1100,  Devils  Lake,  ND  58301,  or 
call  (800)648-8898  for  further  informa- 
tion. 10-12/94 

INTERNAL  MEDICINE  OR  FAMILY 
PRACTICE  PHYSICIAN  needed  to  do 
mostly  office  work  and  some  hospital 
work.  Competitive  salary  and  good 
benefits.  Send  CV  to  Merrill  Medical 
Associates,  S.C.,  716  East  Second  Street, 
Merrill,  WI  54452.  Or  call:  (715)  536- 
2463.  6,8,10/94 


Child/General  Psychiatrist 

A full-time  general  or  child/ gen- 
eral psychiatrist  is  needed  in  beau- 
tiful northern  Wisconsin! 

This  area  affords  the  best  in  rural 
living  with  many  beautiful  lakes, 
streams  and  rivers.  We  are  a 20 
bed  acute,  JCAHO  accredited, 
psychiatric  unit  located  at  Saint 
Mary's  Hospital  in  Rhinelander, 
WI.  We  service  both  inpatients 
and  outpatients  within  a 75  mile 
radius.  Our  goal  is  to  make  this 
the  mental  health  center  of  the 
northwoods.  We  have  an  excel- 
lent salary  and  benefit  package 
available.  Weekend  coverage  is 
provided. 

A challenging  but  rewarding  po- 
sition for  a mature  competent 
psychiatrist. 

Contact  or  send  CV  to: 

N.  Wilson,  MD 
1044  Kabel  Avenue 
Rhinelander,  WI  54501 
(715)  369-6433 


Equal  opportunity  employer. 

8-12/94 
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SOUTHERN  WISCONSIN  - Dean 
Medical  Center  seeks  BC/BE  family 
physicians  for  regional  offices.  Options 
include  traditional  family  practice  and 
ambulatory  care  settings.  Relaxed  call 
schedule,  competitive  guarantee,  com- 
prehensive benefits.  Proximity  to  Madi- 
son, Milwaukee  and  Chicago.  Strong 
economic  climate,  exceptional  schools, 
affordable  housing.  Call  or  send  C.V.  to 
Jane  Vogt,  800-765-3055,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105,  FAX  314- 
726-3009.  10/94 

WISCONSIN:  Family  practitioner-inter- 
nal medicine  needed  by  a growing  prac- 
tice of  a four  physician  group  in  a friendly 
rural  community  in  Northeast  Wiscon- 
sin near  Green  Bay.  This  is  an  excellent 
opportunity  to  join  an  established  or- 
ganization. Highly  competitive  salary 


We  won't  sell  you  on  a practice  - 
If  we  don't  have  it,  we'll  find  it. " 


Wisconsin 

40+ Cities 


National 
750+ Cities 


Milwaukee  Chicago  Houston 
Madison  Evansville  Atlanta 
Sheboygan  Ft.  Wayne  Cleveland 
Green  Bay  Boston  Toledo 
Oshkosh  Tampa  Louisville 
Appleton  St.  Louis  Detroit 
Cleveland  Tulsa  Richmond 
Cincinnati  Dallas  Charlotte 

We  track  every  community  in  the  country 
New  openings  daily! 

The  Curare  Group , Inc. 

m)mm 

Fax  (812)  Him 
M-F9am-8pnt 
Sat  I-Spm 


with  benefits.  Please  contact:  Artwich 
Clinic,  Oconto  Falls,  Wisconsin  54154. 

9/94-5/95 

INTERNIST,  CHICAGO:  Prominent, 
well-established  internal  medicine  group 
on  the  near  southside  of  Chicago  seeks  a 
BE/BC  internist.  Excellent  clinic  facility 
and  affiliation  with  a licensed  500-bed 
teaching  hospital.  Outstanding  guaran- 
teed salary  plus  incentives,  and  full 
benefits  including  malpractice,  health, 
life,  and  disability  insurances,  as  well  as 
a pension  plan  and  liberal  vacation  and 
CME  time.  Contact:  Charles  Matenaer  at 
800-272-2777,  or  fax  your  cv  to  414/  784- 
0727.  9-10/94 

BC/BE  INTERNIST  for  84-physician 
multispecialty  group  on  the  scenic  bluffs 
overlooking  the  Mississippi  River  where 
Iowa,  Illinois,  and  Wisconsin  meet.  Ex- 
cellent call  schedule  in  this  17  member 
department  of  physician  owned  clinic 


Excellent  practice  opportunities  in 
Minnesota  and  Western  Wiscon- 
sin communities.  Primary  care 
and  specialties.  For  more  infor- 
mation, call  1-800-248-4921. 

8-12/94 


with  its  own  ITMO.  Professional  admini- 
stration enables  physicians  to  concen- 
trate on  the  practice  of  medicine.  Out- 
standing lifestyle,  excellent  income 
guarantee,  complete  benefits  and  own- 
ership eligibility.  Call  or  send  C.V.  to 
Denis  Albright;  Medical  Associates 
Clinic;  1000  Langworthy;  Dubuque,  IA 
52001. 800-648-6868.  9-11/94 

NATIONWIDE  - Opportunities  for  the 
following:  IM,  FP,  OB/GYN,  PED,  ONC, 
CD,  and  more.  Send  CV  to  Stan  Kent, 
Stan  Kent  & Associates,  P.O.  Box  904, 
Tremont,  IL  61568,  or  call  800-831-5679, 
FAX  309-925-5842.  5-12/94 

JANESVILLE,  WISCONSIN:  Dean 
Medical  Center,  a 300  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville,  Milton  and  Delavan, 
Wisconsin.  Traditional  family  practice 
and  urgent  care  opportunities  are  avail- 
able. Janesville,  population  55,000,  is  a 
beautiful,  family  oriented  community 
with  excellent  schools  and  abundant 
recreational  activities.  Excellent  compen- 
sation and  benefits  are  provided  with 
employment  leading  to  shareholder 
status.  Send  C.V.  to  Stan  Gruhn,  MD, 


PHYSICIAN  WANTED 

Community  Care  for  the  Elderly 
is  looking  for  a board  certified 
internist  with  an  interest  in  the 
care  of  the  elderly.  The  position 
offers  an  opportunity  to  care  for 
the  frail  elderly  of  the  community 
in  an  adult  health  care  center  and 
clinic.  An  understanding  of  the 
elderly  and  the  ability  to  work 
with  a multidisciplinary  team  is 
needed.  The  positions  available 
are  part-time  and  full-time  prac- 
tice. Interested  individuals  should 
contact: 

Mary  Gavinski,  MD 
Medical  Director 
Community  Care  for  the  Elderly 
5228  W.  Fond  du  Lac  Avenue 
Milwaukee,  WI  53216 
414-536-2110,  ext.  239. 

10-12/94 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

8-10/94 


PPS  for  PSP2* 

# Practices  Seeking  Physicians 
le  N Physicians  Seeking  Practices 

Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791*  Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 
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Riverview  Clinic,  P.O.  Box  551,  Janesville, 
WI 53547  or  call  (608)755-3500.  An  Equal 
Opportunity  Employer.  10-12/94 

GENERAL  SURGEON/FAMILY 

PRACTICE/OB-GYN/INTERNAL 
MEDICINE  to  join  progressive  13-phy- 
sician group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 
and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022. 715- 
425-6701.  8/94-1/95 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 

60.000.  Ninety  miles  from  Minneapo- 
lis/St. Paul.  Primarily  prepaid  practice 
with  large  component  FFS.  Highly  com- 
petitive salary  with  excellent  fringe  bene- 
fits. Practice  quality  care  in  good  recrea- 
tional area.  Send  CV  to  James  A.  Volk, 
MD,  Medical  Director,  PO  Box  3217,  Eau 
Claire,  WI  54702-3217;  ph  715-836-8552. 

8-12/94 

JANESVILLE,  WISCONSIN  - ADULT 
NEUROLOGY/CHILD  NEUROLOGY: 
Riverview  Clinic,  a division  of  Dean 
Medical  Center,  is  actively  recruiting  a 
BE/BC  adult  or  child  neurologist  to  join 
their  medical  staff  of  2 BC  adult  neurolo- 
gists. Excellent  compensation  and  bene- 
fits are  provided.  Janesville,  population 

55.000,  is  a beautiful,  family  oriented 
community  with  excellent  schools  and 
abundant  recreational  activities.  Excel- 
lent compensation  and  benefits  are  pro- 
vided with  employment  leading  to  share- 
holder status.  For  more  information 
contact:  Scott  M.  Lindblom,  Medical  Staff 
Recruiter,  Dean  Business  Office,  1808 


Family  Practice  Madison  Area 

* several  opportunities 

* large  call  groups 

* full  lab  & xray 

* 210  physician  multi-specialty  group 

* guaranteed  salary  with  incentives 

* full  benefit  package 

* Immediate  Care  also  available 
Send  CV  to: 

Laurie  Glowac 

Physicians  Plus  Medical  Group 
345  W.  Washington  Avenue 
Madison,  WI  53703 
or  call  collect:  (608)  252-8580 
1-12/94 


West  Beltline  Highway,  P.O.  Box  9328, 
Madison,  Wisconsin,  53715-0328,  work 
toll-free  1-800-279-9966  or  (608)259-5151, 
home  (608)276-8989  or  FAX  (608)259- 
5131.  10-12/94 

FAMILY  PRACTICE  PHYSICIAN 
needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwestern 
Wisconsin  community  of  8,000  with  serv- 
ice area  of  40,000,  located  on  the  door- 
step of  Wisconsin's  fabulous  lake  coun- 
try. Practice  medicine  in  a small  family- 
oriented  community  within  two  hours 
of  Minneapolis/ St.  Paul.  Competitive 
salary  and  excellent  fringe  package.  Send 
CV  to  James  A.  Volk,  MD,  Medical  Di- 
rector, PO  Box  3217,  Eau  Claire,  WI  54702- 
3217;  ph  715-836-8552.  8-12/94 

VENTURE  NORTH  TO  THE  NORTH- 
WEST SUBURBS  OF  THE  TWIN  CIT- 
IES, MINNESOTA.  Full  and  part-time 
positions  available  for  BC/BE  physicians 
in  FP,  IM  & OB/GYN  and  for  physician 
assistants  and  nurse  practitioners.  Get 
back  on  course  with  the  owned  and  af- 
filiated clinics  of  North  Memorial  Medi- 
cal Center.  Choose  large,  small,  urban  or 
semi-rural  practices.  Plus,  receive  up  to 
15,000  (Extenders  up  to  $10,000)  on  start 
date  through  our  community  service 
program.  If  interested,  send  CV  or  call  in 
confidence:  North  Medical  Programs, 
North  Memorial  Medical  Center,  3300 
Oakdale  Avenue  North,  Robbinsdale, 
MN, 55422-2900.  800-275-4790.  8-12/94 

THE  WAUSAU  MEDICAL  CENTER 
is  seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  In- 


State  Medical  Society  of 
Wisconsin 

Date  and  location  of 
1995  ANNUAL  MEETING 

April  7-9 

Grand  Geneva  Resort  & Spa 

Further  information:  Call  the 
SMS  Meetings  Department. 
Local  Telephone:  257-6781;  toll- 
free:  1-800-362-9080. 


ternal  Medicine,  Family  Medicine,  Ob- 
stetrics/Gynecology, Occupational 
Medicine  and  Urology.  Large  multi- 
specialty group  located  in  central  Wis- 
consin. Competitive  salary  (incentive 
after  first  year).  Comprehensive  benefit 
package  including  malpractice  insur- 
ance, flexible  benefit  plan  and  profit 
sharing.  Modem  facility  located  directly 
across  the  street  from  250-bed  acute  care 
facility.  The  area  is  ideal  for  outdoor  en- 
thusiasts (including  large  downhill  ski 
area)  with  outstanding  cultural  activi- 
ties year  round.  Write  or  call  collect 
David  K.  Aughenbaugh,  MD,  Medical 
Director,  Wausau  Medical  Center,  2727 
Plaza  Drive,  Wausau,  Wisconsin  54401, 
telephone  (715)  847-3235.  2/93;TFN 

Miscellaneous 


VXCXTION  IN  0 UP, 
JXMXlCX  VILLX. 
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_ 
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an  endowment  for  the  future  — we  need  your  support 
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• Immediate  savings  through  an  income  tax  deduc- 
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• Elimination  of  a capital  gains  tax. 

• Possibly  increasing  your  current  income. 

• Possible  estate  tax  savings. 

• The  security  of  professional  fund  management 
with  no  charge  to  you. 
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Hospital  Medical  Staff  Section 
24th  Assembly  Meeting 
December  1-5, 1994 
Sheraton  Waikiki  Hotel 
Honolulu,  Hawaii 


Send  a representative  from  your  hospital  medical  staff  and  physician  organization  to  the 
1994  Interim  American  Medical  Association  Hospital  Medical  Staff  (AMA-HMSS)  Assembly  Meeting 
held  on  December  1-5  in  Honolulu.  Aside  from  participating  in  the  development  of  AMA  policy, 
representatives  will  have  an  opportunity  to  network  with  colleagues,  dialogue  with  the  AMA  Board 
of  Trustees,  and  hear  the  latest  news  and  information  on  health  system  reform. 

With  a changing  health  care  environment,  broader  diversity  within  the  physician  population,  limited 
resources,  and  an  overriding  need  for  unity  of  purpose  and  action  by  organized  medicine,  the  AMA 
has  undertaken  a study  of  the  Federation. 

The  study,  involving  county,  state  and  specialty  societies,  the  AMA,  and  other  related  organizations, 
intends  to  uncover  useful  information  for  developing  ways  to  increase  membership,  member 
participation,  and  advocacy  as  well  as  improve  communications,  medical  society  performance,  and 
resource  utilization. 

Project  leaders  have  asked  the  AMA-HMSS  to  participate  in  the  process  because  it  effectively 
represents  grassroot  physician  concerns.  Input  from  each  HMSS  representative  also  will  be  extremely 
valuable  in  defining  organized  medicine  in  the  future. 

The  1994  Interim  AMA-HMSS  Assembly  Meeting  Education  Program  will  host  the  Consortium  study. 
Data  collected  and  analyzed  will  facilitate  the  following  objectives: 

• Identify  current  and  future  needs,  expectations,  and  preference  of  physicians  and  others  for 
organized  medicine; 

• Explore  membership  ideas  and  options; 

• Assess  how  medical  societies  relate  to  each  other — including  ways  to  be  more  supportive,  avoid 
duplication  of  effort,  leverage  strengths,  and  better  address  weaknesses: 

• Discover  whether  there  are  better  tools/technologies  that  medical  societies  can  use  to  communicate 
with  one  another  and  their  members;  and 

• Enable  medical  societies  to  work  smart  in  a more  focused  and  purposeful  way. 

Plan  to  participate  in  the  Federation  Consortium  on  Friday,  December  3 from  2:30  to  5:30  pm  in 
Honolulu,  Hawaii.  Mahalo! 
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Ciphering  the  new  alphabet:  Rx  for  APN 


Richard  G.  Roberts,  MD,  JD 


On  March  8,  1994,  the  Legis- 
lature enacted  1993  Wiscon- 
sin Act  138,  which  permits  advanced 
practice  nurses  (APN)  to  prescribe 
drugs.  APNs  include  certified  regis- 
tered nurse  anesthetists,  certified 
nurse  midwives,  nurse  practitioners, 
and  clinical  nurse  specialists.  This 
new  independent  prescribing  au- 
thority for  nurses  has  sparked  con- 
siderable conversation,  especially 
among  physicians.  The  following 
reviews  the  politics,  the  problems, 
and  the  possibilities  regarding  this 
expanded  scope  of  nursing  practice. 

The  politics 

In  the  spring  of  1993,  I was  one  of 
several  SMS  representatives  who 
participated  in  discussions  on  health 
reform  with  members  of  the  legisla- 
ture and  administration  and  with 
leaders  of  various  nursing  groups. 
The  purpose  of  the  meetings  was  to 
consider  proposals  for  health  reform, 
including  one  that  would  have  cre- 
ated statutory  authority  for  a new 
type  of  nurse:  a primary  care  nurse. 
This  nurse  would  have  been  able  to 
provide,  in  an  under-served  area,  a 
wide  range  of  services  approximat- 
ing those  of  a physician.  In  effect, 
the  proposal  suggested  that  a nurs- 
ing license,  which  could  be  obtained 
with  as  few  as  2 years  of  training 
after  high  school,  was  equivalent  to 
a medical  license,  which  required  4 
years  of  college,  4 years  of  medical 


school  and  1 
year  of  intem- 
ship-- 
equivalent, 
that  is,  if  the 
patient  had 
the  misfor- 
tune of  resid- 
ing in  an  un- 
der-served 
area.  More- 
over, the  pro- 
posal would 
have  com- 
pelled a phy- 
sician to  enter 
into  a collabo- 
rative rela- 
tionship with 
a primary 
care  nurse 
when  de- 
manded by 
such  a nurse, 
or  risk  a claim 
of  unprofes- 
sional con- 
duct and  loss 
of  license. 

The  pro- 
posal was  a 
dumb  idea.  It 
was  opposed 
vigorously  by  the  SMS 
representatives  and  by  the  nursing 
leaders.  Looking  back,  it  is  easy  to 
dismiss  such  a proposal  and  to 
wonder  how  it  could  have  been  con- 


sidered seriously  in  the  first  place.  It 
must  be  remembered  that  these  dis- 
cussions took  place  against  the  back- 
drop of  the  health  system  reform 
Continued  on  next  page 
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debate  with  its  focus  on  improved 
access  and  reduced  costs  and  a new 
president's  commitment  to  nursing. 
The  other  political  fact  was  that  the 
speaker  of  the  Assembly  and  the 
chair  of  the  Assembly  Health  Com- 
mittee were  nurses  intent  on  doing 
something  for  nurses.  It  looked  like 
it  was  going  to  be  a long  and  diffi- 
cult legislative  session— and  it  was. 

Out  of  the  meetings  on  primary 
care  nursing  grew  momentum  for 
independent  prescribing  authority 
for  nurses.  Some  physician  groups 
supported  limited  prescribing  au- 
thority for  nurses,  believing  that  it 
would  correct  the  charade  of  super- 
vising physicians  having  to  counter- 
sign each  and  every  prescription  for 
their  nurse  practitioners.  Mindful  of 
the  reality  that  something  was  going 
to  pass,  the  SMS  endeavored  to  shape 
the  bill  to  better  protect  the  needs  of 
patients.  We  insisted  on  evidence  of 
adequate  training  in  prescribing  and 
of  ongoing  relationships  with  phy- 
sicians so  that  patients  could  access 
readily  the  rest  of  the  health  system 
when  problems  arose.  Having  made 
good  faith  attempts  to  shape  the  bill 
into  a better  one,  the  official  position 
of  the  SMS  on  the  proposed  legisla- 
tion was  no  position— that  is,  the 
Board  of  Directors  neither  supported 
nor  opposed  the  final  product:  1993 
Wisconsin  Act  138. 

The  Act  directed  the  Board  of 
Nursing  to  promulgate  rules  speci- 
fying the  educational  requirements, 
scope  of  practice,  classes  of  drugs 
and  malpractice  coverage  for  the 
APN  who  seeks  prescribing  author- 
ity. The  secretary  of  the  Department 
of  Regulation  and  Licensing  (DRL), 
who  also  happened  to  be  an  LPN, 
was  obliged  under  the  law  to  estab- 
lish an  advisory  committee  consist- 
ing of  4 nurses,  3 pharmacists,  and  3 
physicians.  The  committee  was  to 
advise  the  DRL  and  t h e Board  of 
Nursing  in  drafting  the  rules  neces- 
sary to  carry  out  the  intent  of  the  leg- 
islation. 

The  advisory  committee  met  five 
times  during  the  spring  of  1994.  The 


most  important  provisions,  educa- 
tional requirements  and  collabora- 
tive relationships,  were  also  the  most 
difficult  for  the  advisorycommittee 
to  resolve.  Many  observers  felt  that 
the  committee's  eventual  proposed 
regulations,  while  perhaps  the  best 
compromise  that  could  be  achieved 
given  the  composition  of  the  com- 
mittee, failed  to  meet  the  Legisla- 
ture's intent  or  the  needs  of  patients. 
During  the  summer,  hearings  on  the 
recommended  language  were  held 
across  the  state.  A number  of  physi- 
cian groups,  including  the  SMS, 
offered  testimony  expressing  their 
concern  with  the  advisory  language. 
On  Oct  25, 1994,  the  Board  of  Nurs- 
ing released  the  draft  rules,  which 
were  changed  minimally  from  those 
recommended  by  the  advisory 
committee. 

The  problems 

The  draft  rules  remain  deficient  in 
several  areas:  inadequate  educa- 
tional requirements  and  insufficient 
guidance  on  collaboration.  The  rules 
would  require  30  hours  of  pharma- 
cology training  and  a master's  de- 
gree in  nursing  or  a related  health 
field  by  the  year  2002.  The  SMS  be- 
lieves that  the  critical  educational 
determinant  should  be  the  amount 
of  supervised  training  in  the  clinical 
setting  while  prescribing  for  patients, 
not  a one-semester,  3-credit  course 
in  pharmacotherapeutics  and  a 
master's  in  health  administration! 

The  collaboration  issue  is  a con- 
tentious one  for  nurses  who  are  quick 
to  remind  physicians  that  they  have 
an  independent  license  and  that 
physicians  are  not  required  by  law 
to  collaborate.  Both  contentions 
merit  a response.  While  nurses  are 
licensed  independent  of  physicians, 
the  Wisconsin  Statutes  indicate  that 
a nurse  executes  certain  "procedures 
and  techniques  in  the  treatment  of 
the  sick  under  the  general  or  special 
supervision  or  direction  of  a physi- 
cian. . (s.  441  .1  1 (4)).  Further, 

Board  of  Nursing  Rule  6.03(2)  speci- 
fies that  an  RN  shall  perform  dele- 


gated medical  acts  under  the  super- 
vision of  a physician. 

The  argument  that  nurses  should 
be  able  to  prescribe  independently 
of  physicians  because  they  are  li- 
censed independently  begs  the  ques- 
tion. Prescribing  is  a medical  act, 
hence  the  need  for  the  new  legisla- 
tion permitting  independent  pre- 
scribing by  nurses.  The  legislation 
directed  that  rules  be  developed 
which  specified  how  nurses  and  phy- 
sicians would  collaborate. 

Physicians  are  obliged  to  collabo- 
rate in  the  care  of  patients.  Medical 
malpractice  case  law,  hospital  qual- 
ity assurance  committee  decisions, 
WIPRO  reviews,  and  a several  thou- 
sand year  tradition  of  consultation 
are  but  a few  of  the  safety  mecha- 
nisms physicians  have  developed  to 
assure  that  a patient  has  timely  ac- 
cess to  the  full  range  of  needed 
medical  services.  Such  mechanisms 
are  not  in  place  for  prescribing 
nurses.  Thus,  specific  regulatory 
language  is  needed  to  implement 
this  newly  awarded  statutory  privi- 
lege. 

The  possibilities 

Several  options  are  available  to 
reshape  the  draft  rules.  The  Legisla- 
ture can  hold  oversight  hearings  and 
direct  the  Board  of  Nursing  to 
modify  the  draft  rules  to  better  meet 
legislative  intent.  A Senate  hearing 
will  be  held  at  the  end  of  November. 
Another  series  of  options  could  in- 
clude future  legislation  that  would 
further  limit,  sunset,  or  terminate  a 
nurse's  statutory  right  to  prescribe. 

Amid  the  political  posturing, 
doctors  and  nurses  would  be  well 
advised  to  listen  to  each  other.  Phy- 
sicians must  recognize  the  profes- 
sional respect  due  nurses  and  ac- 
knowledge that  advanced  practice 
nurses  bring  important  new  skills  to 
the  care  of  patient.  Nurses  must  be 
willing  to  listen  to  doctors'  concerns 
about  the  further  fragmentation  of 
patient  care  across  a panoply  of 
providers  and  to  consider  that  they 
"may  not  know  what  they  don't 
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know"  when  it  comes  to  taking  on 
the  around-the-clock  responsibilities 
of  deciding  diagnosis  and  therapeu- 
tics. Physicians  spend  a long  time  in 
a supervised  clinical  training  con- 
tinuum learning  to  prescribe.  To 
prescribe  with  less  training  assumes 
that  nurses  are  innately  brighter  than 
physicians  and  learn  it  all  faster  or 
that  much  of  medical  training  is 
superfluous  and  unnecessarily  long. 
There  is  no  evidence  to  support  the 
first  point;  on  the  second  point,  the 
public  is  not  clamoring  to  shorten 
the  training  or  qualifications  of  phy- 
sicians! 

At  one  extreme,  we  could  do  as 
some  countries  have  done  and  elimi- 
nate entirely  any  barriers  to  pre- 
scription medications  by  allowing 


the  patient  to  pull  drugs  right  off  the 
shelf.  At  the  other  extreme,  we  could 
limit  the  prescribing  of  medicines  to 
very  narrow  groups  of  profession- 
als (eg,  only  oncologists  prescribe 
chemotherapy). 

The  proper  balance  between 
quality  of  care  and  access  to  care 
must  be  struck.  We  must  be  wary  of 
the  intuitively  appealing  argument 
that  nurses  will  work  where  doctors 
will  not  go  and  that  they  will  work 
cheaper.  First,  nurse  practitioners 
tend  to  aggregate  in  urban  set- 
tings—only  15%  were  in  non-metro 
areas  compared  to  37  % of  family 
physicians  (and  30  % of  the  general 
population).  Second,  nurses  will 
claim  rightly  that  they  should  re- 
ceive equal  pay  for  the  same  service- 


-so  where  are  the  cost  savings? 

The  sad  irony  in  all  this  is  that  the 
rhetoric  obscures  the  reality.  Physi- 
cians and  nurses  practice  interde- 
pendent^, not  independently.  It  will 
be  unusual  for  nurses  to  practice  in- 
dependently for  the  same  reasons 
that  doctors  rarely  practice  inde- 
pendently—the  economics  of  prac- 
tice and  reimbursement  pull  us 
together  into  larger  organizations. 
The  specter  of  armies  of  prescribing 
nurses  hired  by  corporate  or  insur- 
ance monoliths  providing  frag- 
mented care  with  inadequate  cover- 
age and  insufficient  linkages  to  the 
rest  of  the  health  system  should  give 
patients  and  policymakers  pause. 
The  draft  rules  must  be  improved. ❖ 


A bt  of  satisfied  patients 
and  one  disgruntbd  trout. 

One  of  the  nation’s  fastest  growing  privately  held  companies,  JSA  is  proud  of 
exceptional  patient  satisfaction  ratings  and  JCAHO  accreditation  with  commen- 
dation. If  you’re  a practicing  physician  in  Wisconsin,  you’re  in  a prime  location 
to  share  in  our  success. 


^Vhat  do  you  get 
when  you  cross 
a physician  with 
JSA  Healthcare 
Corporation? 


Our  new 
Partners, 


ten  year  contract  award  to  provide  services  to  Kenosha  Health  Care 
Inc.,  speaks  well  of  the  quality,  credentials  and  medical  practice  styles 
that  have  won  acclaim  for  us  around  the  coun- 
try. Our  concept  of  a “one-stop”  Family 
Health  Center  puts  all  the  ancillary  services 
on-site  including  laboratory,  radiology, 
mammography,  and  pharmacy.  What’s  more, 
JSA  manages  the  practice  so  that  you  can 
spend  your  time  where  it’s  needed  — 
with  the  patient. 

If  you’re  board  certified  or  board  prepared 
in  family  practice  or  a primary  care  specialty, 
you’ll  find  JSA  a worthy  partner.  Our  compen- 
sation and  benefits  package  includes  an  impres- 
sive profit  sharing  plan,  uniquely  designed  to  put  physicians  who  care,  hack  in 
business.  For  more  information,  call  Susan  A.  Bray,  Director,  Professional 
Recruitment,  JSA  Healthcare  Corporation,  5565  Sterrett  Place,  Suite  200, 
Columbia,  MD  21044.  Phone  (800)  966-2811;  Fax  (410)  964-0598.  EOE. 


Partners  in  Great  Medicine 
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Why  Do  60,000  Doctors  Trust  Us  With 
Their  Professional  Reputations? 


In  an  era  of  "not  if,  but  when"  a doctor  will 
be  accused  of  malpractice,  your  choice  of 
professional  liability  coverage  is  extremely 
important.  We  know  that  any  allegation  can 
be  devastating  to  both  your  professional  repu- 
tation and  your  personal  assets...  making  the 
company  you  choose  critical  to  your  future 
well-being.  Many  factors  should  be  taken  into 
account  when  making  a decision. 

Consider  our  financial  strength  and  stabil- 
ity. We  are  rated  A+ (Superior)  by  A. M.  Best 
and  AA  ( Excellent)  by  Standard  & Poor’s.  No 
other  company  with  an  exclusive  focus  on  the 
needs  of  the  health  care  community  has  higher 
financial  ratings. 


Look  at  our  experience.  For  nearly  a century 
we  have  specialized  in  defending  and  protecting 
doctors.  No  other  company  has  successfully 
defended  more  than  180,000  malpractice 
claims. 

Local  service  is  important,  too.  Our  General 
Agents  and  Field  Claim  Managers  work  with 
you  on  every  allegation.  They  average  more 
than  1 5 years  experience  working  with  doctors 
and  the  legal  system. 

Why  do  more  than  60,000  doctors  trust 
their  professional  reputation  and  personal  assets 
with  us?  No  other  company  combines  nearly 
a century  of  experience  with  financial  strength 
and  the  local  service  provided  by  The  Medical 
Protective  Company. 


For  your  copy  of  the  FREE  book  on  evaluating  professional  liability  companies,  call: 


//Professional  /Protection  Exclusively  since  183S 


800-344-1899 


EVP  report:  The  view  from  here 

Neither  Rome  nor  the  SMS  was  built  in  a day 


Physicians  in  the  Madison  media 
market  have  been  exposed 
over  the  past  few  months  to  a num- 
ber of  news  articles  on  the  efforts  of 
developers,  John  Tye  and  John  Pe- 
tersen to  construct  a headquarters 
facility  for  the  Famous  Footwear  Cor- 
poration on  property  owned  by  the 
State  Medical  Society.  The  SMS 
Board  of  Directors  had  approved 
selling  6.2  acres  of  land  located  on 
the  south  shore  of  Lake  Monona, 
adjacent  to  our  headquarters  build- 
ing for  that  purpose. 

How  the  Society  came  to  own 
that  property  has  an  interesting  his- 
tory—and  it  made  good  business 
sense  for  nearly  half  a century.  How 
the  property  will  be  disposed  of  in 
the  future  is  also  of  interest,  and  I 
will  discuss  that  as  well. 

The  SMS  was  originally  head- 
quartered in  Milwaukee.  It  was  re- 
located to  Madison  in  the  1940s  and 
occupied  several  locations,  includ- 
ing what  is  now  known  as  the  Collins 
House  Bed  & Breakfast  on  the  south 
shore  of  Lake  Mendota  on  East 
Gorham  Street.  In  the  early  1950s, 
the  Society  purchased  its  current  site 
at  330  E Lakeside  St,  and  in  1955 
constructed  the  first  phase  of  its 
headquarters. 

The  current  site  was  notable  for 
being  low  and  marshy  and,  in  fact, 
contractors  had  a difficult  time  ex- 
cavating the  basement,  due  to  seep- 
age, through  very  fine  sand,  of  wa- 
ter from  Lake  Monona.  The  main 
building  was  constructed  in  1955 
using  plans  modified  from  a design 
for  an  elementary  school  building. 
Charles  Crownhart  was  secretary 
(EVP)  of  the  Society  at  that  time  and 
Dr  N.  A.  Hill,  Dr  H.  Kent  Tenney,  Jr. 
and  Dr  E.  M.  Dessloch  served  on  the 
building  committee. 

As  the  Society  added  new  activi- 
ties, it  needed  more  space.  A west 
wing  addition  was  added  in  early 


Thomas  L.  Adams,  CAE 

1960  to  house  Wisconsin  Physicians 
Service  (WPS)  that  at  that  time  oper- 
ated as  a committee  and  wholly 
owned  subsidiary  of  SMS.  At  its 
zenith,  the  current  buildings  housed 
250  employees  who  ate  lunch  in  three 
shifts  in  the  cafeteria.  Currently,  the 
buildings  house  about  100  SMS 
employees  and  space  is  rented  to  a 
tenant,  Devenish  Associates,  Inc.,  an 
interior  design  firm. 

The  Society's  need  for  space  has 
drifted  up  and  down  over  the  years, 
necessitating  the  need  to  rent  part  of 
our  building  to  other  tenants,  in- 
cluding: WPS,  the  Visiting  Nurse 
Service,  Physicians  Insurance  Com- 
pany of  Wisconsin,  SMS  Holdings 
Corporation,  and  Devenish  Associ- 
ates, Inc.  We  maintain  a cafeteria  to 
provide  hot  food  service  for  our 
commissions  and  staff  and  main- 
tain more  than  5,000  square  feet  of 
meeting  space  in  the  buildings. 

The  buildings  are  located  in  a 
residential  area  and  were  permitted 
to  be  constructed  by  the  city  through 
a "spot"  zoning  change  granted  to 


the  Society  by  the  City  of  Madison. 
That  change,  which  was  opposed  by 
the  neighborhood,  allowed  a "not- 
for-profit  health-related  organiza- 
tion, doing  business  primarily 
through  the  mail,"  to  locate  on  the 
site.  That  language  gave  SMS  great 
difficulty  in  attracting  tenants  who 
could  legally  occupy  the  building. 

In  1992,  the  Society  approached 
the  city  to  change  the  zoning  from 
the  spot  zoning  above  to  an  0-2 
(general  office)  designation.  That 
change  was  also  opposed  by  the 
neighborhood  and  we  wound  up 
with  new  "spot"  zoning  that  allows 
us  to  rent  up  to  49%  of  the  building 
to  outside  organizations  or  busi- 
nesses. 

When  the  Society  decided  to  lo- 
cate on  East  Lakeside  Street  in  the 
1950s,  its  Board  of  Directors  made  a 
decision  to  buy  other  property  in 
the  neighborhood,  as  it  became  avail- 
able, for  fair  market  value.  Over  the 
ensuing  40  years,  all  private  prop- 
erty between  the  headquarters  build- 
ing and  John  Nolen  Drive  has  been 
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purchased  by  the  Society.  The  last 
four  houses  were  purchased  in  1994 
to  pull  together  the  property  needed 
for  the  Tye  and  Petersen  project. 

Different  Boards  of  Directors 
agreed  over  almost  half  a century  to 
make  the  purchases  for  two  reasons: 
1)  to  protect  the  investment  in  the 
headquarters  building  by  control- 
ling adjacent  properties  and,  2)  to 
generate  non-dues  revenue  by  de- 
veloping the  property.  Financially, 
those  investments  have  been  good 
revenue  producers. 

In  1991,  with  almost  all  the  sur- 
rounding property  under  SMS  con- 
trol, the  Board  of  Directors  made  a 
strategic  decision  for  SMS  not  to 
participate  as  a developer  of  the  site. 
I was  instructed  to  market  the  unde- 
veloped portion  of  the  property  to 
interested  developers.  Several  op- 


tions were  presented  for  develop- 
ment and  the  Board  of  Directors 
eventually  elected  to  sell  all  of  its 
holdings  west  of  the  building  (in- 
cluding all  of  its  rental  housing  hold- 
ings) to  Tye  and  Petersen  for  a new 
headquarters  for  Famous  Footwear. 

Local  neighborhood  opposition 
(and  some  support)  surfaced  almost 
immediately.  It  became  obvious  to 
Famous  Footwear  that  approval 
from  Madison's  various  boards  and 
commissions  was  potentially  going 
to  cause  serious  delay  in  construc- 
tion. Famous  Footwear's  principals 
were  concerned,  both  over  delay  and 
some  of  the  local  neighborhood 
objections.  When  other  space  became 
immediately  available  on  Madison's 
west  side.  Famous  Footwear  pulled 
the  plug,  killing  the  project  and 


halting  the  sale  of  the  property. 

So  where  does  that  leave  us?  We 
continue  to  meet  with  city  officials 
to  determine  what  type  of  develop- 
ment best  fits  the  site.  There  are 
several  developers  interested  in  the 
property  for  various  projects.  Most 
recently,  the  City  of  Madison  and 
the  Madison  Metro  School  District 
have  expressed  interest  in  acquiring 
all  of  the  Society's  property,  includ- 
ing the  headquarters  building.  The 
Executive  Committee  has  been  au- 
thorized by  the  Board  of  Directors  to 
negotiate  a potential  sale.  My  best 
guess  is  that  1995  will  see  a resolu- 
tion of  the  use  of  the  property. 

It  took  over  40  years  to  bring  the 
property  together.  It  is  not  surpris- 
ing that  it  will  take  a while  to  be 
developed.  ❖ 
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Editorials 

Primary  care  and  nurses 


Much  has  appeared  in  the 
media  regarding  nurses 
providing  primary  care.  This  idea  is 
very  strongly  supported  by  the  Clin- 
ton administration,  most  likely  be- 
cause it  is  perceived  as  a way  to  save 
money. 

I have  great  respect  for  nurses, 
and  I feel  most  doctors  do.  Without 
their  help,  it  is  impossible  to  pro- 
vide even  adequate  care.  Expert  care, 
in  very  large  part,  depends  on  the 
quality  of  the  nursing  staff.  Still,  I 
have  a problem  with  nurses  provid- 
ing primary  care  without  physician 
supervision. 

For  many  patients  seeking  pri- 
mary or  urgent  care,  the  diagnosis  is 
obvious.  For  a smaller  number  of 
patients,  however,  the  diagnosis  is 
elusive  and  requires  special  prob- 
lem-solving skills.  To  be  successful 
in  making  these  diagnoses  and  de- 
termining a course  of  treatment,  a 
large  body  of  readily  available  back- 
ground information  is  required:  This 
is  why  we  have  medical  schools, 
why  medical  training  is  long  and 
arduous,  and  why  "physician"  is 
not  the  first  career  choice  of  the 
masses.  The  differences  between  the 
training  of  nurses  and  physicians  is 
not  insignificant. 

The  cost-saving  argument  in  fa- 
vor of  "primary  care  nurses"  is 
questionable,  because  the  consistent 
pattern  in  scope-of-practice  issues 
has  been  for  the  allied  health  profes- 
sions to  lobby  for  greater  autonomy 
on  the  basis  of  being  "cheaper"  than 
doctors,  but  soon  after  their  prac- 
tices are  expanded  they  demand  to 
be  paid  as  much  as  doctors  doing 
the  "same"  work. 

Differences  in  education  and  illu- 
sive cost  savings  are  not  the  only 
concerns  clouding  this  issue.  Oth- 
ers, to  name  a few,  include:  mal- 
practice, hospital  admissions, 


charges,  referrals,  surgery,  subspe- 
cialty designations  and  certification 
by  the  Medical  Examining  Board. 

Providing  care  without  physician 
supervision,  nurses  will  be  at  risk 
for  malpractice  claims.  I would 
expect  that  most  claims  would  be 
the  result  of  errors  of  omission.  This 
is  a significant  risk.  Recently,  I was 
involved  as  an  observer  in  a claim 
that  was  settled  for  more  than  $1 
million  because  the  attending  doc- 
tor missed  the  patient's  breast  can- 
cer. Will  the  nurses  be  covered  by 
the  state's  umbrella?  If  not,  who  will 
provide  the  necessary  coverage?  The 
medical  malpractice  arena  is  already 
in  chaos  and  the  associated  costs  are 
uncontrollable— most  likely,  adding 
nurses  to  the  milieu  will  only  exac- 
erbate the  problems. 

I predict  that  for  the  first  few 
years  nurse  practioners  will  concern 
themselves  with  out-patient  prac- 
tices, but  in  the  not-too-distant  fu- 
ture they  will  demand  the  ability  to 
admit  their  patients  to  hospitals,  as 
the  natural  progression  of  their  care. 

As  nurses  provide  more  than  first 
aid  in  emergencies,  they  will  feel 


more  and  more  comfortable  with 
minor  surgery.  At  some  time,  the 
minor  surgery  will  require  more  than 
local  anesthesia,  and  the  nurses  will 
enter  the  operating  room  as  the  sur- 
geon. It  is  then  a short  trip  to  elective 
surgery,  perhaps  even  a D&C.  As 
most  nurses  are  female,  this  will 
seem  quite  natural  to  many,  as  well. 
But  this  would  be  only  the  camel's 
nose  under  the  tent.  The  next  step 
would  likely  be  breast  surgery,  fol- 
lowed by  the  pelvic  organs. 

Who  will  certify  these  nurse  prac- 
titioners? The  MEB?  A new  board? 
And  what  will  be  the  requirements? 
Subspecialty  designations  for  nurse 
practitioners  is  already  occurring. 

Yes,  the  shortage  of  primary  care 
physicians  is  causing  some  prob- 
lems; no,  asking  nurses  to  fill  the 
gap  is  not  the  correct  solution.  Per- 
haps reversing  the  priorities  and 
trends  of  the  past  few  generations 
and  placing  primary  care  physicians 
at  the  top  of  the  compensation  lad- 
der would  be  a much  better  solu- 
tion. 

—Richard  D.  Sautter,  MDMedical 
Editor* 


Opinion  policy 

Opinions  expressed  in  the  Voice  of  the  SMS  section  reflect  the  official  policy  of 
the  State  Medical  Society  of  Wisconsin. 

Editorials  are  signed  by  the  authors.  These  opinions  are  the  authors'  and 
do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  editorials  is 
reserved  for  members  of  the  WMJ editorial  board,  editorial  associates  and  SMS 
elected  officials. 

Letters  are  signed  by  the  authors.  These  opinions  are  the  authors'  and  do 
not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  letters  is  open  to 
the  public,  but  letters  are  limited  to  500  words  and  subject  to  review  by  the  WMJ 
editorial  board.  Write  to:  Wisconsin  Medical  Journal,  PO  Box  1109,  Madison,  WI 
53701.* 


Wisconsin  Medical  Journal  • November  1994 


563 


Letters 

We  need  both 
enthusiasm  and  wisdom 


To  the  editor:  Thomas  Adams 
and  Dr.  Roberts  wrote  the  most 
thoughtful  and  thought-provoking 
articles  available  in  the  WMJ  in  a 
long  time.  The  truth  that  each  of 
them  endorsed  and  underlined  was 
made  clear  by  their  frank  evidence. 
Each  deserves  a hearty  thanks. 

In  regard  to  the  "EVP  report": 
Adams  began  on  a pessimistic  note 
with  a very  realistic  basis.  That  real- 
istic basis,  however,  is  understand- 
able—the  pessimism  that  many 
physicians  have  come  to  know 
through  years  of  fighting  the  paper 
chase;  the  fears  that  have  mounted, 
year  after  year,  with  no  hope  of  tort 
reform;  and  the  surrounding  ex- 
amples of  fellow  physicians  losing 
money  and  reputation,  even  when 
they  have  followed  all  currently 
accepted  treatments.  All  physicians 
have  suffered  in  the  shadows  of  gov- 
ernmental interference  and  malprac- 
tice that  hang  over  them. 

Young  medical  men  and  women, 
and  students,  have— as  yet— none  of 
the  experience  that  weighs  heavily 
on  their  older  contemporaries.  Thus, 
they  do  have  more  optimism,  they 
do  still  have  their  youthful  vigor. 

Of  course,  we  need  that  optimism 
and  vigor  in  medicine,  just  as  we 
need  them  in  all  the  various  strata  of 
society.  Perhaps  medicine  needs 
them  a bit  more.  Medicine  demands 
more  from  its  practitioners  than  does 
any  other  vocation,  so  it  needs  the 
optimism  Adams  found  in  the 
medical  students. 

One  must  (or  at  least,  I must), 
therefore,  contend  that  we  need  both 
the  enthusiasm  of  youth  and  the 
wisdom  of  experience.  We  must  not 
put  the  two  views  into  contention. 
We  must,  instead,  amalgamate  them. 


The  fusion  of  wisdom  and  enthusi- 
asm can  be  a powerful  force,  be- 
cause it  can  enlighten  us  and  inspire 
us  to  pursue  a powerful,  long-term 
sagacious  course.... 

The  reality  of  the  need  to  con- 
tinue out  fight  for  health  system 


reform  is  clearly  imminent— so  let's 
gear  our  hearts  and  our  minds  to  the 
continuing  battle. 

—William  B.A.J.  Bauer,  MD 
Ladysmith 

Editor's  note:  This  letter  has  been 
edited  for  length. ❖ 


" Be  part  of  a world-class  operation. 
And  lose  the  residency  blues. " 


w 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  par*  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 


Call:  (708)422-4732 


AIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 


564 


The  physician  is  sick 


To  the  editor:  Some  years  ago,  I 
wrote  a letter  to  the  editor  of 
the  Wisconsin  Medical  Journal  about 
being  an  angry  physician.  Now,  at 
the  end  of  my  career,  things  are 
getting  steadily  worse  and  I am 
writing  as  a "sick  physician,"  and 
this  does  not  pertain  to  my  health. 

I am  sick  of  taking  care  of  clients 
as  if  they  were  buying  envelopes  or 
machine  tools  from  me.  It  is  degrad- 
ing to  my  patients  who  come  to  me, 
trust  me,  confess  to  me  and  want  me 
to  treat  them  with  dignity  and  in 


To  the  editor:  I'm  reading  the 
Medigram  of  Sept  20,  1994.  I 
would  like  to  make  some  comments 
regarding  the  problem  with  homi- 
cides, suicides,  and  accidents  related 
to  firearms. 

The  SMS  is  currently  actively 
promoting  awareness  of  the  prob- 
lem with  firearm  trauma.  It  pub- 
lished data  supporting  the  concept 
that  firearms  in  the  homes  are  a cause 
for  this  increasing  carnage.  The  SMS 
states  that  "this  is  not  a gun  control 
issue;  this  is  a public  health  issue."  I 
agree  with  this  issue  to  this  point. 

I would  urge  the  SMS,  however, 
to  be  aware  that  firearms  have  been 
available  in  this  country  throughout 
history  and  the  increasing  violence 
in  large  part  through  the  use  of  fire- 
arms is  increasing  dramatically  by 
the  statistics  that  you  have  pub- 
lished. I don't  believe  that  I am  alone 
in  the  opinion  that  this  increase  in 
violence  is  due  primarily  not  to  the 
availability  of  firearms  (not  new) 


confidence. 

I am  sick  of  having  my  profession 
downgraded  as  a business— the  bot- 
tom line  of  which  is  money. 

I am  sick  that  the  Oath  of  Hippo- 
crates has  lost  its  meaning  to  our 
profession  and  is  not  observed  any 
more.  It  made  us  a unique  and  noble 
profession  once. 

I am  sick  of  having  lost  charity  as 
a consequence  of  Medicare,  which 
later  caused  the  single  largest  in- 
crease in  medical  costs. 

I am  sick  of  being  forbidden  to 


but  to  the  increase  in  the  violence 
that  children  and  adults  are  exposed 
to  on  a daily  basis  and  to  the  ten- 
dency to  glorify  revenge  and  car- 
nage. 

I would  like  to  see  the  SMS  come 
out  in  support  of  firearms  training 
to  be  more  actively  promoted  in  our 
schools  and  even  consider  marks- 
manship training  and  competition 
in  our  schools.  This  would  do  much 
to  increase  the  promotion  of  safety 
courses  of  firearms. 

I would  also  expect  to  see  the 
SMS,  if  it  is  genuinely  concerned 
about  the  trauma  more  than  the 
politics  of  gun  control,  to  make  some 
statements  regarding  the  exposure 
of  both  children  and  adults  to  glori- 
fied violence  on  TV  and  in  the 
movies. 

Thank  you  very  much  for  your 
attention. 

—John  E.  Walz,  MD 
Columbus*:* 


extend  professional  courtesy  to  my 
colleagues  and  their  families,  an- 
other step  by  mindless  politicians 
and  strategists  to  control  us. 

I am  sick  of  cookbook  medicine 
and  the  taking  away  of  individual 
healing  that  makes  each  patient 
special. 

I am  sick  of  reviewers  with  fancy 
suits  and  attache  cases.  Most  of  them 
should  be  at  the  bedside  taking  care 
of  patients. 

I am  sick  of  rationing  and  deny- 
ing care  which  is  already  here  with 
the  worst  to  come. 

I am  sick  of  being  called  from 
hundreds  of  miles  away  by  mostly 
cold  and  assuming  people  telling 
me  what  to  do  for  my  patients  and 
when  to  discharge  them. 

I am  sick  of  having  my  judge- 
ment questioned  and  being  harassed 
by  insurance  companies,  the  state 
and  federal  governments,  and  other 
reviewers,  and  of  having  to  sign  my 
name  more  than  100  times  a day  to 
meaningless  documents. 

I am  sick  to  have  it  suggested  by 
politicians  that  my  profession  should 
kill  the  unborn  and  elderly.  I was 
born  and  raised  in  Germany,  and  I 
know  what  happened  to  the  inmates 
of  mental  institutions  and  the  ethi- 
cally undesireables. 

Decisions  over  life  and  death 
should  never  be  discussed  or  de- 
cided by  politicians  or  at  the  gov- 
ernment level.  It  must  be  left  as  a 
decision  between  patient  and  phy- 
sician. 

I am  sick  of  having  my  ethics 
prescribed  by  the  likes  of  Sen  Ken- 
nedy and  Rep  Rostenkowski. 

I am  sick  of  the  Clinton  health 
plan,  which  included  almost  as  many 
penalties  as  benefits  and  did  not 
allow  anybody  to  opt  out. 

Finally,  I am  sick  of  having  my 
profession,  which  is  mostly  ethical 
and  highly  honorable,  debased  by 
unethical  politicians,  business  lead- 
Continued  on  next  page 


Comments  of  the 
CHILD  SAFE  program 
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Continued  front  preceding  page 
ers,  and  a hostile  press  with  the 
bottom  line  being  money. 

It  is  time  that  we  gather  our 
strength,  fight  back,  quit  being  di- 
vided into  academies,  public  health, 
and  private  health.  We  need  to  be 
independent.  Only  we  have  the 
knowledge  and  the  judgement  to 
treat  diseases  and  make  our  patients 
feel  like  individuals  that  we  care  for. 
We  must  restudy  the  Oath  of  Hip- 
pocrates, live  with  it  and  never  aban- 
don those  who  trust  us. 

We  must  remain  our  patients' 
advocates  and  guard  our  lives,  sci- 
ence, art,  and  practice  against  those 
who  are  in  the  process  of  destroying 
it. 

—Carl  J.  Chelius,  MD 
Cudahy* 


Friend  or  foe? 

To  the  editor:  The  readers  of 
this  journal  may  be  interested 
to  know  that  Wisconsin  Rep  Scott 
Klug  is  one  of  the  authors  of  legisla- 
tion recently  proposed  to  open  up 
the  contents  of  the  national  practi- 
tioner databank  to  the  public  at  large, 
including  consumer  groups,  pa- 
tients, and  lawyers.  This  is  the  same 
representative  featured  in  this  jour- 
nal a couple  of  years  ago. 

Along  with  most  of  his  Republi- 
can colleagues,  Klug  opposed  health 
care  reform  efforts  to  provide  uni- 


versal health  care  coverage  to  our 
patients,  which  had  been  a major 
policy  goal  for  the  State  Medical 
Society.  Despite  this,  he  continues 
to  receive  firm  backing  by  WISPAC. 

With  friends  like  these.... 
—Duane  M.  Koons,  MD 
Viroqua 

Editor's  note:  Rep  Scott  Klug  has 
also  sponsored  legislation  supported 
by  the  SMS  and  the  AM  A,  including 
the  House  "Bipartisan  Bill"  for  health 
system  reform  and  antitrust 
legislation.* 
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Soundings 

Revenge 

The  nights  are  dark, 

No  stars,  no  moon. 

Even  sunrise  sheds  no  light 
To  illuminate  this  fight. 

No  winners  here, 

No  cause  celebre, 

The  struggle  is~ 

Just  to  live 
One  more  hour, 

One  more  day. 

One  with  cancer. 

One  without. 

The  lungs  of  each 
Just  balloons  of  air. 

When  comes  such  a fate 
To  be  denied  a breath? 

'Twas  a gift, 

A weed  no  less. 

With  miraculous  powers 
To  soothe,  to  ease,  to  waft  away, 
The  worries  and  cares  of  the  day. 
To  soon  addict. 

And  then  destroy. 

The  lives  and  dreams 
Of  those 

Who  deeply  breathe 
The  warm  blue  vapors 
Of  the  burning  leaves 
Of  the  tobacco  seed. 

A common  cause, 

A common  end. 

The  breathing  stilled, 

The  soul  departed. 

The  nightmare  over, 

The  revenge  complete. 

--George  W.  Kindschi,  MD 
Monroe*:* 


WISCONSIN 
BACK  SOCIGTV 


presents 

“Spine  Care  in  the  90’s” 

an  audiocassette  recording  of  the  1994 
Wisconsin  Back  Society  Symposium  on 
Lumbar  Pain  and  Disability 

# 

over  six  hours  of  the  latest  on  lumbar  pain, 
diagnosis  and  treatment  by  a 
multiprofessional  panel  of  experts. 

Contents  include: 

• History  and  purpose  of  Wisconsin  Back 
Society 

• Changes  in  the  healthcare  marketplace 

• Diagnosis  and  treatment  for  actual  cases 
taught  by  the  W.B.S.  faculty 

• Round  table  discussion  with  audience 

• Medicolegal  considerations 

• Insurance  relations/communications 

Cost  for  the  complete  audio  tape  package 
is  only  $39.95,  plus  $2.50  shipping  and 
handling.  Please  make  check  payable  to 
WBS  and  mail  to: 

WBS 

3205  E.  Washington  Ave. 

Madison,  WI  53704 


Mark  your  calendars  for  the  next 
WBS  Symposium  on  May  6, 1995  at  the 
Hyatt  Regency  in  Milwaukee 

" Whiplash : The  Cervical 
Acceleration/Deceleration  Syndrome"! 

' ' ' ' ' ' s ' ''s  , < f / "f  ss  sss  VVS/s  / / 4 
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ndowment  Plussm 


• • • 


A Gift  for  the  Future 


The  Roberts  Family 


"I  relied  on  loans  to  finance 
my  medical  education.  This 
program  allows  me  to  invest 
in  tomorrow's  physicians, 
my  future  colleagues, 
through  the  medical  student 
loan  fund  of  the  CES 
Foundation  of  the  State 
Medical  Society." 

— Richard  Roberts,  MD,  JD 


What  Is  Endownment  Plussm? 

It  is  an  affordable  way  to  turn  contributions  into  major  gifts.  By  establishing  an  insurance 
policy  to  benefit  the  Charitable,  Educational,  and  Scientific  Foundation  of  the  State  Medical 
Society  of  Wisconsin  (CESF),  payments  to  the  program  are  eligible  for  a charitable  contribu- 
tion deduction.  The  CESF  becomes  both  the  owner  and  beneficiary  of  the  policy  and  the  gift  is 
placed  in  the  unrestricted  Lakeside  Endowment  Fund. 

As  a young  physician,  payments  can  be  for  as  low  as  $200  annually.  As  a donor,  you  do 
not  need  a medical  exam  or  agent.  All  that  is  needed  is  your  signature  on  a pledge  card. 
Contributions  may  be  made  as  a one-time  gift  or  as  a five-year  pledge.  It  is  that  simple  and  a 
win-win  situation  for  everyone. 

djp  ancj  return 


Please  send  me  a pledge  card  on  the  Endowment  Plus5"1  Life  Insurance  Giving  Program  and/ 
or  other  insurance  options. 

Name: 

Address:  


City: State: Zip  Code: 

Telephone  (Work): Telephone  (Home): 


Socioeconomic 


Public  health 

The  health  care  burden  of  cigarettes  on 
communities,  1994 


Thomas  J.  Van  Gilder,  MD,  and  Patrick  L.  Remington,  MD,  MPH,  Madison 


The  health  and  economic  bur- 
den of  cigarette  smoking  in 
the  United  States  has  been  well 
documented.  Smoking  is  the  most 
important  preventable  cause  of 
morbidity  and  premature  mortality 
in  this  country.1  Wisconsin's  share 
of  this  burden  has  been  described 
previously  in  the  Public  Health  se- 
ries.2"* The  effect  at  the  community 
level,  however,  has  not  been  pre- 
sented. In  this  report,  we  estimate 
the  health  and  economic  conse- 
quences of  cigarette  smoking  for 
Wisconsin  counties  using  local,  state, 
and  national  data. 

Methods 

A variety  of  data  sources  were  used 


The  public  health  column  is  not  reviewed 
by  the  WMJ  editorial  board.  Dr  Van 
Gilder  is  a preventive  medicine  resident 
with  the  Centers  for  Disease  Control  and 
Prevention  in  Atlanta.  Dr  Remington  is 
the  chief  medical  officer  for  Chronic 
Disease  Control,  Bureau  of  Public  Health, 
Wisconsin  Division  of  Health.  Reprint 
requests  to:  Patrick  Remington,  MD, 
MPH,  Wisconsin  Division  of  Health,  1414 
E Washington  Ave,  Room  251,  Madison, 
WI,  53703-3041.  Copyright  1994  by  the 
State  Medical  Society  of  Wisconsin. 


in  this  study.  Population  informa- 
tion was  based  on  1992  estimates 
published  in  Vital  Statistics .5  The  per- 
centage of  adult  smokers  who  cur- 
rently smoke  was  based  on  1991- 
1993  Behavioral  Risk  Factor  Surveil- 
lance System  (BRFSS)  data.  A 3-year 
period  was  chosen  to  allow  for  more 
stable  estimates  of  local  smoking 
prevalence.  Smoking  percentages 
were  calculated  for  the  five  public 
health  regions  in  Wisconsin.  The 
number  of  adult  smokers  was  calcu- 
lated by  multiplying  the  county's 
adult  population  by  the  county's 
regional  smoking  percentage. 

The  total  smoking  deaths  repre- 
sent the  number  of  deaths  in  a given 
county  attributable  to  cigarette 
smoking.  The  number  of  deaths  in 
each  county  due  to  smoking-attrib- 
utable disease,  including  cancer, 
cardiovascular  disease,  lung  disease, 
perinatal  conditions,  and  other 
deaths  were  taken  from  the  1992 
Vital  Statistics ,5  The  proportion  of 
these  deaths  attributable  to  smok- 
ing was  taken  from  statewide  esti- 
mates (42%  of  all  lung  disease  deaths, 
25%  of  cancer  deaths,  18%  of  cardio- 
vascular disease  deaths,  6%  of  peri- 
natal deaths,  and  0.4%  of  all  other 
deaths).2  We  then  summed  the 
deaths  attributable  to  each  of  these 


Wisconsin 


smoking-related  causes  to  calculate 
the  total  number  of  smoking-attrib- 
utable deaths  in  a given  county. 

The  total  smoking  health  costs 
were  derived  from  the  national  esti- 
mate of  smoking-attributable  costs 
for  medical  care  of  $50  billion  in 
1993. 1 Because  Wisconsin  has  2%  of 
the  nation's  population,  its  share  of 
the  medical  costs  was  estimated  to 
be  $1  billion  for  1993.  These  costs  in- 
clude hospital  expenses,  ambulatory 
physician  care,  nursing  home  care, 
and  prescription  drugs.  The  county 
estimates  were  derived  from  the  state 
estimate,  based  on  the  percentage  of 
the  total  number  of  the  state's  smok- 
ers who  resided  in  the  given  county. 

Results 

Over  the  period  1991-1993,  25%  of 
adults  in  Wisconsin  smoked  (Table 
1).  Smoking  prevalence  varied  by 
region  from  a low  of  22%  in  the 
northeast,  to  a high  of  28%  in  the 
north.  Using  these  data,  an  estimated 
940,555  Wisconsin  adults  considered 
themselves  current  smokers  during 
that  time.  At  the  county  level,  the 
number  of  adult  smokers  ranged 
from  527  in  Menominee  County  to 
194,125  in  Milwaukee  County. 

Based  on  county-specific  mortal- 
ity data,  7,357  deaths  were  due  to 
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Table  1.— Health  and  economic  burden  of  cigarettes  in  Wisconsin  counties,  1994. 


1991-1993 

Number 

Total 

Total 

Pop. 

Percent 

adult 

smoking 

smoking  county 

(18+) 

smokers 

smokers 

deaths 

health  costs 

Adams 

12,856 

25% 

3,214 

28 

$3,417,130 

Ashland 

11,718 

28% 

3,281 

41 

$3,488,407 

Barron 

30,105 

25% 

7,526 

73 

$8,001,921 

Bayfield 

10,594 

28% 

2,966 

26 

$3,153,796 

Brown 

146,046 

27% 

39,432 

241 

$41,924,613 

Buffalo 

10,035 

25% 

2,509 

27 

$2,667,307 

Burnett 

10,036 

25% 

2,509 

28 

$2,667,573 

Calumet 

24,558 

27% 

6,631 

32 

$7,049,729 

Chippewa 

38,324 

25% 

9,581 

94 

$10,186,535 

Clark 

22,565 

25% 

5,641 

51 

$5,997,786 

Columbia 

34,207 

24% 

8,210 

83 

$8,728,545 

Crawford 

11,488 

24% 

2,757 

27 

$2,931,374 

Dane 

288,418 

24% 

69,220 

368 

$73,595,157 

Dodge 

58,107 

24% 

13,946 

136 

$14,827,070 

Door 

19,519 

27% 

5,270 

49 

$5,603,211 

Douglas 

31,221 

28% 

8,742 

81 

$9,294,381 

Dunn 

26,256 

25% 

6,564 

42 

$6,978,855 

Eau  Claire 

63,083 

25% 

15,771 

115 

$16,767,487 

Florence 

3,576 

28% 

1,001 

8 

$1,064,563 

Fond  du  Lac 

66,779 

27% 

18,030 

134 

$19,169,876 

Forest 

6,425 

28% 

1,799 

15 

$1,912,700 

Grant 

35,701 

24% 

8,568 

82 

$9,109,767 

Green 

22,470 

24% 

5,393 

52 

$5,733,634 

Green  Lake 

14,140 

22% 

3,111 

38 

$3,307,408 

Iowa 

14,891 

24% 

3,574 

30 

$3,799,713 

Iron 

4,914 

28% 

1,376 

14 

$1,462,880 

Jackson 

12,380 

25% 

3,095 

36 

$3,290,609 

Jefferson 

50,267 

24% 

12,064 

92 

$12,826,549 

Juneau 

16,343 

24% 

3,922 

41 

$4,170,217 

Kenosha 

97,195 

27% 

26,243 

200 

$27,901,228 

Kewaunee 

13,748 

22% 

3,025 

30 

$3,215,717 

La  Crosse 

73,472 

25% 

18,368 

135 

$19,528,887 

Lafayette 

11,551 

24% 

2,772 

23 

$2,947,450 

Langlade 

14,701 

28% 

4,116 

38 

$4,376,436 

Lincoln 

20,198 

28% 

5,655 

52 

$6,012,873 

Manitowoc 

60,574 

22% 

13,326 

140 

$14,168,523 

Marathon 

85,438 

28% 

23,923 

142 

$25,434,590 

Marinette 

30,246 

22% 

6,654 

83 

$7,074,671 

Marquette 

9,641 

22% 

2,121 

25 

$2,255,072 

Menominee 

2,397 

22% 

527 

6 

$560,669 

Milwaukee 

718,980 

27% 

194,125 

1,532 

$206,393,591 

Monroe 

26,802 

25% 

6,701 

59 

$7,123,983 

Oconto 

22,680 

22% 

4,990 

53 

$5,304,951 

Oneida 

24,885 

28% 

6,968 

69 

$7,408,176 

Outagamie 

104,480 

22% 

22,986 

174 

$24,438,327 

Ozaukee 

55,675 

27% 

15,032 

75 

$15,982,313 

Pepin 

5,129 

25% 

1,282 

14 

$1,363,290 

Pierce 

23,572 

25% 

5,893 

36 

$6,265,447 

Polk 

25,553 

25% 

6,388 

66 

$6,791,998 

Portage 

45,264 

28% 

12,674 

71 

$13,474,932 
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Table  1.— Health  and  economic  burden  of  cigarettes  in  Wisconsin  counties,  1994.  Continued 


1991-1993 

Number 

Total 

Total 

Pop. 

Percent 

adult 

smoking 

smoking  county 

(18+) 

smokers 

smokers 

deaths 

health  costs 

Price 

11,663 

28% 

3,266 

36 

$3,472,034 

Racine 

130,287 

27% 

35,177 

255 

$37,400,765 

Richland 

13,848 

24% 

3,324 

35 

$3,533,572 

Rock 

103,528 

24% 

24,847 

230 

$26,417,073 

Rusk 

10,993 

25% 

2,748 

29 

$2,921,944 

St.  Croix 

36,761 

25% 

9,190 

61 

$9,771,089 

Sauk 

35,662 

24% 

8,559 

83 

$9,099,815 

Sawyer 

10,772 

28% 

3,016 

28 

$3,206,786 

Shawano 

27,642 

22% 

6,081 

75 

$6,465,584 

Sheboygan 

77,553 

22% 

17,062 

168 

$18,139,985 

Taylor 

13,456 

28% 

3,768 

24 

$4,005,804 

Trempealeau 

18,932 

25% 

4,733 

47 

$5,032,133 

Vernon 

19,061 

24% 

4,575 

48 

$4,863,765 

Vilas 

14,197 

28% 

3,975 

44 

$4,226,397 

Walworth 

58,422 

27% 

15,774 

123 

$16,770,879 

Washburn 

10,465 

25% 

2,616 

31 

$2,781,601 

Washington 

72,893 

27% 

19,681 

103 

$20,924,988 

Waukesha 

231,996 

27% 

62,639 

364 

$66,597,802 

Waupaca 

34,936 

22% 

7,686 

109 

$8,171,683 

Waushara 

14,986 

22% 

3,297 

41 

$3,505,291 

Winnebago 

108,145 

22% 

23,792 

203 

$25,295,587 

Wood 

54,564 

28% 

15,278 

113 

$16,243,509 

TOTAL 

3,679,965 

25% 

940,555 

7,357 

$1,000,000,000 

cigarette  smoking.  This  ranged  from 
a low  of  6 in  Menominee  County  to 
a high  of  1,532  in  Milwaukee  County. 

Hospital  expenses  accounted  for 
most  of  $1  billion  smoking  costs  in 
Wisconsin,  followed  by  ambulatory 
physician  care,  nursing  home  care, 
prescription  drugs,  and  home  health 
care  (Table  2).1  County  expenses  in 
1993  ranged  from  $560,669  in 
Menominee  County  to  $206,393,591 
in  Milwaukee  County. 

Discussion 

As  these  data  show,  cigarette  smok- 
ing in  Wisconsin  continues  to  cause 
many  deaths  (7,357),  and  accounted 
for  $1  billion  in  medical  care  expen- 
ditures in  1993.  Using  these  national 
and  state  estimates,  the  health  and 
economic  burden  of  smoking  is  ap- 
parent for  each  of  Wisconsin's  72 


counties. 

Our  methodology  has  a number 
of  limitations.  First,  our  estimates 
were  based  on  national  and  state 
data  and  applied  to  counties  on  the 
basis  of  population.  Data  derived 
directly  from  the  counties  would  be 
more  accurate,  particularly  in  those 
counties  with  significant  popula- 
tions of  groups  with  higher  smok- 
ing prevalence.  For  example,  previ- 
ous surveys  in  Milwaukee  County 
(eg,  the  1989  Milwaukee  Planning 
Council  health  status  survey)  have 
demonstrated  higher  smoking  rates 
in  urban  residents  than  suburban 
residents. 

Second,  the  population-attribut- 
able risk  estimates  were  based  on 
state  smoking  rates,  and  were  not 
adjusted  for  local  smoking  rates.  The 
effect  of  such  an  adjustment  would 


likely  be  minimal,  however,  since 
the  population-attributable  risk 
(PAR)  depends  upon  both  the  preva- 
lence of  smoking  (P)  and  the  relative 
risk  (RR)  of  disease  [PAR  = P(RR- 
1)/(1+P(RR-1)].  Further,  the  smok- 
ing rates  most  relevant  for  these  cal- 
culations would  be  those  from  20 
years  ago;  these  rates  are  unavail- 
able. 

Third,  these  data  underestimate 
the  health  and  economic  conse- 
quences of  cigarette  smoking,  as  they 
do  not  include  all  direct  medical 
costs  attributable  to  smoking  (eg, 
burn  care  from  cigarette-smoking- 
related  fires,  perinatal  care  for  low 
birth  weight  infants  of  mothers  who 
smoke,  and  costs  associated  with 
diseases  caused  by  exposure  to 
environmental  tobacco  smoke).1 
Further,  the  indirect  costs,  which 
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Table  2.— Medical  Costs  in  Wis- 
consin, by  category,  attributed  to 

smoking,  1993. 

Category 

State  total 

Hospital 

$ 538,000,000 

Physician 

$ 310,000,000 

Nursing  home 

$ 98,000,000 

Prescription  drugs 

$ 36,000,000 

Home  health  care 

$ 18,000,000 

Total  $1,000,000,000 

were  nationally  estimated  at  more 
than  $40  billion  in  1990,  were  not  in- 
cluded in  these  estimates.  Examples 
of  indirect  costs  attributable  to  ciga- 
rette smoking  include  days  of  work 


lost  and  decreased  productivity  due 
to  smoking-related  morbidity  and 
premature  mortality. 

The  data  presented  in  this  report 
serve  as  a useful  starting  point  for 
estimating  the  health  and  economic 
impact  of  cigarette  smoking  on 
Wisconsin  counties,  and  provide 
initial  data  for  monitoring  trends.  In 
addition,  the  methods  used  here  may 
be  helpful  to  other  states  and  com- 
munities attempting  to  estimate  the 
local  effect  of  cigarette  smoking.  (See 
accompanying  article,  page  578.)  The 
health  and  economic  burden  of  ciga- 
rette smoking  on  every  community 
in  Wisconsin  is  compelling.  This 
information  is  critical  when  setting 
priorities  for  community  based  pre- 
vention programs. 
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Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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Is  your  waiting  room  reading  material  promoting 
tobacco  use? 


IT  is  important  that  physicians  and  other  health 
care  providers  send  consistent  messages  that 
smoking  is  harmful  to  their  patients'  health.  Unfor- 
tunately, many  of  popular  magazines  found  in  pa- 
tient waiting  rooms  have  a great  deal  of  cigarette 
advertising  in  them.  An  alternative  to  having  those 
available  is  to  subscribe  to  magazines  that  refuse  to- 
bacco product  advertising. 

The  Feb  23,  1994,  issue  of  JAMA  published  the 
following  list  of  names  of  magazines  that  carry  no 
tobacco  advertisements.  If  anyone's  favorite  tobacco- 
free  magazines  have  been  inadvertently  omitted  from 
this  list,  JAMA  invites  them  to  write  so  they  may  be 
included  next  year. 

Accent  on  Living  PO  Box  700  Bloomington,  IL  61701 
Adirondack  Life  PO  Box  97,  Jay  NY  12941 
Air  & Space  370  L'Enfant  Promenade  SW,  Washing- 
ton, DC  20024 

Alaska  Magazine  808  E St.,  Achorage,  AK  99501 
American  Baby  475  Park  Ave.,  New  York,  NY  10016- 
6999 

American  Health  28  W.  23rd  St.,  New  York,  NY 
10010 

American  Heritage  60  Fifth  Ave.,  New  York,  NY 
10011 

American  History  Illustrated  PO  Box  822,  Harris- 
burg, PA  17105 

The  American  Philatelist  PO  Box  8000,  State  College, 
PA  16803 

American  Square  Dance  PO  Box  488,  Huron,  OH 
44839 

American  Woman  PO  Box  463,  Mount  Morris,  IL 
61054 

American  Woodworker  PO  Box  7579,  Red  Oak,  IA 
51591 

Americas  1889  St.,  Nw,  Washington,  DC  20006 
Animal  Kingdom  185th  St  & Southern  Blvd.,  Bronx, 
NY  10460 

Antique  Automobile  501  W.  Governor  Rd.,  Hershey, 
PA  17033 

Antiques  PO  Box  10547  Des  Moines,  IA  50347 
Archaeology  PO  Box  42045  Palm  Coast,  FL  32142 
Arizona  Highways  2039  W.  Lewis  Ave.,  Phoenix, 
AZ  85009 

Arthritis  Today  1314  Spring  St.,  Nw,  Atlanta  GA 
30309 

Artist's  Magazine  1507  Dana  Ave.,  Cincinnati,  OH 
45207 

Artnews  PO  Box  11680  Boulder,  CO  80323 


Astronomy  PO  Box  1612,  Waukesha,  WI  53187 
Art  & Antiques  PO  Box  11680,  Des  Moines,  IA  50347 
Audubon  950  3rd  Ave.,  New  York,  NY  10022 
Aviation  Week  & Space  Technology  1221  Avenue  of 
the  Americas,  New  York,  NY  10021 
Backpacker  33  E Minor  St.,  Emmaus,  PA  18049 
Basketball  America  PO  Box  2982  Durham,  NC 
27715 

Bicycling  33  E Minor  St.,  Emmaus,  PA  18049 
Bird  Watcher's  Digest  PO  Box  110,  Marietta,  OH 
45750 

Black  Elegance  475  Park  Avenue  South,  New  York, 
NY  10016 

Boating  PO  Box  51055,  Boulder  CO  80323 
Business  Start-Ups  PO  Box  50347  Boulder  CO  80323 
Business  Week  1221  Avenue  of  the  Americas,  New 
York,  NY  10021 

Byte  1 Phoenix  Mill  Ln.,  Peterborough,  NH  03458 
Canoe  & Kayak  PO  Box  7011,  Red  Oak,  IA  51591 
Cars  & Parts  911  Vandermark  Rd.,  Sidney,  OH 
45365 

Cash  Saver  PO  Box  16958,  North  Hollywood,  CA 
91615 

Cat  Fancy  PO  Box  6050,  Mission  Viejo,  CA  92690 
Child  110  Fifth  Ave.,  New  York,  NY  10011 
Christian  Herald  40  Overlook  Dr.,  Chappaqua,  NY 
10514 

College  Sports  PO  Box  1982  Danbury,  CT  06813 
Common  Cause  Magazine  2030  M.  St.,  Nw,  Wash- 
ington, DC  20036 

Complete  Woman  1165  N.  Clark  St.,  Chicago,  IL 
60610 

Consumer  Reports  256  Washington  St.,  Mt.  Vernon, 
NY  10550 

Consumer's  Research  800  Maryland  Ave.,  Ne,  Wash- 
ington, DC  20002 

Cooking  Light  820  Shades  Creek  Pkwy.,  Birming- 
ham, AL  35209 

Country  Home  Magazine  6060  Spine  Rd.,  PO  Box 
55140,  Boulder,  CO  80323 

Country  Journal  2245  Kahn  Rd.,  Harrisburg,  PA 
17105-8200 

Craftworks  for  the  Home  70  Sparta  Ave.,  Sparta,  NJ 
07871 

Crafts  PO  Box  1790  Peoria,  IL  61656 
Crosstrainer  63  Grand,  River  Edge,  NJ  07661 
Cruising  World  PO  Box  3029,  Harlan,  IA  51593 
Cyclist  20916  Higgins  Ct.,  Torrance,  CA  90501 
Dance  Magazine  33W.60thSt.,  New  York,  NY  10023 
Diabetes  Forecast  1660  Duke  St.,  Alexandria,  VA 
22314 
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Dive  Travel  PO  Box  2992  Boulder,  CO  80329 
Dog  Fancy  Po  Box  6050,  Mission  Viejo,  CA  92690 
Dog  World  PO  Box  6500,  Chicago,  IL  60680 
Down  Beat  180  W.  Park  Ave.,  Elmhurst,  IL  60126 
Down  East  Magazine  PO  Box  679,  Camden,  ME 
04843 

Earth  PO  Box  1612,  Waukesha,  WI  53187 
The  Economist  PO  Box  58510,  Boulder,  CO  80321 
Elks  Magazine  425  W Diversey  Pkwy  Chicago,  IL 
60614 

Entrepreneur  PO  Box  50368,  Boulder,  CO  80321 
Exceptional  Children  1920  Association  Dr.,  Reston, 
VA  22091 

Exceptional  Parent  1170  Commonwealth  Ave., 
Boston,  MA  021334 

The  Family  Handyman  PO  Box  5190,  Harlan,  IA 
51593 

Farm  Journal  230  W.  Washington  St.,  Philadelphia, 
PA  19105 

Final  Frontier  2400  Foshay  Tower,  Minneapolis,  MN 
55402 

Fine  Cooking  63  S.  Main  St.,  Newton,  CT  06470 
Fine  Gardening  63  S.  Main  St.,  Newton,  CT  06470 


Bringing}  together 
medicine,  the  law 
and  estate  . 

..  protectiotiSHP7' 


GROUND 


eb.  26-March  1,  1995 

Steamboat  Springs,  Colorado 

Continuing  Education:  10  hours  of  Continuing  Legal 
Education  (CLE)  Credits  and  10  hours  of  Category  I 
Continuing  Medical  Education  (CME)  Credits  have  been 
applied  for  with  approval  pending. 


Register  Early! 

Seeking  Common  Ground  is  limited  to  the 
first  75  participants. 

FOR  FURTHER  INFORMATION  PLEASE  CONTACT: 
Professional  Learning  Partners 
Box  1 626,  La  Crosse,  WI  54601  Profess,onai  Learning 

or  call  Partners  is  a division  of 

Pat  Mundsack  at  608  784-5678  CGW  Ltd.  of  Wisconsin 


Fine  Homebuilding  63  S.  Main  St.,  Newton,  CT 
06470 

Fine  Woodworking  63  S.  Main  St.,  Newton,  CT 
06470 

Fishing  Facts  N84  West  13660  Leon  Rd.,  Menomnee 
Falls,  WI  53051 

Florida  Sportsman  5901  Sw  74th  St.,  Miami,  FL 
33143 

Flower  & Gardening  Magazine  PO  Box  7503  Red 
Oak,  IA  51591 

Folk  Art  Museum  of  American  Folk  Art,  61  W 62nd 

St.,  New  York,  NY  10023 

Hying  1833  Broadway,  New  York,  NY  10009 

Flying  Models  PO  Box  700  Newton,  NJ  07860 

Freshwater  & Marine  Aquarium  144  W.  Sierra  Madre 

Blvd.,  Sierra  Madre,  CA  91204 

The  Futurist  4916  St.  Elmo  Ave.,  Bethesda,  MD 

20814 

Garbage  435  Ninth  St.,  Brooklyn,  NY  11215 
Garden  New  York  Botanical  Garden,  Bronx,  NY 
10458 

Golf  Illustrated  3 Park  Ave.,  New  York,  NY  10016 
Good  Housekeeping  959  Eighth  Ave.,  New  York, 
NY  10019 

Good  Old  Days  306  E Parr  Rd.,  Berne,  IN  46711 
Guideposts  39  Seminary  Hill  Rd.  Carmel,  NY  10512 
Guitar  World  PO  Box  58660,  Boulder,  CO  80323 
Hadassah  Magazine  50  W.  58th  St.,  New  York,  NY 
10019 

Harvard  Business  Review  Teele  Hall,  Boston,  MA 
02163 

Harvard  Lampoon  44  Bow  St.,  Cambridge,  MA 
02138 

Harvard  Medical  School  Health  Letter  79  Garden 
St.,  Cambridge,  MA  02138 

Harvard  Women's  Health  Watch  PO  Box  420234, 

Palm  Coast,  FL  32142 

Health  PO  Box  56876,  Boulder,  CO  80323 

Flealth  News  & Review  27  Pine  St.,  New  Canaan,  CT 

06840 

Hippocrates  475  Gate  Five  Rd.,  Sausalito,  CA  94965 

Historic  Preservation  1785  Massachusetts  Ave., 

Washington,  DC  20036 

Home  PO  Box  53969,  Boulder,  CO  80323 

Home  Office  Computing  730  Broadway,  New  York, 

NY  10003-9536 

Horn  Book  Magazine  14  Beacon  St.,  Boston,  MA 
02103-3704 

Horse  Illustrated  PO  Box  6050,  Mission  Viejo,  CA 
92690 

Horticulture  75  Boylston  St.,  Boston,  MA  02116 
Income  Opportunities  380  Lexington  Ave.,  New 
York,  NY  11382 

Instructor  730  Broadway,  New  York,  NY  1003 
International  Travel  News  2120  28th  St.,  Sacramento, 
CA  95818 
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Isaac  Asimov's  Science  Fiction  380  Lexington  Ave., 
New  York,  NY  10017 

Itinerary  PO  Box  2012,  Bayonne,  NJ  07002-2012 
Journal  of  Irreproducible  Results  PO  Box  234,  Chi- 
cago Heights,  IL  60411 

Kaleidoscope  326  Locust  St.,  Akron,  OH  44302 
Lear's  PO  Box  420353,  Palm  Coast,  FL  32142 
The  Lion  300  22nd  St.,  Oak  Brook,  IL  60521 
Log  Home  Living  PO  Box  220039,  Chantilly,  VA 
22022 

Longevity  PO  Box  3226,  Harlan,  IA  51593 
Mac  User  11  Davis  Dr.,  Belmont,  CA  94002-3001 
Mac  World  501  Second  St.,  San  Francisco,  CA  94107 
Mad  Magazine  486  Madison  Ave.,  New  York,  NY 
10022 

Maine  Life  Magazine  284  State  St.,  Augusta,  ME 
04333 

Mature  Outlook  Locust  at  17th,  Des  Moines,  IA 
50336 

Mayo  Clinic  Health  Letter  Mayo  Clinic,  Rochester, 
MN  559050 

Men's  Fitness  21100  Erwin  St.,  Woodland  Hills,  CA 
91367 

Men's  Health  33  E Minor  St.,  Emmaus,  PA  18049 
Men's  Workout  1115  Broadway,  New  York,  NY 
10160 

Midwest  Living  1716  Locust  St.,  Des  Moines,  IA 
50336 

Model  Railroader  1027  N.  7th  St.,  Milwaukee,  WI 
53233 

Modern  Drummer  Magazine  PO  Box  480,  Mount 
Morris,  IL  61054 

Modern  Maturity  3200  E.  Carson  St.,  Lakewood,  CA 
90712 

Mondo  2000  PO  Box  10171,  Berkeley,  CA  94709 
Montana  Magazine  PO  Box  5630,  Helena,  Mt 
59604Mother  Earth  News  80  Fifth  Ave.,  New  York, 
NY  10011 

Mother  Jones  1663  Mission  St.,  San  Francisco,  CA 
94103 

Motorboating  & Sailing  PO  Box  7156,  Red  Oak,  IA 
51591 

Ms.  230  Park  Ave.,  New  York,  NY  10069 
Muscle  & Fitness  21100  Erwin  St.,  Woodland  Hills, 
CA  91367 

Nation  72  Fifth  Ave.,  New  York,  NY  10011 
National  Gardening  180  Flynn  Ave.,  Burlington,  VT 
05401 

National  Geographic  1145  17th  St.,  Nw,  Washing- 
ton, DC  20036 

National  Parks  1015  31st  St.,  Nw,  Washington,  DC 
20007 

National  Wildlife  1400  16th  St.,  Nw,  Washington, 
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CDC  report  on  teen  smoking 


The  Centers  for  Disease  Con- 
trol and  Prevention  recently 
released  a report  that  says  there  is  a 
powerful  link  between  smoking 
among  adolescents  and  their  diffi- 
culty in  quitting  due  to  addiction. 

The  report,  based  on  the  CDC's 
1993  Teenage  Attitudes  and  Prac- 
tices Survey  among  persons  aged  10 
through  22  years,  focuses  on  the 
reasons  young  people  use  tobacco, 
both  cigarettes  and  smokeless,  or 
"spit,"  tobacco,  and  the  symptoms 
of  nicotine  withdrawal. 

The  survey  found  that  among 
students  who  were  high  school  sen- 


iors during  1976-1986,  44%  of  daily 
smokers  believed  that  in  5 years  they 
would  not  be  smoking;  however, 
follow-up  with  these  smokers  5 to  6 
years  later  found  that  73%  remained 
daily  smokers.  In  an  editorial  note, 
the  report  says:  "This  finding  sug- 
gests that  many  of  these  persons 
could  not  overcome  the  social,  psy- 
chological and  chemical  influences 
that  maintain  or  advance  smoking 
once  it  becomes  established  and 
indicates  that  many  adolescents  do 
not  understand  the  personal  risks  of 
smoking,  including  nicotine  addic- 
tion." 


The  report  cites  a 1992  Gallup 
survey  where  two  thirds  of  adoles- 
cent smokers  reported  that  they 
wanted  to  quit  smoking  and  where 
70%  indicated  that  they  would  not 
have  started  smoking  if  they  could 
choose  again.  The  report  suggests 
strategies  to  help  keep  young  people 
from  starting  to  smoke,  including 
prohibition  of  sales  to  minors  and 
the  "reduction  of  advertising  and 
promotion  practices  that  stimulate 
demand." 

For  more  information,  contact  the 
American  Heart  Association  Wis- 
consin Affiliate  at  414-271-9999. ❖ 
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The  daily  burden  of  smoking  in  an  average  Wisconsin 
community 


Richard  A.  Yoast,  PhD,  Madison 

An  accompanying  article  in  this  WMJ 
(see  page  569)  reviews  the  burden  of 
cigarettes  in  Wisconsin  by  county. 
This  article  will  use  that  data  to  il- 
lustrate how  smoking  impacts  a 
typical  county  in  Wisconsin. 

Background 

National  and  state  estimates  of 
smoking  rates,  their  health  effects 
and  economic  burdens  typically 
receive  a great  deal  of  media  atten- 
tion. In  1992,  an  estimated  48  mil- 
lion (26.5%)adults  were  current 
smokers,  an  increase  of  0.9%  over 
1991,  indicating  a virtual  halt  in  the 
decline  of  national  smoking  preva- 
lence since  1990. 1 The  human  costs 
of  this  level  of  smoking  have  been 
well  documented  in  premature 
mortality,  increased  morbidity,  pa- 
tient and  family  suffering  when 
cancer  and  emphysema  strike,  and 
the  tremendous  burdens  of  smok- 
ing related  health  care,  insurance 
and  employer  costs.2  The  economic 
burden  attributable  to  smoking  has 
also  been  well  studied  and  made 
known;  in  Wisconsin  the  costs  are 
estimated  to  exceed  $1  billion  (1992).3 
Nationally,  the  Office  of  Technol- 
ogy Assessment  estimated  that  in 
1990  the  total  financial  cost  of  smok- 
ing was  $68  billion  or  $2.59  per  pack 
of  cigarettes,  $1,078  per  smoker  and 


The  public  health  column  is  not  reviewed 
by  the  WMJ  editorial  board.  Dr  Yoast,  a 
political  scientist,  is  the  director  of  the 
ASSIST  Project,  Bureau  of  Public  Health, 
Wisconsin  Division  of  Health.  Reprint 
requests  to:  Richard  Yoast,  PhD,  Wis- 
consin Division  of  Health,  1414  E Wash- 
ington Avenue,  Room  240,  Madison,  WI, 
53703-3041.  Copyright  1994  by  the  State 
Medical  Society  of  Wisconsin. 


$272  per  capita.4 

Such  national  and  state  figures 
are  impressive,  even  staggering.  But 
they  are  difficult  for  many  citizens 
to  comprehend  or  personally  relate 
to.  Conversely,  the  personal  costs  of 
smoking  are  persuasive  and  far 
easier  to  comprehend  but  they  ig- 
nore the  relationship  to  local  im- 
pacts which  helps  move  citizens 
from  individual  smoking  cessation 
to  collective  community  action.  In 
this  light,  I will  show  how  localized 
data,  relevant  to  a particular  com- 
munity (eg,  an  average  Wisconsin 
county),  can  be  presented  to  illus- 
trate how  smoking  affects  citizens 
in  that  community  and  how  that 
data  can  be  used  to  argue  for  local 
tobacco  control  policies. 

Methodology 

The  average  county  population  size 
in  Wisconsin  is  67,941.  (Derived  by 
dividing  the  total  state  population 
of  4,891,769,  [US  Bureau  of  Census, 
1990]  by  72  counties,  or  67,941.) 
Counties,  of  course,  vary  greatly  in 
size,  population  characteristics, 
urban  density,  and  smoking  rates. 
With  greater  specificity  of  data,  a 
more  accurate  picture  could  be  de- 
rived for  any  given  county.  But  for 
the  purposes  of  illustration  we  will 
use  data  from  a county  close  in  size 
to  the  average-Jefferson  County  (est. 
population  67,783, 1992). 

Jefferson  County 

An  examination  of  the  burdens  of 
smoking,  even  in  a relatively  small 
population,  indicates  a sizeable 
community  burden,  perhaps  larger 
than  many  would  expect  offhand. 
The  figures  from  larger  counties 
begin  to  reach  figures  that  again 
become  hard  for  individuals  to  re- 
late to.  A look  at  Jefferson  County's 


data3  reveals  the  following:  the  esti- 
mated total  number  of  packs  of  ciga- 
rettes smoked  yearly  by  its  adults 
total  6,828,269.  This  results  in  esti- 
mated smoking-related  health  care 
costs  for  the  county  in  1994  of 
$12,826,549--  or  $1,063.20  per  smoker 
per  year. 

Reduction  of  this  data  to  a daily 
burden  for  Jefferson  County  offers 
information  that  is  likely  to  be  mean- 
ingful for  the  average  county  resi- 
dent. For  example,  in  Jefferson 
County  adults  smoke  an  estimated 
18,708  packs  per  day.  In  human  cost 
this  results  in  many  infants  born 
annually  to  mothers  who  smoke, 
with  increased  risk  of  low  birth 
weight,  infant  mortality  and  child- 
hood illness. 

The  burden  of  smoking-related 
illnesses  and  deaths  is  rarely  viewed 
as  a major  public  health  crisis.  The 
deaths  and  suffering  from  smoking 
are  usually  experienced  privately 
by  the  victim,  family  and  close 
friends.  These  personal  crises  are 
seldom  reported  in  the  mass  media. 
In  Jefferson  County,  however,  92 
people  prematurely  die  every  year 
from  these  illnesses.  This  accounts 
for  an  estimated  17.5%  of  all  deaths 
and  over  1,000  years  of  potential  life 
lost  in  this  county;  the  state  total  of 
potential  years  of  potential  life  lost 
in  1990  was  86,345. 6 Assuming  close 
relationships  with  only  10  other 
people,  these  unpublicized  personal 
illness  and  death-related  traumas 
will  directly  affect  9,200  Jefferson 
County  residents— or  14%  of  the  total 
population  every  year. 

If  such  an  event  were  compacted 
into  a few  days,  it  is  likely  the  county 
would  declare  a public  emergency. 
By  comparison,  nationally  and  in 
Wisconsin,  deaths  from  smoking 
surpass  those  from  alcohol,  cocaine. 
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A profile  of  smoking  in  Jefferson  County,  Wis. 

(pop.  67,783  - 

1992).5 

Adult 

Youth 

smokers 

smokers 

(age  18+) 

(age  11-17) 

Per  cent  of  same-age  population 

24% 

23% 

Number  of  smokers 

12,064 

1,592 

Packs  smoked/person/year 

566 

133 

Packs  smoked/ county/ year 

6,828,269 

208,503 

Packs  smoked/ county/ day 

18,708 

571 

Smoking-related  deaths 

92 

Births  to  mothers  who  smoke  (1990-1992) 

642 

Smoking-related  health  care  costs/  year 

$12,826,549 

Smoking-related  health  care  costs/  day 

$ 35,141 

crack,  heroin,  homicide,  suicide,  car 
accidents,  fire,  and  AIDS.7 

The  daily  health  care  cost  from 
smoking  in  Jefferson  County  is 
$35,141 . Health  care  costs,  however, 
are  not  distributed  equally  across 
the  population.  Public  and  private 
third  party  payments  such  as  medi- 
cal assistance,  employer  health  in- 
surance, and  individual  payments 
assume  the  costs  for  those  who  can 
pay  less  or  because  smoking-related 
illness  cost  far  more.  Thus,  these 
costs  are  distributed  to  a broad 
population  of  taxpayers  and  health 
care  cost  payers. 

The  real  cost  of  smoking,  how- 
ever, originates  not  in  health  care 
but  in  the  use  of  the  product,  ciga- 
rettes. In  Jefferson  County,  every 
pack  of  cigarettes  smoked  by  adults 
results  in  a health  care  expenditure 
of  $1.88  to  smokers  and  non-smok- 
ers alike. 

Sales  to  minors 

Approximately  "75  % of  current 
smokers  became  addicted  to  tobacco 
by  age  18  [and]...  About  half  of  the 
tobacco  industry's  profits,  $3.35  bil- 
lion derives  from  sales  to  smokers 
who  become  addicted  as  children."8 
In  Jefferson  County,  this  means  an 
estimated  12,064  adult  smokers  be- 
came addicted  before  they  were  of 
legal  age  to  smoke  cigarettes.  About 
75%  of  them  are  likely  to  have  come 
from  families  in  which  one  or  both 
parents  smoked.7 This  long  term  ad- 
diction, starting  in  childhood,  leads 
to  estimated  adult  health  care  costs 
of  $9,619,912  (75%  of  the  total  smok- 
ing related  costs),  or  a daily  esti- 
mated cost  in  Jefferson  County  of 
$26,356.  Smoking  by  and  sales  to 
minor  is  a costly  issue  for  this  county. 

The  Centers  for  Disease  Control 
1993  Teenage  Attitudes  and  Prac- 
tices Survey  (TAPS-II)9  found  that 
cigarette  brand  preferences  among 
current  smokers  aged  12  through  18 
years  in  the  Midwest  were  61.6%  for 
Marlboro,  15%  Camel,  and  11.6% 
Newport.  These  were  also  the  three 
most  heavily  advertised  brands. 


When  applied  to  Jefferson  County, 
youths  ages  11  through  17  annually 
smoke  an  estimated  128,438  packs 
of  Marlboro,  31,275  packs  of  Camel, 
and  24,186  packs  of  Newport. 

Virtually  all  of  these  are  obtained 
and  smoked  illegally.  Youth  gener- 
ally obtain  most  of  their  cigarettes  in 
single  packs  through  sales  and  theft 
made  easy  by  self-service  stands  in 
retail  outlets,  permissive  illicit  sales 
by  adults  to  minors  and  from  vend- 
ing machines.8  Assuming  that  most 
such  procurement  occurs  between 
the  hours  of  7 AM  and  11  PM  (16 
hours),  during  every  daytime  hour 
(n=5840)  in  Jefferson  County  there 
are  more  than  35  illegal  tobacco 
transactions  involving  minors  with 
the  assistance  of  a great  many  adults. 
It  is  certainly  fair  for  each  parent  in 
the  county  to  ask  why  youth  are 
encouraged  and  willing  to  obtain 
these  products  and  why,  andwhich, 
adults  are  willing  to  contribute  to 
such  illicit  behaviors;  and  what  is 
the  community's  public  sector  doing 
to  help  stop  this? 

Discussion 

The  data  presented  indicates  that 
even  reduced  to  daily,  local  levels, 
the  effects  of  smoking  on  an  average 
Wisconsin  community  is  consider- 
able. Given  the  relative  ease  with 
which  this  local  data  can  be  obtained 
its  use  can  provide  a strong  advo- 


cacy tool. 

For  example,  such  information  is 
useful  for  contradicting  the  broad, 
often  misleading,  and  inaccurate 
generalizations  made  by  tobacco 
companies  about  smoking  by  reveal- 
ing its  effect  on  all  adults,  and  espe- 
cially adults  concerned  about  smok- 
ing by  minors.  We  can,  with  a fair 
degree  of  specificity,  attach  the  role 
of  individual  companies  in  this  (eg, 
R J Reynolds  produces  Camels, 
Philip  Morris  produces  Marlboro). 

We  can  also  identify  for  each 
taxpayer  and  payer  of  health  care 
costs  what  their  local  burdens  are. 
Because  these  burdens  are  distrib- 
uted unequally  across  the  commu- 
nity an  appeal  can  be  made  for  ac- 
tion to  several  groups  likely  to  be 
most  concerned  such  as  parents  of 
minors,  pediatricians,  school  staff, 
public  officials,  and  health  care 
providers  and  insurers.  Other  sec- 
tors, law  enforcement  and  public 
health,  also  face  considerable  bur- 
dens when  smoking  related  behav- 
iors and  risk  factors  are  included 
(eg,  smoking  among  minors  is 
closely  correlated  with  illicit  drug 
use,  other  risk-taking  behaviors,  and 
school  failure).7  In  addition,  we  can 
point  to  which  tobacco  companies 
especially  profit  from  smoking  by 
minors. 

Continued  on  next  page 
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Continued  from  preceding  page 

Policy  linkages 

A final  step  should  be  to  link  the 
data  regarding  local  smoking-re- 
lated burdens  to  specific  public  and 
private  policies  which  would  reme- 
diate or  remove  these  burdens.  A 
brief  look  at  major  tobacco  control 
policy  strategies  indicates  a number 
of  such  data-policy  linkages. 

1.  A common  policy  strategy  is  to 
increase  the  cost  of  smoking 
through  taxation  and  fees  so  as 
to  increase  an  individual's  moti- 
vation to  quit  or  not  start  smok- 
ing. Youth  are  especially  sensi- 
tive to  such  pricing  strategies. 
Citing  health  care  costs,  death 
rates,  births  to  women  who 
smoke,  and  individual  smoking- 
related  burdens,  an  argument  can 
be  made  that  the  public  and  pri- 
vate costs  of  smoking  are 
enormous.  When  connected  with 
taxation  as  a means  to  discour- 
age smoking  and  to  cover  some 
of  the  economic  burdens  from 
smoking,  this  data  can  provide 
incentives  for  community  mem- 
bers to  support  state  and  national 
efforts  in  this  area. 

2.  Another  important  policy  strat- 
egy to  prevent  smoking  by  youth 
is  to  restrict  the  number  of  ciga- 
rette advertising  messages  tar- 
geting them:  In  this  case,  one can 
cite  local  youth  smoking  data, 
especially  specifying  brands 
appealing  to  youth,  and  point  to 
the  numerous  billboards,  con- 
venience and  other  retail  store 
promotions  which  visibly 
abound  in  every  community. 
This  evidence  can  be  used  to 
argue  for  local  restrictions  on 
billboard  advertising  (especially 
near  schools  and  on  public  prop- 
erty). It  can  also  be  used  to  en- 
courage private  agencies  and 
groups  to  refuse  tobacco  indus- 
try advertising  and  sponsorship 
(eg,  for  events  youth  attend),  to 
fund  public  counter-advertising 
efforts,  and  to  persuade  mer- 
chants to  reduce  tobacco  adver- 


tising aimed  at  youth. 

3.  Another  key  policy  strategy  to 
prevent  smoking  by  youth  is  to 
reduce  youth  access  to  tobacco 
products.  Again,  all  of  the  youth- 
related  data  is  relevant  here.  It 
can  be  used  as  evidence  of  lax 
public  and  private  enforcement 
of  laws  prohibiting  sales  to  mi- 
nors and  to  call  for  local  ordi- 
nances, state  laws,  and  enforce- 
ment measures  to  rectify  this  situ- 
ation. Local  compliance  checks 
on  sales  to  minors  can  even  more 
clearly  illustrate  the  problem. 
Such  data  can  also  be  used  to 
indicate  the  need  for  renewed 
preventive  education  activities 
and  services  to  help  parents  of 
minors  quit  smoking. 

4.  Finally,  the  strategy  of  expand- 
ing clean  indoor  air  coverage  is 
necessary  to  induce  smokers  to 
quit  smoking  and  to  protect  non- 
smokers  from  environmental 
tobacco  smoke  (ETS).  The  num- 
ber of  adults  and  youth  who 
continue  to  smoke  can  indicate 
that  major  smoking  related  prob- 
lems and  the  dangers  of  ETS  are 
still  present  in  our  society.  This 
data  also  indicates  that  a vast 
majority  of  the  population  does 
not  smoke  and  is  likely  to  sup- 
port measures  to  protect  them 
from  ETS.  Smoking  related 
health  care  costs  can  be  used  to 
show  the  economic  effects  of 
smoking  on  the  entire  commu- 
nity. Specific  policies  which  can 
be  identified  for  local  action  here 
include,  public  and  private  pro- 
hibitions on  smoking  in  work 
sites  (especially  where  minors 
are  present),  facilities  open  to 
the  public  and  in  schools  not 
already  covered  by  state  laws 
banning  smoking. 

In  summary,  the  use  of  local  data, 
tied  to  policy  initiatives,  can  move 
public  and  private  decision  makers 
towards  a reassessment  of  the  bur- 
dens of  smoking  in  our  community. 
This  policy  linked  data  can  then  also 
be  used  as  tools  to  motivate  policy 


makers  toward  action  to  reduce  the 

levels  of  smoking  in  the  commu- 
nity. 
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Attitudes  of  the  Wisconsin  State  Legislature  toward 
tobacco  control  policies 


Robert  Gifford  and  Marge  S.  Brindley,  MS,  Milwaukee 

During  the  summer  of  1994,  the  American  Lung 
Association  of  Wisconsin  ( ALAW)  conducted 
a survey  of  Wisconsin  State  legislators.  At  that  time, 
a new  version  of  Senate  Bill  383  was  being  drafted. 
This  bill  would  have  extended  the  power  of  the 
existing  Clean  Indoor  Air  Act  to  cover  shopping 
malls,  common  areas  of  multi-family  dwellings,  and 
other  public  areas.  Another  key  issue  in  tobacco 
control  was  the  removal  of  a clause  in  state  statutes 
that  preempts  any  local  ordinances  restricting  sales 
or  youth  access  to  tobacco  products  which  are  not  in 
strict  conformity  to  state  law.  Preemption  is  a strat- 
egy used  nationally  by  the  tobacco  industry  to  pre- 
vent strong  local  ordinances  which  are  often  broader 
and  stronger  than  state  laws.  The  new  bill,  however, 
made  no  attempt  to  tackle  the  preemption  of  local 
youth  access  to  tobacco  products  ordinances. 

In  addition,  a legal  challenge  to  preemption  lan- 
guage was  being  conducted  in  Fond  du  Lac.  Conven- 
ience stores,  bolstered  with  money  from  oil  and 
tobacco  companies,  were  challenging  a local  ordi- 
nance which  required  individual  packages  of  ciga- 
rettes to  be  sold  from  behind  the  counter  by  a vendor. 
The  outcome  of  the  lawsuit  was  not  yet  known,  but 
those  aware  of  the  proceedings  tended  to  regard  the 
suit  as  a watershed  test  of  Wisconsin's  existing 
preemption  laws.  (Editor's  note:  In  late  October,  a 
Fond  du  Lac  County  circuit  judge  ruled  invalid  a 
local  ordinance  toughening  penalties  on  under-age 
tobacco  buyers  and  the  retailers  who  sell  the  prod- 
ucts to  them.) 

At  the  federal  level,  the  1991  Synar  amendment  to 
the  Alcohol  and  Drug  Abuse  Block  Grant  to  states 
was  being  enforced  by  the  Department  of  Health  and 
Human  Services  (DHHS).  This  amendment  requires 
that  states  take  strong  measures  to  reduce  sales  of 
tobacco  products  to  minors  and  to  be  able  to  prove 
actual  reductions  in  youth  cigarette  purchases  rates 
(to  achieve  a goal  of  no  more  than  20%  noncompli- 
ance to  laws  prohibiting  sales  to  minors),  or  lose  pro- 
gressively larger  portions  of  the  block  grant  to  states 
not  in  compliance.  In  Wisconsin,  sales  to  minors  com- 
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pliance  checks  by  local  Tobacco  Free  Wisconsin  coa- 
litions have  demonstrated  40%  to  90%  non-compli- 
ance with  state  laws.  Wisconsin's  Department  of 
Health  and  Social  Services  (DHSS),  which  admini- 
sters the  block  grant,  had  arranged  to  secure  the  full 
measure  of  block  grant  money  during  fiscal  year 

1994,  but  had  no  guarantees  concerning  fiscal  year 

1995. 

Also  at  the  federal  level,  debate  continued  regard- 
ing the  level  of  a national  excise  tax  on  cigarettes. 
Though  it  was  widely  speculated  that  any  national 
tax,  if  increased,  would  be  in  the  range  of  30  cents  to 
50  cents,  many  legislators  adopted  a wait-and-see  at- 
titude to  the  issue. 

Purpose 

This  report  is  a summary  of  the  responses  obtained 
from  Wisconsin  state  legislators  (hereafter  referred 
to  as  "subjects")  to  a survey  sent  to  their  Madison 
offices.  The  survey  was  intended  to  gauge  their 
initial  positions  on  ALAW  issues  before  debate  be- 
gan in  the  winter  of  1994-1995.  Subjects  were  in- 
formed that  their  names  would  not  be  directly  asso- 
ciated with  their  responses  if  the  results  were  pre- 
sented to  the  media.  Similarly,  subjects  were  guaran- 
teed that  no  candidate  endorsements  would  be  made 
as  a result  of  their  responses. 

Methodology 

A survey  was  constructed  which  probed  the  sub- 
jects' views  on  three  main  areas  of  ALAW  policy.  A 
copy  of  the  survey  form  is  available  from  the  authors. 
The  three  main  areas  were:  cigarette  excise  tax,  the 
Synar  amendment,  and  clean  indoor  air.  A brief  syn- 
opsis of  each  topic  was  provided  as  background.  The 
survey  was  sent  to  the  subjects'  offices  two  weeks  in 
advance  of  the  due  date.  Those  subjects  who  did  not 
return  the  survey  were  contacted  and  sent  second 
copies  of  the  survey  if  they  so  desired.  The  researcher 
also  spoke  to  several  of  the  subjects  in  person.  In 
these  cases,  special  care  was  made  not  to  either  take 
the  responses  out  of  context  or  to  characterize  the  re- 
sponses as  overly  favorable  or  negative. 

Results 

Of  the  132  legislators  contacted,  52  (31%)  responded 
to  the  survey  (40/99  (40%)  from  the  Assembly  and 
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12/33  (36%)  from  the  Senate).  The  results  of  each 
question  is  given  first  for  the  Assembly  (A:),  then  for 
the  Senate  (S:); 

"Would  you  consider  supporting  a cigarette  tax  as  a 
way  to  discourage  smoking  among  minors?" 
Assembly  (n=38)  Senate  (n=ll) 

Yes=  76%  No=  24%  Yes=91%No=9% 

Comments.  Some  respondents  felt  that  the  language 
"to  discourage  smoking  among  minors"  was  inap- 
propriate. Such  was  not  their  goal.  Indeed,  many 
subjects  recognized  the  inefficiency  of  using  the  ciga- 
rette tax  as  a source  of  funding  because  the  tax  would 
reduce  demand  for  the  product  and  might  therefore 
reduce  tax  revenues.  (The  experience  in  other  states 
has  been  that  a substantial  tax  increase,  eg,  of  25  cents 
or  more,  more  than  offsets  the  number  of  smokers 
who  quit.  In  addition,  when  people  quit  due  to  tax 
increases  savings  are  realized  in  other  areas  such  as 
health  care.) 

"Revenue  generated  by  a cigarette  tax  should  be 
applied  to:  (check  all  that  apply)" 

Assembly  (n=40) 

Property  tax  relief  = 15% 

State  general  revenue=  12% 

Health  care  programs=  73% 

Health  care  for  uninsured  = 48% 

No  tax=  18% 

Senate  (n=ll) 

Property  tax  relief  = 27%% 

State  general  revenue=  36% 

Health  care  programs=  73% 

Health  care  for  uninsured  = 45% 

No  tax=  9% 

"How  much  of  an  increase  in  the  tax  on  cigarettes 
would  you  support?  (in  dollars  per  pack)" 
Assembly  (n=27)  (not  including  "no-tax"  responses) 
Mean  value=  $0.74 
Mode  value=  $1.00 

Median  value=  $0.50  50%  of  subjects  would  vote 
for  $0.50  tax  or  greater. 

Senate  (n=5)  (not  including  "no-tax"  responses) 
Mean  value=  $0.60 
Mode  value=  $0.50 

Median  value=  $0.50  50%  of  subjects  would  vote 
for  $0.50  tax  or  greater." 

How  high  of  a priority  is  compliance  with  Synar?" 
Assembly  (n=27) 

"High  priority"  or  "Non-compliance  isn't  worth 
losing  grant  money"  = 97% 

All  others  = 3% 


Senate  (n=9) 

"High"  or  "...isn't  worth  losing  grant  money" 

= 90% 

All  others=  10% 

" Do  you  favor  compliance  checks  of  stores  which  sell 
tobacco?" 

Assembly  (n=38) 

Yes=  95%  No=  5% 

Senate  (n=10) 

Yes=  90%  No=  10% 

"If  you  answered  yes  to  #5,  how  frequently  should 
these  checks  be  conducted?" 

Assembly  (n=17) 

1 time/year=  35% 

2 times/year=  24% 

3 times/year=  41% 

50%  would  vote  for  "two  times  per  year"  or 
more  often. 

Senate  (n=6) 

2 times/year=  91% 

3 times/year=  8% 

50%  would  vote  for  "two  times  per  year"  or 
more  often. 

"What  types  of  penalties  do  you  favor  for  non- 
compliance?  (check  all  that  apply)" 

Assembly  (n=32) 

Current  fines=  22% 

Stronger  fines=  28% 

Fines  on  the  minors=  56% 

Fines  on  the  clerk=  22% 

License  suspension=  56% 

Senate  (n=12) 

Current  fines=  17% 

Stronger  fines=  33% 

Fines  on  the  minors=  50% 

Fines  on  the  clerk=  33% 

License  suspension=  67% 

"Do  you  favor  an  increase  in  the  licensing  fee  for 
tobacco  vendors?  (The  current  fee  is  $5)" 

Assembly  (n=34) 

Yes=  56%  No=  44% 

Senate  (n=7) 

Yes=  43%  No=  57%  (among  respondents) 

"Would  you  support  contracting  a private  agency  to 
conduct  compliance  checks  if  it  were  more  cost- 
effective  than  state-administered  checks?" 
Assembly  (n=33) 

Yes=  82%  No=  18% 

Senate  (n=7) 

Yes=  82%  No=  18% 
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"Would  you  support  a ban  on  cigarette  vending 
machines?" 

Assembly  (n=30) 

Yes=  50%  No=  50% 

Senate  (n=8) 

Yes=  50%  No=  50% 

"Do  you  support  restrictions  of,  or  bans  on,  smoking 
in:  shopping  malls?  private  schools  and  colleges? 
small  restaurants?  common  areas  of  multi-family 
dwellings? 

Comment.  This  question  spawned  a wide  variety  of 
answers.  This  study  is  unable  to  identify  anything 
more  specific  than  a general  trend  in  favor  of  the 
measures. 

"Do  you  support  allowing  local  governments  to 
adopt  legislation  stronger  than  that  of  the  state  gov- 
ernment?" 

Assembly  (n=38) 

Yes=  82%  No=  18% 

Senate  (n=ll) 

Yes=  72%  No=  27%  (among  respondents) 

Analysis 

The  results  of  this  survey  suggest  that  Wisconsin  leg- 
islators are  at  least  somewhat  amenable  to  those  po- 
sitions taken  by  the  ALAW  and  other  tobacco  control 
advocates.  It  is  important  to  note,  however,  that  the 
sample  population  may  not  be  representative  of  the 
entire  legislature.  Though  the  40%  sample  size  is 
adequate,  the  respondents  may  be  self-selected  to 
answer  this  survey  based  on  their  views.  Thus,  any 
generalizations  made  from  this  data  should  be  tem- 
pered by  the  fact  that  the  responses  are  probably 
biased  towards  the  ALAW  position. 
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It  seems  that  a modest  cigarette  tax  is  generally 
supported  by  the  legislature.  With  both  houses  re- 
porting massive  support  for  a tax,  it  is  unlikely  that 
an  increase  would  be  ruled  out  of  hand.  This  data 
also  suggests  that  a tax  increase  of  50  cents  would  be 
supported  in  both  houses,  though  the  margin  of  suc- 
cess is  narrow  in  both  cases.  Support  rises  quickly  as 
the  amount  of  the  tax  decreases.  For  example,  nearly 
80%  of  those  in  support  of  a tax  would  vote  for  a 25- 
cent  increase.  Whatever  tax  is  passed,  it  will  proba- 
bly be  applied  to  health  programs  in  one  form  or  an- 
other. Some  support  was  found  for  applying  reve- 
nues generated  by  the  tax  to  anti-smoking  education 
programs.  Though  the  legislature  is  committed  to 
property  tax  reduction,  little  support  was  found  for 
applying  tax  revenue  to  property  tax  relief. 

The  federal  Synar  amendment  remains  an  under- 
recognized issue  in  both  houses.  Numerous  legisla- 
tors and  their  aides  confessed  virtual  ignorance  of 
the  issue.  One  reason  for  the  low  response  rate  to 
Synar  questions  was  this  ignorance.  Even  when  the 
researcher  had  two-way  conversations  with  the  leg- 
islators, they  were  unwilling  to  commit  without 
more  knowledge.  Many  legislators  are  also  unwill- 
ing to  take  interest  in  the  issue  because  DHSS  will 
decide  most  of  the  policy.  This  survey  suggests  that 
if  the  Wisconsin  DHSS  is  to  obtain  any  requested 
funding  for  Synar  enforcement  in  the  fiscal  year  1995 
appropriations  process,more  legislators  must  be 
educated  on  the  issue. 

A surprising  amount  of  support  was  found  for  the 
proposal  to  ban  cigarette  vending  machines.  Both 
houses  split  evenly  on  the  issue.  Little  of  the  support 
was  vehement;  debate  on  the  issue  may  very  easily 
sway  supporters  away  from  the  ban,  especially  if  the 
vending  machine  ban  can  be  sacrificed  for  more 
pressing  legislation. 

The  Clean  Indoor  Air  Act  amendments  seem  to  be 
generally  supported,  especially  in  light  of  the  suc- 
cess they  enjoyed  last  session.  Surprisingly,  removal 
of  preemption  of  stronger  local  youth  access  ordi- 
nances enjoys  general  support  as  well  despite  its 
failure  during  the  last  legislative  session.  This  may 
be  due  to  a strong  sense  in  the  legislature  that  coun- 
ties have  as  much  autonomy  as  possible.  A weighty 
82%  of  representatives  and  72%  of  senators  support 
a measure  to  strike  preemption.  Though  only  a frac- 
tion of  the  total  legislature  responded  to  the  survey, 
preemption  is  not  as  closed  an  issue  as  the  failure  of 
SB  383  may  suggest. ❖ 
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Tobacco  acquisition  practices  of  adolescents  in  two 
Wisconsin  communities 


Joseph  Cismoski,  MPH,  and  Marian  Sheridan,  RN,  Fond  du  Lac 

More  than  2,000  students  in  two  Wisconsin  communities  were  surveyed 
on  their  tobacco  use  and  acquisition  habits.  The  results  indicate  a defined 
pattern  of  acquisition  across  the  three  grade  levels  surveyed.  Eighth  grade 
tobacco  users  buy  or  "bum"  tobacco  from  friends  but  also  use  a wide 
variety  of  methods  and  sources.  Tenth  and  12th  grade  tobacco  users  pri- 
marily purchase  tobacco  from  businesses.  About  one  third  of  8th  grade 
tobacco  users  regularly  buy  from  vending  machines  and  almost  half  of 
the  8th  and  10th  grade  tobacco  users  in  one  of  the  communities  have 
shoplifted  tobacco  during  the  past  year,  with  12%  most  often  obtaining 
tobacco  in  this  manner.  These  patterns  of  acquisition  may  have  a con- 
tributory effect  on  the  high  prevalence  of  adolescent  tobacco  use  reported 
in  both  communities.  The  results  argue  for  meaningful  enforcement  of 
laws  prohibiting  tobacco  sales  to  minors  and  the  elimination  of  self- 
service  sales  of  tobacco  products.  Wis  Med  J.1994;93(ll):585-591. 


Tobacco  use  is  associated  with 
an  array  of  long-term  adverse 
health  consequences,  but  adolescent 
tobacco  users  also  exhibit  a number 
of  acute  responses,  including  an  in- 
crease in  coughing  and  phlegm  pro- 
duction, impaired  lung  function,  and 
compromised  physical  fitness  in 
levels  of  performance  and  endur- 
ance. The  onset  of  tobacco  use  in  the 
majority  of  adolescents  occurs  dec- 
ades before  the  morbidity  and  mor- 
tality associated  with  adult  tobacco 
users.  Current  epidemiological  re- 
search on  tobacco  use  in  adolescents 
demonstrates  a past  30  day  preva- 
lence of  cigarette  use  ranging  from 
17%  to  32%  and  smokeless  tobacco 
use  ranging  from  7%  to  11%. 12 

The  high  prevalence  of  tobacco 
use  in  youths  may  be  attributed,  in 
part,  to  the  proven  existence  of  eas- 
ily accessible  tobacco  products.34 


Cismoski  is  with  the  Fond  du  Lac  School 
District.  Sheridan  is  with  the  Fond  du 
Lac  County  Public  Health  Nursing 
Department.  Reprint  requests  to:  Jo- 
seph Cismoski,  Fond  du  Lac  School 
District,  72  S Portland  St,  Fond  du  Lac, 
WI  54935.  Copyright  1994  by  the  State 
Medical  Society  of  Wisconsin. 


Ease  of  purchase  from  retail  outlets 
has  been  substantiated  by  compli- 
ance check  studies  but  there  are  few 
data  that  present  a profile  of  the 
methods  and  sources  that  teenagers 
use  to  obtain  tobacco  at  different 
ages.  This  report  uses  responses  from 
more  than  2,000  8th,  10th,  and  12th 
grade  students  from  two  Wisconsin 
communities  to  examine  their  self- 
reported  tobacco  acquisition  prac- 
tices. 

Methods 

In  January  1994,  the  Michigan  Alco- 
hol and  Other  Drugs  School  Survey 
was  administered  to  the  8th,  10th 
and  12th  grade  populations  of  the 
public  school  district  in  Fond  du 
Lac,  Wis.  An  addendum  of  ques- 
tions which  included  items  specifi- 
cally addressing  tobacco  use  habits, 
was  included  with  each  survey  book- 
let. The  anonymous  survey  was 
administered  following  a proven 
procedure,  by  a research  associate 
from  Western  Michigan  University 
and  the  authors  of  this  article  to 
student  groups  ranging  from  50  to 
150  without  teachers  present.  Pas- 
sive consent  was  obtained  prior  to 
the  survey  and  students  were  dis- 
cretely monitored  to  discourage 


discussion  and  collaboration. 

In  February,  a survey  made  up  of 
specific  tobacco  and  alcohol  ques- 
tions from  the  Michigan  survey  and 
Fond  du  Lac  addendum  was  ad- 
ministered in  much  the  same  fash- 
ion to  same  grade  populations  in  the 
Manitowoc,  Wis,  public  school  dis- 
trict. Completed  answer  forms  from 
both  districts  were  sight-screened 
for  response  sets  and  other  erratic 
response  patterns. 

Fond  du  Lac  and  Manitowoc  are 
east-central  Wisconsin  communities 
located  approximately  60  miles 
apart.  They  match  up  closely  in  the 
following  demographic  categories: 
population;  median  household  and 
family  income,  including  numbers 
who  earn  below  $15,000  per  year; 
numbers  below  the  poverty  level 
(Fond  du  Lac,  3489;  Manitowoc, 
3344);  educational  attainment  for 
persons  25  years  or  older,  including 
the  number  of  people  with  less  than 
a high  school  diploma  (Fond  du  Lac, 
5281;  Manitowoc,  5641);  and  per- 
centage of  high  school  graduates. 
Both  Fond  du  Lac  and  Manitowoc 
are  racially  homogeneous  (Fond  du 
Lac,  98%  white;  Manitowoc,  96% 
white).  The  largest  minority  popu- 
lation in  Fond  du  Lac  is  Hispanic 
(1.5%)  and  in  Manitowoc,  Asian 
(2.5%),  according  to  the  Wisconsin 
Department  of  Administration. 

Results 

A total  of  1,240  students  were 
surveyed  in  Fond  du  Lac  with  re- 
sponse rates  of  88%,  70%,  and  62% 
for  grades  8, 10,  and  12,  respectively. 
Response  rates  for  the  928  students 
from  the  same  grade  levels  in  Mani- 
towoc were  87%,  76%,  and  68%. 

The  prevalence  across  the  three 
grade  levels,  for  past  30-day  ciga- 
rette use  in  both  Fond  du  Lac  and 
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Manitowoc  was  about  35 % . No  such 
congruence  was  reported  for  past 
30-day  smokeless  tobacco  use.  The 
prevalence  in  Fond  du  Lac  ( 15%) 
was  almost  twice  that  in  Manitowoc 
(8%)  ( Table  1). 

Almost  50%  of  Fond  du  Lac  8th 
and  10th  grade  tobacco  users  re- 
ported shoplifting  tobacco  within 
the  past  year.  This  figure  was  almost 
40%  for  the  same  grades  in  Mani- 
towoc. Percentages  fall  to  about  half 
of  these  in  each  of  the  communities 
for  respondents  in  grade  12  (Table 
2).  Shoplifting  was  reported  as  the 
most  often  used  method  of  obtain- 
ing tobacco  by  12%  of  grades  8 and 
10  tobacco  users  in  Fond  du  Lac  and 
6%  by  their  Manitowoc  counterparts. 
In  contrast,  shoplifting  was  identi- 
fied as  a typical  way  of  procuring 
tobacco  by  roughly  2%  of  12th  grade 
students  from  both  cities.  (Table  3) 

Table  2 also  shows  that  from  half 
to  two  thirds  of  current  tobacco  users 
in  the  8th  and  10th  grade  in  both 
cities  reported  using  vending  ma- 
chines at  least  once  in  the  past  year. 
The  prevalence  drops  for  12th  grade 
to  34%  in  Fond  du  Lac  and  43%  in 
Manitowoc.  Regular  use  of  vending 
machines  is  greatest  for  tobacco  users 
in  8th  grade  (23%,  Fond  du  Lac; 
39%,  Manitowoc)  and  tapers  off  to 
4%  in  Fond  du  Lac  and  6%  in  Mani- 
towoc 12th  grade  students  (Table  3). 

Free  samples  as  a source  of  to- 
bacco were  used  by  about  50%  fewer 
students  than  vending  machines. 
About  one  third  of  tobacco  users  in 
Fond  du  Lac  and  20%  to  one  quarter 
in  Manitowoc  reported  receiving  free 


samples  at  least  once  during  the  past 
year.  (Table  2)  The  use  of  free  samples 
was  roughly  equivalent  at  all  grade 
levels. 

These  data  reveal  considerable 
similarities  in  the  acquisition  habits 
of  current  tobacco  users  within  each 
of  the  grade  levels  and  some  very 
notable  differences  between  the 
grade  levels.  In  general,  8th  grade 
students  from  Manitowoc  and  Fond 
du  Lac  show  a preference  for 
"bumming"  (defined  as  "persuad- 
ing others  to  give  it  [tobacco  prod- 
uct] to  me"  on  the  questionnaire) 
and  buying  from  friends  as  ways  to 
obtain  tobacco  products.  A slightly 
greater  percentage  of  Manitowoc 
students  supplement  these  primary 
methods  by  buying  from  businesses. 
Eighth  grade  tobacco  users  from 
Fond  du  Lac  on  the  other  hand,  show 
a greater  propensity  to  shoplift  and 
to  buy  or  "bum"  from  adults  other 
than  parents  in  addition  to  from 
friends. 

Interestingly,  "other  ways"  was 
reported  by  a sizable  fraction,  about 
25%,  of  students  in  both  communi- 
ties. There  were  no  examples  of 
"other  ways"  given  on  the  question- 
naire. Some  participants,  however, 
anecdotally  indicated  a misunder- 
standing of  that  response  leading  us 
to  believe  that  one  of  the  three  alter- 
nate answers  listed  in  Table  3 would 
have  more  accurately  represented 
their  behavior.  Tobacco  using  stu- 
dents in  8th  grade  from  Manitowoc 
report  a slight  preference  for  vend- 
ing machines  as  sources  of  purchased 
tobacco.  Fond  du  Lac  students 


clearly  prefer  buying  from  sales- 
clerks. When  tobacco  users  from 
either  community  elect  to  buy  from 
businesses  that  sell  over  the  counter, 
almost  one  third  indicated  that  they 
have  someone  else  buy  the  tobacco 
for  them. 

The  rather  diversified  methods 
of  tobacco  acquisition  reported  by 
the  youngest  tobacco  users  surveyed 
is  contrasted  by  a more  discriminate 
pattern  in  10th  grade  students.  Table 
3 reveals  that  almost  two  thirds  of 
current  tobacco  users  from  Mani- 
towoc, and  slightly  less  from  Fond 
du  Lac,  usually  purchase  their  to- 
bacco from  businesses.  Over-the- 
counter  purchases  are  clearly  fa- 
vored. There  seems  to  be  no  distinct 
preference  when  buying  over-the- 
counter.  Self-service,  asking  the 
clerk,  and  asking  someone  else  to 
buy  are  reported  by  about  the  same 
percentages.  An  exception  would 
be  the  preference  by  Manitowoc  stu- 
dents to  serve  themselves. 

In  12th  grade,  the  manner  in 
which  tobacco  is  usually  acquired  is 
a settled  matter.  Three  quarters  of 
the  survey  participants  report  buy- 
ing tobacco  products  as  the  most 
often  employed  method  of  obtain- 
ing them.  Two  thirds  of  seniors 
usually  purchase  from  businesses 
with  more  than  90%  buying  over- 
the-counter.  Unlike  students  in  the 
lower  grades  there  is  a greater  pref- 
erence for  asking  clerks  for  tobacco, 
though,  students  from  Manitowoc 
almost  equally  preferred  self-serv- 
ice. 

The  most  often  used  types  of  re- 


Table  1.— Past  30-Day  tobbaco  use  by  grade(in  percentages). 


8th 

10th 

12th 

FdL* 

Man 

Natl+ 

FdL 

Man 

Natl 

FdL 

Man 

Natl 

Cigarettes 

30.8 

27.0 

16.7 

34  3 

41.7 

24.7 

38.4 

34.4 

29.9 

Smokeless 

10.7 

6.1 

6.6 

18.5 

14.6 

10.7 

14.8 

3.6 

10.7 

*FdL  = Fond  du  Lac,  Man  = Manitowoc. 

n for  8th  grade:FdL-508;  Man=327;  n for  10th  grade:FdL=374;  Man=320;  n for  12th  grade:FdL=319;  Man*249. 

♦ National  percentages  are  for  1993. 

Source:  Johnston  L,  O'Malley  P,  Bachman  L.  National  Survey  Results  on  Drug  Use  from  The  Monitoring  the  Future  Study,  1975-1993. 
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Table  2. — Vending  machines,  free  samples,  and  shoplifting  as  means  of  obtain- 
ing tobacco  products*at  least  once  in  the  past  year  by  current  tobacco  users  (in 
percentages). t 


8th- 

10th§ 

12th" 

FdL'1 

Man 

FdL 

Man 

FdL 

Man 

Vending  machine 

54.7 

59.3 

66.0 

69.8 

33.9 

42.5 

Shoplifting 

46.6 

39.5 

45.8 

37.9 

28.0 

20.0 

Free  samples 

34.8 

20.9 

35.4 

25.6 

28.0 

17.5 

‘"tobacco  products"  and  "tobacco"  were  defined  as  cigarettes,  smokeless  tobacco  or  both 

t"current  tobacco  user"  was  defined  as  cigarette  smoker,  smokeless  tobacco  user,  or  both, 

at  the  time  of  the  survey 

"Man:  n=75;  FdL:  n = 146 

*Man:  n=122:  FdL:  n = 136 

!lMan:  n='71;  FdL:  n=  118 

’FdL  = Fond  du  Lac,  Man  = Manitowoc 


tail  outlets,  for  tobacco  purchases, 
were  the  same  for  all  three  grade 
levels  in  both  communities.  Gas 
stations  and  convenience  stores  were 
used  2 to  1 over  the  next  preferred 
outlet.  Food  stores  are  distinctly 
favored  as  a third  source  by  older 
tobacco  users,  though  less  so  in 
Manitowoc.  Bowling  alleys  are  also 
popular  locations  for  purchasing 
tobacco,  especially  by  8th  and  10th 
grade  students. 

Discussion 

One  of  the  more  surprising  revela- 
tions from  the  survey  is  the  reported 
shoplifting  by  tobacco  users  at  8th 
and  10th  grade  levels.  The  percent- 
ages of  students  from  Fond  du  Lac 
and  Manitowoc  reporting  shoplift- 
ing tobacco  products  potentially 
represent  a significant  amount  of 
tobacco  obtained  without  paying  for 
it. 

There  is  a paucity  of  data  on  teen- 
agers shoplifting  tobacco  products 
despite  the  fact  that  cigarettes  have 
been  identified  in  at  least  one  sur- 
vey of  retailers,  as  the  most  shop- 
lifted item.5  Self-report  of  shoplift- 
ing tobacco  products  ranges  from 
5%  of  students  in  grades  7 through 
12  in  Georgia  to  about  44%  of  9th 
grade  daily  smokers  in  Erie,  Penn.6  7 
The  data  presented  here  reveal  that 
the  practice  falls  off  precipitously  as 
students  move  into  12th  grade. 
Younger  teens  may  shoplift  early  in 
their  use  of  tobacco  to  augment  other 
methods  of  tobacco  acquisition.  As 
they  get  older,  shoplifting  becomes 
less  attractive  perhaps  because  of 
the  combination  of  an  increase  in 
disposable  income  along  with  an 
increase  in  the  ease  of  purchase. 
Buying  may  also  be  perceived  as 
less  risky  (with  no  risk  involved  for 
those  over  18)  than  shoplifting. 
Quality  may  also  take  precedence 
over  quantity  as  it  has  been  demon- 
strated that  teens  are  brand  con- 
scious.8 Brand  preference  may  also 
play  a part  as  it  may  be  more  diffi- 
cult to  shoplift  a specific  desirable 
brand. 


That  so  many,  especially  younger 
teens,  engage  in  shoplifting  suggests 
that  it  is  easily  done.  Self-service 
displays  make  tobacco  products 
accessible  to  everyone  and  have  been 
associated  with  successful  purchases 
by  minors.4  Such  displays  also  fa- 
cilitate shoplifting.  The  difference 
in  the  rate  of  shoplifting  reported 
between  Fond  du  Lac  and  Mani- 
towoc may  be  due  to  differences  in 
the  numbers,  kinds,  and  locations  of 
self-service  displays  and  variations 
in  the  monitoring  of  those  displays. 
The  results  concerning  vending 
machines  are  consistent  with  those 
reported  elsewhere.910  Though  us- 
ing a vending  machine  at  least  once 
in  the  past  year  was  reported  by  a 
greater  percentage  of  10th  grade 
students,  8th  grade  tobacco  users 
are  more  likely  to  use  them  as  usual 
sources  of  tobacco.  Regular  use  of 
vending  machines  diminishes  with 
increasing  age. 

Demographic  similarities  be- 
tween Fond  du  Lac  and  Manitowoc 
likely  account  for  the  nearly  identi- 
cal reporting  of  past  30-day  smok- 
ing by  the  student  population  sur- 
veyed. These  higher  reported  per- 
centages than  national  samples  such 
as  those  from  the  annual  high  school 
survey  by  the  National  Institute  on 
Drug  Abuse  (Table  1)  and  the  Cen- 
ters for  Disease  Control  and  Preven- 


tion's Youth  Risk  Behavior  Survey 
are  more  difficult  to  explain.12  One 
reason  for  this  may  be  that  the 
samples  for  the  national  surveys  are 
apt  to  be  more  heterogeneous  than 
the  populations  of  Fond  du  Lac  and 
Manitowoc,  both  of  which  seem  to 
have  considerable  subsets  of  their 
populations  with  characteristics  that 
positively  correlate  with  the  use  of 
tobacco. 

More  puzzling  is  the  marked 
difference  in  smokeless  tobacco  use 
between  Fond  du  Lac  and  Mani- 
towoc. Demographic  variables  posi- 
tively associated  with  smokeless 
tobacco  use  in  youths  are  lower 
parental  education,  blue  collar  pa- 
rental occupation  and  rural  life- 
style.11 These  would  controlled  for 
by  similarities  between  the  commu- 
nities. The  student  populations  are 
also  very  similar  on  the  important 
behavioral  variable  of  academic 
achievement. 

Environmental  and  personal 
variables  are  also  important  in  to- 
bacco use,  including  the  use  of 
smokeless  tobacco.  Perceived  availa- 
bility is  one  such  environmental 
variable  and  perceived  harmfulness 
is  one  such  personal  variable.  Sub- 
stantially greater  percentages  of 
Fond  du  Lac  students  reported  to- 
bacco to  be  fairly  easy  or  easy  to 
obtain  and  substantially  smaller 
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Table  3. — Usual  methods  of  obtaining  tobacco  products  by  current  tobacco  users*  (in  percentages). 


Method 

“bumming" 

buying 

shoplifting 

other  ways 

Source 

parents/  guardians 

other  adults 

brother/ sisters 

friends 

businesses 

Type  of  purchase 

vending  machines 

over-the-counter  purchase 

from  someone  "on  the  street" 

Over-the-counter  purchase 

serve  myself 

ask  the  clerk 

ask  someone  else  to  buy  for  me 
"I  never  buy  over-the-counter." 


8thf 


FdL  H 

Man 

FdL 

31.4 

30.6 

19.9 

28.8 

37.6 

57.4 

12.4 

5.9 

12.1 

27.5 

25.9 

10.6 

15.9 

13.6 

17.7 

20.5 

11.1 

7.1 

9.9 

7.4 

7.8 

41.1 

48.1 

27.7 

12.6 

19:8 

39.7 

22.9 

38.9 

13.0 

47.1 

29.2 

72.5 

30.0 

31.9 

14.5 

20.9 

12.7 

33.3 

25.0 

17.7 

29.1 

30.4 

32.9 

27.7 

23.6 

36.7 

9.9 

10thn  12ths 


Man 

FdL 

Man 

15.1 

15.5 

13.7 

64.3 

75.0 

76.7 

5.6 

1.7 

2.7 

15.1 

7.8 

6.8 

9.5 

5.1 

5.4 

11.9 

9.4 

5.5 

8.7 

2.6 

2.7 

18.3 

23.1 

20.3 

51.6 

59.8 

66.2 

26.4 

3.5 

5.9 

66.1 

93.0 

91.2 

7.4 

3.5 

2.9 

40.3 

24.6 

33.2 

28.2 

55.1 

38.9 

23.4 

17.8 

19.4 

8.1 

2.5 

8.3 

Of  12th  grade  participants,  44%  (Man)  and  42%  (FdL)  reported  their  age  to  be  18  years  or  older,  the  legal  purchasing  age  for  tobacco  in  Wis- 
consin. This  should  be  considered  when  looking  at  12th  grade  responses. 

’"current  tobacco  user"  is  here  defined  as  cigarette  smoker,  smokeless  tobacco  user,  or  both,  at  the  time  of  the  survey 
fMan:  n's  range  from  72  to  85;  FdL:  n=161 
nMan:  n's  range  from  124  to  126;  FdL:  n=144 
sMan:  n's  range  from  72  to  74;  FdL:  n=118 
1 TdL  = Fond  du  Lac,  Man  = Manitowoc 


percentages  reported  smokeless 
tobacco  to  pose  a great  risk.12  Per- 
ceived availability  has  been  shown 
to  be  an  accurate  reflection  of  actual 
availability  and  lack  of  knowledge 
on  the  health  effects  of  smokeless 
tobacco  have  been  shown  to  posi- 
tively correlate  with  use.411  These 
may  at  least  partially  explain  the 
increased  rates  of  use  of  smokeless 
tobacco  in  Fond  du  Lac. 

The  apparent  transition  in  ways 
to  acquire  tobacco  that  takes  place 
between  grades  8 and  10  may  be 
largely  do  to  the  interaction  of  per- 
sonal and  environmental  factors. 
Compliance  check  studies  have 
found  that  merchants  will  sell  to- 
bacco to  16  and  17  year-olds  at  higher 
rates  than  12-  through  14-year- 
olds.313  This  may  be  due  to  personal 
scruples  on  the  part  of  the  seller  and 
a more  child-like  physical  appear- 
ance or  manner  on  the  part  of  the 


buyer.  Adults  who  give  tobacco  to 
minors  on  the  other  hand,  are  likely 
friends  or  family  members  who 
underestimate  or  minimize  the 
dangers  of  tobacco  or  do  not  wish  to 
fall  out  of  favor  with  their  younger 
companions.  Acknowledging  their 
own  immature  appearance  and  lack 
of  experience  may  translate  into  a 
lack  of  confidence  on  the  part  of  the 
young  buyer.  The  tentativeness  of 
most  younger  tobacco  users  is  sup- 
ported by  the  data  here  that  shows 
they  regularly  use  any  and  all  ways 
possible  to  obtain  tobacco.  Alter- 
nately or  additionally,  another  fac- 
tor may  be  lack  of  money.  This  would 
explain  the  greater  reliance  on 
"bumming." 

As  the  young  tobacco  user  enters 
high  school,  increasing  physical 
maturity  and  experience  together 
with  increasing  disposable  income 
likely  contribute  to  the  narrowed 


assortment  of  methods  used  to  ac- 
quire tobacco.  Specifically,  this 
seems  to  translate  into  more  suc- 
cesses at  purchasing  tobacco  from 
retail  outlets.  By  the  time  they  enter 
12th  grade,  it  is  likely  that  all  but  the 
youngest  in  appearance  and  matur- 
ity, of  those  who  are  not  18,  are  able 
to  freely  purchase  tobacco  from 
businesses.  This  increase  in  confi- 
dence is  evidenced  here  by  the 
greater  preference  for  asking  a sales- 
clerk for  tobacco. 

There  can  be  little  doubt  that 
environmental  factors  such  as  rate 
of  enforcement  of  laws  against  sell- 
ing to  minors,  numbers  and  kinds  of 
outlets,  location  of  tobacco  products 
within  the  outlet,  advertising,  and 
real  or  perceived  norms  regarding 
tobacco  use  all  interact  with  the 
personal  factors  mentioned  previ- 
ously to  determine  the  methods  by 
which  tobacco  is  obtained.  Of  these. 
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the  lack  of  enforcement  of  laws 
against  selling  tobacco  to  minors  has 
a well  established,  facilitating  effect 
on  the  ease  with  which  minors  buy 
from  businesses. 

The  most  numerous  types  of 
businesses  from  which  tobacco  is 
sold  are  gas  stations  and  conven- 
ience stores.  This  may  be  the  pri- 
mary reason  they  are  named  by  far 
more  tobacco  using  minors  than  any 
other  type  of  retail  tobacco  outlet. 
Greater  numbers  may  mean  closer 
proximity  to  a schools  or  other  youth 
gathering  places  (such  is  the  case  in 
Fond  du  Lac).  Large  numbers  also 
mean  greater  overall  accessibility 
even  if  some  individual  locations 
rigorously  uphold  laws  against  sales 
to  minors.  It  may  be  that  word  gets 
around  quickly  as  to  which  loca- 
tions are  lax  at  observing  sales  laws 
and  it  may  be  that  only  a few  "easy 
marks"  account  for  their  popular- 
ity. Though  these  hypotheses  remain 
untested,  the  popularity  of  bowling 
alleys  (and  many  taverns,  restau- 
rants, and  restaurant-bars)  with 
younger  tobacco  buyers  can  be  read- 
ily explained  by  the  usual  presence 
of  accessible  vending  machines. 

The  percentages  of  respondents 
that  report  receiving  free  samples  is 
consistent  with  that  found  in  one  of 
the  only  studies  on  the  distribution 
of  free  samples  to  children.14  Though 
the  data  from  this  survey  substanti- 
ate that  free  samples  are  probably 
obtained  only  intermittently,  ques- 
tions remain  on  the  sources  of  the 
samples.  Future  surveys  may  ask  if 
the  samples  were  obtained  through 
the  mail  or  from  periodic  events  such 
as  concerts,  outdoor  festivals,  auto 
races,  or  other  sporting  occasions. 

The  results  of  this  survey  further 
support  tobacco  control  policies  that 
address  youth  accessibility  to  to- 
bacco products.  Buying  of  tobacco 
products  from  businesses  can  be 
effectively  reduced  by  regular  and 
systematic  enforcement  of  laws 
prohibiting  merchants'  selling  to- 
bacco to  minors.  Unannounced 
compliance  checks  using  underage 


youth  have  been  shown  to  be  effec- 
tive at  decreasing  sales  to  minors. 

Our  data  also  strongly  support 
the  elimination  of  self  service  sales 
of  tobacco.  Banning  the  sale  of  to- 
bacco through  vending  machines 
would  greatly  reduce  accessibility 
in  younger  tobacco  users,  most  of 
whom  have  not  yet  become  nicotine 
dependent.  Our  data  also  imply  that 
elimination  of  self-service  display 
racks  could  markedly  reduce  over- 
the-counter  sales  as  many  youths 
pull  tobacco  from  displays  in  lieu  of 
asking  a salesclerk.  In  addition,  the 
placement  of  tobacco  displays  be- 
hind counters,  in  overhead  racks  that 
open  to  counter  employees  only,  or 
in  locked  cabinets  would  effectively 
eliminate  shoplifting,  shown  by  the 
data  presented  here  to  be  a signifi- 
cant method  of  obtaining  tobacco. 

A limitation  of  the  survey,  as  with 
most  surveys  of  student  populations, 
is  that  the  responses  of  chronic 
truants  and  drop-outs  are  not  in- 
cluded. It  has  been  demonstrated 
that  this  subset  of  teenagers  exhibits 
higher  levels  of  tobacco  use.15  For 
this  reason,  and  because  of  the  low 
response  rates  for  grades  10  and  12, 
the  percentages  of  cigarette  and 
smokeless  tobacco  users  presented 
here  are  in  all  probability,  are  under 
representations  of  the  true  numbers 
of  tobacco  users  for  these  age  levels. 

Since  these  data  are  cross-sec- 
tional, the  results  only  elucidate  the 
methods  and  sources  of  tobacco 
acquisition  at  one  point  in  time.  To 
validate  the  implied  transition  from 
one  tobacco  acquisition  method  to 
another  will  necessitate  following 
the  groups  as  they  move  to  the  next 
surveyed  grade  level. 

Caution  must  be  exercised  when 
interpreting  data  relevant  to  buying 
patterns  for  students  in  grade  12, 
given  that  over  40%  of  the  respon- 
dents indicated  that  they  were  of 
legal  purchasing  age  at  the  time  of 
the  survey. 

Summary 

The  demographically  similar  com- 


munities of  Fond  du  Lac  and  Mani- 
towoc exhibit  definite  similarities  in 
how  tobacco  products  are  acquired 
by  students  in  grades  8,  10,  and  12. 
Younger  tobacco  users  rely  on  a 
variety  of  methods  and  sources  for 
their  tobacco  where  patterns  of  ac- 
quisition are  more  confined  to  buy- 
ing from  businesses  as  the  students 
increase  in  age.  It  has  been  demon- 
strated that  shoplifting  can  be  a prin- 
cipal method  by  which  tobacco  is 
obtained.  The  results  provide  fur- 
ther motivation  for  meaningful  en- 
forcement of  laws  prohibiting  sales 
of  tobacco  to  minors  and  argue  for 
the  elimination  of  self-service  mer- 
chandising of  tobacco  products. 

Addendum 

Data  like  those  presented  here  are 
essential  in  identifying  factors  in  a 
community  which  contribute  to  to- 
bacco use  by  children  and  adoles- 
cents. Fond  du  Lac  enacted  a youth 
tobacco  control  ordinance  on  Janu- 
ary 1,  1994  which  included  provi- 
sions that  mandated  compliance 
checks  of  local  tobacco  retailers  and 
eliminated  self-service  sales  of  all 
non-carton  tobacco  products.  On 
May  20,  US  Oil  Inc.,  doing  business 
locally  as  Express  Convenience  Cen- 
ters, and  10  local  retailers  filed  a 
lawsuit  seeking  to  have  the  ordi- 
nance invalidated  on  the  grounds 
that  it  was  preempted  by  state  stat- 
utes regulating  the  sale  of  tobacco 
products.  On  October  27,  a Fond  du 
Lac  circuit  court  judge  agreed  with 
attorneys  for  the  plaintiffs  from  the 
law  firm  of  Foley  and  Lardner,  that 
the  state  has  "occuppied  the  field" 
with  regard  to  regulation  of  tobacco 
products  and  ruled  the  ordinance 
invalid.  This  decision  is  not  binding 
on  other  communities  who  may  wish 
to  enact  a local  ordinance  that  goes 
beyond  simply  adopting  state  stat- 
utes in  an  effort  to  reduce  the  access 
to  and  use  of,  tobacco  by  children. 

This  pointedly  illustrates  how 
weak  state  statutes  can  efficiently 
block  communities  from  taking 
meaningful  steps  to  decrease  tobacco 
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Table  4.— Uusal  location*  of  tobacco  purchases  by  current  tobacco  userst(in  percentages). 


8thft 

10th§ 

12th" 

FdL^ 

Man 

FdL 

Man 

FdL 

Man 

Gas  stations 

51.3 

46.7 

59.6 

56.6 

68.6 

46.5 

Convenience  stores 

37.0 

36.0 

55.9 

53.3 

67.8 

59.2 

Food  stores 

16.4 

9.3 

30.1 

20.5 

31.4 

23.9 

Restaurants  or 
Restaurant-bars 

14.4 

12.0 

14.7 

20.5 

11.0 

7.0 

Department  stores 

7.5 

5.3 

14.7 

11.5 

15.3 

9.9 

Taverns  or  liquor  stores 

14.4 

18.7 

15.4 

15.6 

9.3 

8.5 

Drug  stores 

4.1 

1.3 

15.4 

6.6 

10.2 

4.2 

Bowling  alleys 

25.3 

17.3 

26.5 

18.0 

11.0 

4.2 

"I  never  buy  cigarettes  or 
smokeless  tobacco." 

14.4 

18.7 

6.6 

9.0 

6.8 

12.7 

Of  12th  grade  participants,  44%  (Man)  and  42%  (FdL)  reported  their  age  to  be  18  years  or  older,  the  legal  purchasing  age  for  tobacco  in 
Wisconsin. This  should  be  considered  when  looking  at  12th  grade  responses. 

‘"From  what  types  of  places  do  you  usually  buy  tobacco?"  Respondents  were  instructed  to  choose  all  that  apply.  Percentages  listed  repre- 
sent the  rank  order  of  answers  chosen. 

’"current  tobacco  user"  is  here  defined  as  cigarette  smoker,  smokeless  tobacco  user,  or  both,  at  the  time  of  the  survey. 

nMan:  n=75;  FdL:  n=146 

*Man:  n=122:  FdL:  n=136 

1 'Man:  n=71;  FdL:  n=118 

’FdL  = Fond  du  Lac,  Man  = Manitowoc 


use  in  young  people  and  why 
preemption  is  a sine  i]ua  non  for  the 
tobacco  industry.  Communities, 
who  are  in  the  best  position  to  pro- 
tect the  health  of  Wisconsin's  chil- 
dren, can  be  rendered  powerless  to 
legally  secure  effective  barriers 
against  the  seductive  marketing  of 
tobacco.  The  Fond  du  Lac  experi- 
ence should  serve  as  a wake-up  call 
to  health  care  advocates,  state  legis- 
lators and  all  others  who  are  con- 
cerned about  this  most  significant 
threat  to  the  health  of  Wisconsin 
youths.  To  do  away  with  preemp- 
tion of  local  tobacco  control  is  to 
entrust  those  that  know  best  to  take 
care  of  their  own. 
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Blinded  by  the  light: 

The  folly  of  tobacco  possession  laws  against  minors 


Joseph  Cismoski,  MPH,  Fond  du  Lac 

Children  are  principally  the  creatures  of 
example  - wha tever  surrounding  adults 
do,  they  will  do.  To  solve  the  problem  of 
education,  childre  n must  be  surrounded 
with  equity  and  be  equitably  treated. 
—Josiah  Warren,  American  inventor 
and  social  philosopher. 

Youth,  though  it  may  lack  knowledge,  is 
certainly  not  devoid  of  intelligence;  it 
sees  through  shams  with  sharp  and  ter- 
rible eyes.— H.  L.  Mencken,  Ameri- 
can author  and  editor. 

Before  you  beat  a child,  be  sure  you 
yourself  are  not  the  cause  of  the  offense. 
—Austin  O'Malley,  American  ocu- 
list. 

Within  the  context  of  the  tobacco 
control  movement  has  emerged  re- 
invigorated efforts  at  preventing 
children  and  youth  from  smoking. 
These  efforts  have  been  fraught  with 
a greater  urgency  because  most 
people  who  use  tobacco  products 
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begin  doing  so  before  they  have 
attained  the  designated  age  of  adult- 
hood.1 

One  of  the  important  variables  in 
the  youth-tobacco-use  equation  is 
youth  access  to  tobacco  products. 
Minors  may  obtain  cigarettes  from 
many  sources,  including  parents  and 
other  adults,  siblings,  friends  and 
businesses,  and  by  "bumming," 
buying,  stealing,  shoplifting,  and 
receiving  free  samples.  Self-report 
surveys  have  shown  that  middle- 
school  aged  children  and  younger 
teenagers  obtain  tobacco  products 
from  friends  more  than  from  busi- 
nesses, but  by  the  time  they  reach 
9th  and  10th  grade,  businesses  are 
overwhelmingly  the  source  of  choice 
for  tobacco.2'3 

At  various  times  since  the  turn  of 
the  century,  prevention  and  inter- 
vention efforts  have  included  legally 
proscribing  the  sale  of  tobacco  prod- 
ucts to,  and  the  purchase,  attempted 
purchase,  possession,  and  use  of 
tobacco  products  by,  children  and 
youths.  These  laws  as  written  (aside 
from  the  fine  structures)  and  en- 
forced imply  that  seller  and  minor 
buyer  in  possession  are  equally  re- 
sponsible and  that  legal  penalties 
for  minors  are  warranted  given  the 
harm  associated  with  tobacco  prod- 
ucts. The  remainder  of  this  discus- 


sion will  challenge  the  notion  that 
legally  penalizing  or  criminalizing 
minors  for  possessing,  buying,  or 
attempting  to  buy  tobacco  products 
has  any  value  in  a concerted  and 
legitimate  effort  to  reduce  tobacco 
use  in  this  age  group. 

Liberty,  tobacco  use,  and  minors 
The  use  of  tobacco  is  a legal  right  of 
people  living  in  a free  society.  De- 
spite the  recent  fervor  surrounding 
the  issue  of  tobacco  control,  the 
majority  of  our  population— being 
of  the  mind  that  individual  liberty 
comprises  the  bedrock  on  which  our 
society  rests— would  no  doubt  agree 
with  this  statement.  That  there  ex- 
ists a Wisconsin  state  statute  against 
minors  possessing  tobacco  indicates 
that  some  people  are  of  the  notion 
that  this  right  doesn't  apply  through- 
out the  life  span.  The  object  of  this 
discussion  is  not  so  much  that  to- 
bacco use  is  a right  of  minors,  but 
rather  that  they  have  the  right  not  to 
be  legally  penalized  for  its  use. 

A principle  argument  against 
legally  penalizing  minors  for  at- 
tempting to  buy,  buying,  or  pos- 
sessing tobacco,  hereafter  referred 
to  as  possession  laws,  can  be  made 
based  on  their  running  contrary  to 
the  concept  of  individual  freedom. 
Limitations  on  personal  freedom 
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were  articulated  perhaps  most 
thoughtfully  in  the  essay,  "On  Lib- 
erty," by  J.  S.  Mill  who  asserted  in 
this  well-known  excerpt: 

The  only  purpose  for  which 
power  can  be  rightfully  exercised 
over  any  member  of  a civilized 
community,  against  his  will,  is  to 
prevent  harm  to  others.  He  can- 
not rightfully  be  compelled  to  do 
so  or  forbear  because  it  will  be 
better  for  him  to  do  so,  because  it 
will  make  him  happier,  because 
in  the  opinions  of  others,  to  do  so 
would  be  wise  or  even  right.  These 
are  good  reasons  for  remonstrat- 
ing with  him,  or  reasoning  with 
him,  or  persuading  him,  or  en- 
treating him,  but  not  for  compel- 
ling him  or  visiting  him  with  any 
evil,  in  case  he  do  otherwise.  To 
justify  that,  the  conduct  from 
which  it  is  desired  to  deter  him 
must  be  calculated  to  produce 
evil  to  someone  else.  The  only 
part  of  the  conduct  of  any  one  for 
which  he  is  amenable  to  society  is 
that  which  concerns  others.  In  the 
part  which  merely  concerns  him- 
self, his  independence  is,  of  right, 
absolute.  Over  himself,  over  his 
own  body  and  mind,  the  individ- 
ual is  sovereign.4 
These  thoughts  have  remained  a 
fundamental  principle  underlying 
our  decision  to  not  legislate  against, 
as  Mill  put  it,  "self-regarding"  be- 
havior. The  majority  of  tobacco  us- 
ing youths  may  not  fully  compre- 
hend the  dangers  of  tobacco  but  no 
doubt  would  concur  that  tobacco 
use  constitutes  self-regard ing  behav- 
ior. Mill  was  quick  to  point  out  that 
these  principles  did  not  apply  to  all 
members  of  society: 

It  is  perhaps  hardly  necessary  to 
say  that  this  doctrine  is  meant  to 
apply  only  to  human  beings  in 
the  maturity  of  their  faculties.  We 
are  not  speaking  of  children,  or  of 
young  persons  below  the  age  of 
which  the  law  may  fix  as  that  of 
manhood  or  womanhood.  Those 
who  are  still  in  a state  of  being 
taken  care  of  by  others,  must  be 


protected  against  their  own  ac- 
tions.4 

Clearly,  children  are  to  be  treated 
differently.  Mill  seems  to  be  confin- 
ing this  difference  to  the  issue  of 
self-regarding  harms  however,  with 
the  inclusion  of  the  phrase, " must  be 
protected  against  their  own  actions." 
The  implication  is  that,  unlike  with 
adults,  the  law  is  a justifiable  means 
to  keep  children  from  harming  them- 
selves. But  whom  are  the  laws  to  be 
directed  against?  Mill  may  not  be 
clear  in  his  writing  on  this  point,  but 
if  the  American  legal  record  can  be 
taken  as  a manifestation  of  his  intent 
we  find  that  these  laws  are  directed 
at  those  to  whom  the  care  of  chil- 
dren is  entrusted,  ie,  adults.  It  is 
adults  who  have  been  held  legally 
responsible  for  self-regard  ing  harms 
in  children  and  youths  arising  from 
their  naivete,  inexperience  or  de- 
sire. Subjecting  youths  to  forfeitures 
for  possession  (or  purchasing)  of  to- 
bacco contradicts  this  tradition  and 
hardly  protects  youths  from  self- 
inflicted  damage.  It  seems  odd  that 
we  do  not  legislate  against  youth  for 
attempting  suicide,  willfully  listen- 
ing to  music  played  at  a deafening 
level  or,  for  that  matter,  engaging  in 
"consensual"  sexual  intercourse 
(assuming  for  the  moment  that  this 
may  be  correctly  categorized  as  a 
self-regarding  harm),  yet  so  many 
fail  to  think  twice  about  criminal- 
izing youths  for  possessing  cigarettes 
or  chewing  tobacco. 

With  respect  to  the  specific  issue 
of  harm  to  others  inflicted  by  chil- 
dren or  youths,  Mill  is  silent  but 
history  is  resonant.  Minors  and 
adults  have  been  treated  equitably 
if  not  equally  by  the  law.  Direct  or 
indirect  harm  to  others,  when  caused 
by  minors,  as  with  adults,  has  re- 
sulted in  the  minor  being  held  le- 
gally responsible.  Minors  who  en- 
gage in  acts  such  as  assault,  bur- 
glary or  vandalism,  or  in  acts  that 
predispose  others  to  harm  or  con- 
tribute to  mayhem,  such  as  speed- 
ing or  blocking  a right-of-way,  can 
and  should  be  held  legally  culpable. 


It  seems  implausible  that  Mill  would 
be  in  disagreement  with  this  if  the 
youthful  perpetrators  were  at  or 
above  the  age  at  which  wrong  can  be 
distinguished  from  right. 

So  far  then,  a case  has  been  made 
that  possession  laws  are  incongru- 
ous with  both  philosophical  con- 
ceptions of  how  the  law  should  be 
used  to  regulate  individual  behav- 
ior (for  adults  and  children)  and 
how  the  law  has  traditionally  been 
put  into  practice.  Tobacco,  used  in 
the  customary  way  by  minors,  is 
largely  a self-regarding  behavior 
which  should  be  dealt  with  insofar 
as  the  legal  system  is  concerned,  as 
other  such  behaviors  have. 

When  tobacco  possession  or  pur- 
chasing by  minors  becomes  a be- 
havior that  harms  others,  then  and 
only  then  should  it  become  subject 
to  criminal  or  administrative  penal- 
ties. Tobacco  use  ceases  to  be  en- 
tirely self-regarding  in  the  form  of 
environmental  tobacco  smoke  (ETS). 

Through  valid  scientific  studies, 
ETS  has  been  determined  to  be  causal 
agent  in  the  development  of  heart 
disease,  chronic  obstructive  pulmo- 
nary disease,  lung  cancer,  and  a host 
of  less  life-threatening  maladies. 
Smoking,  in  the  absence  of  adequate 
ventilation  and  in  the  company  of 
others  is,  therefore,  a potentially 
harmful  behavior  to  them.  This 
makes  it  worthy  of  legal  interven- 
tion and  legitimizes  sanctions 
against  tobacco  use  by  minors— so 
long  as  these  sanctions  are  also 
placed  upon  adults. 

Equity  in  law  is  not  only  in  every- 
one's best  interest,  it  is  important  in 
enlisting  conformity  to  the  standards 
of  conduct  that  laws  are  meant  to 
uphold.  The  inequity  of  current 
tobacco  possession  laws  works 
against  conformity  with  them.  Hold- 
ing both  adults  and  minors  account- 
able makes  the  law  equitable  and, 
thus,  justifiable.  There  are  few  other 
essentially  self-regarding  behaviors 
that  we  hold  kids  themselves  le- 
gally accountable  for,  while  at  the 
same  time  excluding  adults  who 
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indulge  in  the  same  behavior  from 
legal  repercussions.  It  seems  worth- 
while to  briefly  deliberate  on  one 
such  behavior— possession  and  use 
of  alcoholic  beverages. 

Supporters  of  tobacco  possession 
laws  will  generally  justify  them  on 
the  basis  that  we  treat  alcohol  use 
and  possession  by  minors  similarly. 
The  issue  of  the  effectiveness  of 
penalties  against  the  purchase  and 
possession  of  alcohol  notwithstand- 
ing, more  justification  for  them  may 
be  mustered  based  on  inherent  dif- 
ferences in  the  pharmacological 
properties  of  alcohol  and  tobacco 
and  in  the  culturally  dictated  (espe- 
cially age-related)  patterns  in  which 
alcoholic  beverages  are  consumed. 
Conventional  use  of  alcohol  by  typi- 
cally inexperienced  minors  more 
often  than  not  results  in  intoxica- 
tion. Clumsiness  and  in  attentive- 
ness are  common  results,  however, 
the  depressant  effects  of  alcohol  may 
also  act  in  concert  with  current  ex- 
pectations and  emotional  immatur- 
ity to  precipitate  aggression  or  other 
irresponsible  behavior.  Not  only  will 
the  risk  of  self-inflicted  injury  or 
other  misfortune  increase,  but  the 
likelihood  of  the  user  harming  anoth- 
ers'  person  or  property  escalates  as 
well.  Herein  lies  at  least  some  cred- 
ible bit  of  justification  for  the  exis- 
tence of  alcohol  "minor-in  posses- 
sion laws"  based  on  the  protection 
of  the  interests  of  others. 

Intoxication  from  tobacco,  how- 
ever, does  not  normally  occur  and 
there  is  no  innate  pharmacological 
effect  of  tobacco  to  which  either  un- 
intended or  deliberate  trans- 
gregsions  against  others  can  be  so 
causally  linked.  Intoxication  is  the 
primary  issue  with  alcohol  use  by 
minors.  Addiction  or  dependency, 
which  laws  are  characteristically 
impotent  against,  is  the  primary 
issue  with  tobacco  use  by  minors. 

The  similarity  between  adult  and 
youth  tobacco  dependency  and  the 
propensity  for  even  occasional 
young  tobacco  users  to  slide  into 
addiction  has  been  clearly  estab- 


lished.1'5,6 Adolescents  smoking 
openly  on  sidewalks  outside  schools, 
for  example,  are  much  more  likely 
to  be  regular  daily  smokers— a be- 
havior indicative  of,  or  preceding, 
addiction.  Based  on  research  relat- 
ing to  the  use  of  other  addictive 
substances,  fines  and— an  increas- 
ingly popular  substitute— coercion 
into  "education  programs"  or 
"community  service"  have  little  with 
which  to  commend  them  for  ad- 
dressing tobacco  addiction. 

The  line  of  thought  developed  to 
this  point  has  proposed  that  legal 
proscriptions  on  minors'  attempted 
purchase,  purchase  or  possession  of 
tobacco  products  are  discordant  with 
the  principles  of  individual  liberty 
(embodied  here  by  Mill's  essay)  and 
the  laws  that  parallel  and  uphold 
these  principles.  This  fact,  philo- 
sophically, argues  against  their  use 
as  a means  of  tobacco  control.  Phi- 
losophy aside,  can  their  existence  be 
justified  from  a utilitarian  perspec- 
tive? If  they  are  successful  at  deter- 
ring or  reducing  tobacco  use  in  chil- 
dren, it  may  be  in  the  best  interest  of 
children's  health  to  overlook  this  in- 
consistency. On  the  other  hand,  if 
they  have  little  or  no  functional 
value,  the  case  against  them  becomes 
secure. 

A history 

Laws  addressing  tobacco  use  by 
youth  in  Wisconsin  have  existed 
since  1891,  when  the  first  restric- 
tions were  enacted  against  persons 
selling  or  giving  tobacco  products 
to  minors.  Section  4608v  of  Chapter 
463,  Wisconsin  statues,  enacted  in 
1907,  prohibited  the  use  or  smoking 
of  tobacco,  cigarettes,  or  cigars  by  a 
person  under  16  years  in  essentially 
any  public  place  or  on  any  public 
land  except  when  accompanied  by  a 
parent  or  guardian  became  the  first 
state  law  on  possession  by  minors. 
In  1915,  a provision  was  added 
making  it  a misdemeanor  subject  to 
a fine  of  not  more  than  $5  if  a minor 
refused  to  disclose  the  source  of 
tobacco  to  law  enforcement  or  pro- 


bation officials,  truant  officers,  or 
teachers.  This  was  amended  in  1919 
to  include  misrepresentation  of  age 
by  the  minor  and  the  penalties  were 
increased  to  include  a fine  of  not 
more  than  $25  and  a prison  term  of 
not  more  than  30  days.  In  addition, 
if  a male  violator  was  under  17  years 
old  or  a female  under  18,  they  were 
considered  delinquent  and  subject 
to  juvenile  court  proceedings.7 

The  disclosure  of  source  provi- 
sion was  repealed  in  1955.  In  that 
same  year,  the  Child  Welfare  Com- 
mittee of  the  Legislative  Council,  as 
part  of  a comprehensive  revision  of 
the  Children's  Code,  recommended 
repeal  of  the  use  and  possession 
prohibitions  based  partly  on  the  as- 
sertion that  these  laws, " for  the  most 
part,  are  completely  ignored"  (Bill 
No.  444,  Wisconsin  Stat,  note  to 
sections  352.50  (1)  and  352.49).  This 
repeal  was  enacted  also  in  1955. 

The  restriction  on  misrepresenta- 
tion of  age  for  the  purpose  of  receiv- 
ing tobacco  products  by  minors 
remained  out  of  Wisconsin  state 
statutes  until  1987,  when  Act  336 
once  more  incorporated  them  into 
the  Children's  Code  setting  the  le- 
gal age  at  18  and  adding  prohibi- 
tions against  buying  or  attempting 
to  buy  tobacco  (unless  for  the  pur- 
pose of  resale  as  a condition  of 
employment  by  a retailer  who  sells 
tobacco  products).  In  addition,  a 
section  was  added,  among  others, 
that  preempts  localities  from  enact- 
ing ordinances  that  do  not  strictly 
conform  with  the  state  language.  In 
1991,  Act  95  added  a prohibition 
against  possessing  tobacco  except 
in  the  course  of  employment  as 
described  above.  Although  neither 
of  these  statutes  bans  the  use  of  to- 
bacco, using  tobacco  without  pos- 
sessing it  becomes  a practical  im- 
possibility. The  penalty  for  minors 
is  a forfeiture  not  to  exceed  $25. 

It  is  currently  illegal  for  anyone 
under  18  to  attempt  to  purchase, 
purchase,  or  possess  (except  in  the 
course  of  employment)  tobacco 
products  under  ss  48.983  of  the  Wis- 
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consin  Children's  Code.  Minors  cited 
under  this  statute  will  be  subjected 
to  juvenile  court  proceedings  and 
the  revenue  from  the  forfeitures  go 
to  the  state.  Because  of  this,  coun- 
ties, towns,  or  villages  are  motivated 
to  adopt  48.983  as  a local  ordinance 
where  the  fine  may  be  remitted  di- 
rectly or,  if  challenged,  handled 
through  circuit  court.  The  money 
collected  then  goes  to  the  locality. 

Enforcement 

Tobacco  possession  laws  are  almost 
never  enforced  as  state  statutes  and 
rarely,  in  proportion  to  the  preva- 
lence of  violations,  as  local  ordi- 
nances. This  has  been  true  without 
exception  since  the  first  state  statute 
was  created  in  1907.  If  per  chance 
they  are  enforced,  tobacco  use  may 
likely  be  a secondary  issue.  Examples 
are  mentioned  below. 

Police  departments  are  willing  to 
devote  little  time  or  personnel  to 
enforcing  these  laws,  because  offi- 
cers are  already  spread  too  thin  to 
deal  with  the  deluge  of  other,  more 
pressing,  matters.  When  citations  are 
issued,  the  majority  are  issued  by 
patrol  persons  or  police-school  liai- 
son officers  in  the  proximity  of 
schools,  to  smoking  students 
(smokeless  tobacco— the  fastest  in- 
creasing form  of  tobacco  use— re- 
mains virtually  unchallenged) . This 
was  the  case  for  the  41  of  46  citations 
written  in  Fond  du  Lac  since  a pos- 
session ordinance  became  effective 
Jan  1,  1994.  In  the  rare  cases  where 
citations  are  written,  the  next  issue 
then  becomes  the  collection  of  the 
forfeitures— often  a task  that  meets 
with  low  success  rates.  It  is  almost 
inconceivable  that  extra  moneys  ap- 
propriated to  local  police  depart- 
ments, either  specifically  or  in  a 
supportive  fashion,  would  be  tar- 
geted for  the  enforcement  of  tobacco 
possession  laws. 

Even  if  the  police  were  of  a mind 
to  enforce  a local  ordinance,  given 
the  portability  and  ease  of  use  of 
cigarettes  (even  more  so  for  smoke- 
less tobacco),  it  is  extremely  unlikely 


that  the  rate  of  apprehension  would 
be  such  to  have  a meaningful  deter- 
rent effect  on  the  prevalence  of  to- 
bacco use.  Supporters  of  these  ordi- 
nances will  maintain  that  their  exis- 
tence plays  an  important  role  in  de- 
terring tobacco  use  among  youth, 
yet  there  are  no  empirical  studies  on 
deterrent  effects  of  tobacco  posses- 
sion laws. 

Deterrent  effects  of  related  laws, 
however,  have  been  studied.  As  Ross 
has  stated  in  reference  to  drunk 
driving  laws: 

General  deterrence  is  a theoreti- 
cal principle  that  predicts  sup- 
pression of  behavior  when  sub- 
jected to  a threat  perceived  as 
swift,  certain,  and  severe.  The 
principle  is  a psychological  one, 
centering  on  perception.8 
Though  a $25  fine  and  police  in- 
tervention may  be  perceived  as 
severe  by  some  children  or  adoles- 
cents, a history  of  nonexistent  en- 
forcement has  disarmed  these  ordi- 
nances of  any  perceived  swiftness 
or  certainty  of  apprehension  or  pun- 
ishment. In  an  earlier  work  Ross  at- 
tributed any  deterrent  successes  of 
drunk  driving  laws  to  an  exagger- 
ated perception  of  certainty  of  ap- 
prehension.9 Moreover: 

The  achievement  of  long-range 
normative  and  behavioral 
changes  as  a consequence  of  de- 
terrent threats  is  a plausible  ex- 
pectation, provided  that  the 
threats  are  initially  credible.  The 
best  evidence  of  credible  threats 
would  be  immediate  modifica- 
tion of  behavior  so  as  to  avoid 
them,  that  is,  simple  deterrence. 
The  lack  of  an  immediate  response 
to  a threat  would  suggest  a lack 
of  credibility  for  it,  which  is  hardly 
likely  to  render  it  capable  of  per- 
forming educational  or  habit- 
forming functions.8 
That  there  may  be  some  salvage- 
able deterrent  effect  by  possession 
laws  seems  to  be  supported  by  a 
1994  survey  of  more  than  2,000  8th, 
10th,  and  12th  grade  students  in  the 
Fond  du  Lac  and  Manitowoc  school 


districts.  Those  who  had  never  used 
tobacco  and  those  who  had  quit  were 
asked  to  choose  any  number  of  11 
listed  reasons  that  were  "most  im- 
portant in  your  choosing  not  to  use 
or  continue."  The  reason,  "there  is  a 
law  against  people  my  age  smok- 
ing" was  chosen  by  26%  of  non- 
using and  14%  of  ex-using  8th  and 
10th  grade  students,  it  was  chosen 
by  larger  percentages  of  8th  grade 
students  than  10th  grade.  Notice- 
able was  the  markedly  smaller  per- 
centages of  10th  grade  ex-users  in 
Manitowoc,  where  a possession 
ordinance  existed  at  the  time  of  the 
survey,  who  cited  that  reason.  Only, 
"because  it's  too  difficult  to  buy  ciga- 
rettes" was  chosen  less.  In  contrast, 
"smoking  is  bad  for  health"  was 
chosen  by  68%  of  non-tobacco  users 
and  47%  of  ex-users.10  It  must  be  re- 
iterated that  respondents  could 
choose  as  many  reasons  as  they 
wanted.  Most  of  the  participants 
chose  several. 

There  have  been  no  scientific 
studies  to  support  these  findings  and 
the  relatively  diminutive  effects  al- 
luded to  by  the  foregoing  are  dis- 
avowed by  the  grim  realities  of  cur- 
rent trends.  Tobacco  use  by  minors 
has  gone  up  consistently  since  the 
instatement  of  possession  and  use 
laws  in  the  first  decade  of  this  cen- 
tury. Those  under  18  currently  use 
tobacco  at  higher  rates  than  the  adult 
population  and  continue  to  openly 
rely  on  businesses  as  their  primary 
sources  of  tobacco.2-1114  These  hardly 
indicate  modifications  of  behavior 
so  as  to  avoid  a credible  threat  and 
stand  as  lucid  testimony  to  the  fail- 
ure of  these  laws  as  substantive 
agents  of  deterrence. 

Symbolism 

A lack  of  any  meaningful  deterrent 
effect  may  be  acknowledged  by 
supporters  of  possession  ordinances, 
yet  many  continue  to  cling  to  them 
for  their  so-called  symbolic  signifi- 
cance. Simply  put,  supporters  fear 
that  lack  of  legal  sanctions  against 
minors  "sends  the  wrong  message," 
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implying  that  tobacco  use  is  not 
harmful  or  not  socially  unaccept- 
able. The  Committee  on  Preventing 
Nicotine  Addiction  in  Children  and 
Youths  of  the  Institute  of  Medicine 
said  it  most  succinctly  in  addressing 
these  apprehensions: 

In  the  committee's  view,  such 
speculative  fears  are  groundless- 
-social  disapprobation  is  (or 
should  be)  strongly  communi- 
cated by  the  laws  on  distribution, 
by  warning  labels,  and  by  all  of 
the  other  policies  outlined  in  this 
report.  Young  people  will  not  miss 
the  point  simply  because  their 
disapproved  conduct  is  not 
against  the  law.1 
Symbolic  and  selective  laws 
against  tobacco  use  continue  to  exist 
for  some  of  the  same  reasons  that 
tobacco  use  is  attractive  to  a certain 
subset  of  youth.  Youths  appear  more 
frightening,  intimidating,  or  perhaps 
aberrant  when  they  are  smoking  or 
using  smokeless  tobacco.  These 
appearances  mask  the  inadequacies 
that  have  lead  them  to  take  refuge  in 
tobacco.  We  as  adults  take  refuge  in 
meaningless  laws.  They  help  us 
compensate  for  the  fear  and  inade- 
quacy we  feel  when  we  have  to  deal 
with  these  youths.  Neither  group  is 
served  well  by  the  methods  chosen. 

Alternate  uses  of  ordinances 

Tobacco  possession  ordinances  are 
often  used  by  schools  for  purposes 
related  to  crowd  control,  complaints 
from  nearby  private  residents,  pub- 
lic image,  and  to  supplant  or  sup- 
plement existing  school  sanctions 
against  tobacco  use  such  as  deten- 
tion or  suspension.  To  be  sure,  a $25 
fine  will  generally  leave  an  impres- 
sion in  the  mind  of  an  adolescent.  In 
this  way,  a fine  may  have  an  imme- 
diate desired  effect  on  (a)  person(s) 
in  a particular  place  and  time.  Eso- 
teric benefits  achieved  by  schools, 
however,  have  failed  to  translate  into 
measurable  prevention  or  reduction 
in  prevalence  of  tobacco  use  in  mi- 
nors. 

Results  from  the  Manitowoc  sur- 


vey mentioned  earlier  revealed  no 
difference  in  past  30  day  reported 
smoking  rates  for  8th  grade  students 
compared  to  Fond  du  Lac,  but  the 
percentage  of  10th  grade  smokers 
was  appreciably  higher.3  It  should 
be  noted  that  Manitowoc,  which  is 
demographically  very  similar  to 
Fond  du  Lac,  recorded  59  tobacco 
possession  citations  to  minors  in 
1993.  In  the  larger  scheme  of  things, 
the  enlistment  of  tobacco  posses- 
sion laws  by  schools  can  actually 
contribute  to  their  counterproduc- 
tiveness. Any  short-term  positive 
gains  tend  to  erode  quickly  when 
enforcement  eases  up,  which  is  an 
inevitability.  A decrease  in  preva- 
lence of  tobacco  use,  however,  is  not 
one  of  these  gains. 

Then  there  is  the  issue  of  equity 
again.  If  students  are  not  fined  for 
cheating,  skipping  class,  or  insubor- 
dination (not  to  mention  disrespect, 
fighting,  or  disrupting  class)  why 
should  they  be  fined  for  tobacco  use? 
The  answer  is  to  issue  citations  for 
none  of  these,  including  tobacco 
possession. 

Law  enforcement  officials  are  re- 
luctant to  enforce  tobacco  posses- 
sion laws,  yet  paradoxically,  they 
are  often  quick  to  endorse  their 
adoption  at  a local  level.  Symbolic 
meanings  often  play  an  important 
role  in  this.  Another  reason  cited  is 
that,  "state  statutes  have  historically 
been  adopted  at  a local  level,"  a 
reason  refuted  by  the  relatively  small 
number  of  Wisconsin  municipali- 
ties that  have  done  so  (and  even 
fewer  who  quickly  adopted  ss  48.983 
when  it  became  law  in  1991).  Per- 
haps the  primary  reason  however, 
lies  in  the  ability  to  use  the  ordi- 
nance selectively,  as  a means  by 
which  to  stop,  question,  or  cite 
someone  for  a reason  secondary  to 
tobacco  control.  This  may  be  the 
case  at  schools  for  incidents  men- 
tioned above  or  for  retaining  some- 
one suspected  in  a certain  crime.  It 
goes  without  saying  that  this  has 
little  to  do  with  decreasing  tobacco 
use  in  young  people.  Such  alternate 


applications  of  tobacco  possession 
laws  violate  the  spirit  of  the  purpose 
for  which  they  were  intended. 

Tobacco  as  culture 

The  foregoing  discussion  has  at- 
tempted to  illustrate  the  consider- 
able deficiencies  of  tobacco  posses- 
sion laws.  But  if  these  laws  are  not 
helpful,  they  are  also  not  benign.  As 
a prelude  to  directly  addressing  this 
assertion,  a brief  examination  of  the 
unique  relationship  we  have  with 
tobacco,  among  many  other  harm- 
ful substances,  is  in  order. 

The  cigarette,  as  the  most  promi- 
nent example  among  tobacco  prod- 
ucts, is  the  most  efficient  drug  deliv- 
ery system  ever  devised.  It  is  the 
only  system  that  provides  for  the  re- 
peated self-administration  of  non- 
incapacitating doses  of  a depend- 
ency-producing drug  and  yet  allows 
the  user  to  keep  both  hands  free  for 
other  activities.  It  is  extremely  port- 
able and  user-friendly  so  it  is  almost 
effortless  to  use,  literally,  anywhere. 
An  imperfection  of  the  delivery 
system  (smoke)  is  the  dangerous 
element.  Intoxication  does  not  oc- 
cur, but  the  rapid  delivery  and  subtle 
effects  of  nicotine  provide  an  almost 
immediate  reinforcement  of  behav- 
ior or  affect.  The  most  deleterious 
effects  of  smoke  are  not  immedi- 
ately detectable  but  certain  and  quick 
dependency  ensures  their  cumula- 
tive effects.  Tobacco  is  used  from 
the  time  we  rise  to  the  time  we  sleep, 
at  work,  with  meals,  within  most 
family  and  individual  contexts 
(including  the  most  intimate),  in 
most  forms  of  transportation,  in  most 
types  of  recreation  and  at  many  reli- 
gious functions.  These  characteris- 
tics, together  with  the  historical  im- 
portance of  tobacco  as  an  economic 
commodity  and  almost  universal 
acceptance  of  tobacco  use,  have 
enmeshed  our  society  with  tobacco 
to  a degree  wholly  unlike  any  are 
comparable  substance.  In  short, 
tobacco  use  has  become  fully  inte- 
grated into  all  aspects  of  contempo- 
rary American  culture. 
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As  to  the  matter  of  influencing 
how  tobacco  is  used,  enforced  regu- 
lations on  those  who  market  and  sell 
it  have  been  essentially  non-exis- 
tent. Formal  (eg,  tobacco  or  smoke- 
free  policies)  and  informal  (e  g, 
individuals  proscribing  use  in 
homes)  sanctions  against  the  use  of 
tobacco,  including  the  use  by  mi- 
nors, are  a relatively  new  phenome- 
non. The  importance  of  limiting 
access  to  tobacco  by  youths,  although 
historically  recognized  by  a few,  has 
been  a dissonant  note  in  a symphony 
of  cultural  approbations.  Hence  the 
current  reluctance  of  many,  includ- 
ing law  enforcement,  to  raise  a hand 
against  tobacco  interests  in  their 
pursuit  of  the  young. 

Those  responsible  for  the  current 
stature  of  tobacco  in  our  society  are 
adults.  That  we  entice  children  and 
youths,  either  directly  by  modeling 
or  indirectly  by  allowing  tobacco  to 
be  indiscriminately  glamorized  and 
peddled  to  the  young  by  irrespon- 
sible business  interests,  and  then  turn 
around  and  criminalize  them  for  the 
very  behavior  they  have  been  en- 
couraged to  emulate  amounts  to  in- 
stitutionalized entrapment.  At- 
tempts by  adults  to  "spread  the  re- 
sponsibility around"  through  sym- 
bolic gestures  of  fining  a selected 
group  of  minors  constitutes  an  abdi- 
cation of  the  responsibility  to  face 
up  to  our  own  accountability. 

Accountability 

Youths  recognize  and  resent  the 
inequity  represented  by  these  laws, 
thus  adding  rebellion  and  "forbid- 
den fruits"  to  the  list  of  attractions  to 
tobacco  use.  Moreover,  selective  en- 
forcement, when  perceived  to  be 
used  in  a pejorative  way  against 
those  youths  for  whom  tobacco  use 
has  become  a defining  characteristic 
(eg,  the  chronically  truant,  low  aca- 
demic achievers,  those  of  low  socio- 
economic status,  etc),  may  only  fur- 
ther entrench  their  behavior  and 
encourage  disregard  for  law  enforce- 
ment personnel.  Symbolic  laws 
which  have  no  philosophical  justifi- 


cation, are  really  not  meant  to  be  en- 
forced, cannot  or  will  not  be  en- 
forced given  the  realities  of  time  and 
personnel,  and  thus  may  only  serve 
to  engender  disrespect  for  laws  in 
general.  This  point  must  be  weighed 
carefully.  Do  we  really  want  to  in- 
vest this  kind  of  power  in  those  that 
will  make  a mockery  of  the  law? 
These  are  all  ways  that  tobacco  pos- 
session laws  are  counterproductive. 

Within  a culture,  informal  social 
controls  such  as  face-to-face  inter- 
ventions by  family  and  friends,  much 
more  so  than  formal  controls  (laws, 
governments,  health  care  person- 
nel, etc),  determine  behavior.  More- 
over, informal  controls  are  more 
likely  to  be  strong  if  supported  by 
formal  social  controls  but  cannot  be 
created  by  them.  Tobacco  control 
policies  that  tend  to  penalize  indi- 
vidual self-regarding  behavior  will 
not  force  family  and  friends  to 
change  the  way  they  view  tobacco 
use.  There  is  a real  temptation  to  use 
tobacco  possession  laws  to  supplant 
less  formal  rules  or  policies.  In  this 
way,  possession  laws  may  come  to 
preempt  more  salient  informal  con- 
trols. This  preemption  can  have  the 
counterproductive  effect  of  allow- 
ing families,  friends  and  schools  to 
relinquish  their  control  over  minors' 
tobacco  use  ("the  police  will  handle 
it")  and  once  this  is  done,  this  con- 
trol is  difficult  to  regain.  Such  may 
be  the  case  with  schools  that  fine 
minors  in  addition  to,  or  instead  of, 
invoking  routine  school  policies.  As 
mentioned  previously,  fines  may 
well  have  an  immediate  effect,  but 
in  the  long  run  schools  and  families 
will  be  better  served  by  thought- 
fully constructing  more  adroit  poli- 
cies or  guidelines,  such  as  those  that 
increase  the  perceived  certainty  and 
immediacy  of  apprehension  and 
punishment,  rather  than  those  that 
rely  on  law  enforcement. 

Those  minors  who  are  blocking 
sidewalks,  littering,  intimidating 
others,  trespassing,  etc,  should  be 
held  accountable  by  the  use  of  legal 
penalties.  Fines  levied  for  tobacco 


use  to  get  at  these  or  other  disap- 
proved behaviors  will  neither  de- 
crease the  tobacco  use  nor  effectively 
address  the  pertinent  underlying 
issues  and,  as  noted  earlier,  can  be 
counterproductive.  None  of  the 
preceding  is  meant  to  suggest  that 
minors  who  engage  in  tobacco  use 
should  not  be,  as  Mill  put  it,  per- 
suaded, entreated,  remonstrated  or 
reasoned  with  to  cease.  Informal 
interventions  on  tobacco  use  by  a 
police  officer,  school  official,  teacher, 
health  care  provider,  friend,  or 
family  member  are  paramount  to 
shaping  behavior— especially  to 
younger  individuals— and  need  to 
be  encouraged.  Furthermore,  it 
should  be  the  priority  of  a commu- 
nity to  design  programs  and  enact 
policies  that  invest  the  authority  and 
resolve  in  people  to  informally  in- 
tervene. 

A community  environment  that 
reinforces  non-tobacco  use  as  the 
social  norm  will  provide  the  great- 
est hedge  against  children  and 
youths  using  tobacco  and  concomi- 
tantly encourage  responsibility.  This 
is  best  accomplished  by  the  creation 
of  policies  that  are  equitable  and 
ethical.  First  and  foremost,  statutes 
against  those  doing  trade  in  tobacco 
selling  to  minors  should  be  system- 
atically enforced  through  the  use  of 
random,  unannounced,  and  frequent 
(3  times/ business/ year)  compliance 
checks  using  under-age  youth  as 
buyers.  Research  has  verified  their 
effectiveness.14  Similar  laws  should 
not  be  instituted  against  parents, 
friends,  siblings,  etc.  As  minors  find 
that  they  will  no  longer  be  able  to 
buy  at  the  local  convenience  store, 
buying  attempts  will  likely  dissi- 
pate rapidly.  It  is  also  likely  that 
those  minors  who  continue  to  use 
tobacco  will  rely  more  on  friends  as 
sources.  This  is  a problem,  but  will 
be  indirectly  addressed  as  the  com- 
munity shifts  to  a non-use  norm. 

Secondly,  tobacco  use  should  be 
prohibited  by  law  or  policy  wher- 
ever the  effects  of  use  pose  a health 
or  other  threat  to  others.  So-called 
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smoke-free  policies  and  their  atten- 
dant penalties  should  apply  to  both 
adults  and  juveniles.  These  policies 
vigorously  reinforce  the  idea  of  a 
more  auspicious  community  norm. 
Finally,  parents  and  other  adults 
should  be  provided  with  easily  ac- 
cessible means  of  quitting  tobacco 
use.  Parents,  especially,  play  an 
important  role  in  continuation  of 
smoking  by  minors.1  Their  quitting 
lends  further  credibility  to  a coordi- 
nated effort.  All  of  these  in  concert 
will  provide  necessary  cues  and 
disincentives  for  children  to  neither 
initiate  nor  continue  tobacco  use  and 
provide  both  an  equitable  and  ethi- 
cal basis  for  a more  durable  change 
in  behavior. 

Possession  laws  with  their  inher- 
ent inequity  and  focus  on  individ- 
ual as  opposed  to  group  behavior 
contravene  this  process.  Responsi- 
bility and  accountability  are  instilled 
by  the  weight  of  informal  commmu- 
nity  opinion. 

Tobacco  industry  support 

Adopting  possession  laws  as  local 
ordinances  will  also  effectively  pre- 
clude communities  from  using 
minors  in  compliance  checks  as  any 
possession  or  attempt  to  buy  will  be 
illegal.  City  attorneys  may  be  reluc- 
tant to  issue  waivers  to  departments 
other  than  police.  This  will  either, 
by  default,  make  police  responsible 
for  conducting  compliance  checks 
(which  they  do  not  want  to  do  and 
therefore,  will  endorse  the  most 
convenient  over  the  most  expedi- 
ent) or  knock  the  "teeth"  out  of  the 
checks. 

The  tobacco  industry  of  course,  is 
aware  of  this  and  much  more.  It  has 
monitored  the  increases  in  adoles- 
cent tobacco  use,  along  with  the  fail- 
ure of  minor  possession  ordinances 
since  their  inception  (in  Wisconsin) 
in  1907.  Because  they  are  not  meant 
to  be  enforced,  the  industry  exuber- 
antly supports  them  knowing  better 
than  anyone  that  the  laws  do  not 
pose  a threat  to  their  most  prized 
consumer  base.  This  puts  them  in 


good  standing  with  many  citizens, 
smoker  and  non-smoker  alike,  be- 
cause it  deflects  criticism,  helps  cre- 
ate a facade  of  sincerity  for  prevent- 
ing children  from  using  tobacco  and 
"getting  tough"  with  kids  who  break 
the  law.  At  the  same  time  they  push 
for  unenforceable,  preemptive  state 
laws  against  businesses  selling  to 
minors,  continue  to  glamorize  to- 
bacco through  the  use  of  advertis- 
ing attractive  to  children,  and  pro- 
vide retailers  with  lucrative  incen- 
tives to  market  tobacco  in  such  a 
way  that  it  is  easily  accessible  to 
minors.  Possession  laws  end  up 
being  tantamount  to  de  facto  collu- 
sion with  tobacco  companies  in  tar- 
geting children  and  youth. 

Lack  of  scientific  support 

If  tobacco  possession  laws  were 
thought  to  be  effective,  they  would 
be  studied  by  the  scientific  commu- 
nity. Currently,  there  is  no  attention 
accorded  the  topic.  This  in  itself 
speaks  volumes  as  to  the  merit  of 
these  laws. 

Mesmerized  by  the  Zeitgeist 

A strong  case  has  been  made  up  to 
this  point  against  the  use  of  tobacco 
possession  laws  for  minors.  Yet 
despite  their  counterproductive  and 
disreputable  nature,  there  are  many, 
including  legislators  and  even  to- 
bacco control  advocates,  who  sup- 
port them.  For  example,  members 
of  both  houses  of  the  Wisconsin  State 
Legislature  were  asked  in  an  unsci- 
entific survey,  what  types  of  penal- 
ties they  favor  for  non-compliance 
with  tobacco  statutes.  Of  the  32  re- 
spondents from  the  Wisconsin  State 
Assembly,  56%  were  in  favor  of  fines 
on  minors.  Half  of  the  12  Wisconsin 
State  Senate  respondents  agreed 
with  their  fellow  legislators.16 

The  upsurge  in  crime  committed 
by  minors  is  receiving  intense  pub- 
licity. It  has  cast  a shadow  over  young 
people  and  has  been  seized  by  nerv- 
ous policy  makers  eager  to  appease 
the  demands  of  the  voting  public. 
Predictably,  corrective  measures  are 


focusing  on  the  punitive  end  of  the 
spectrum  with  little  attention  given 
to  changing  environments  that  fa- 
cilitate misbehavior.  Tobacco  use  has 
historically  been  a characteristic  that 
significantly  correlates  with  prob- 
lem behavior  (including  crime)  in 
adolescents.  There  is  real  risk  of 
legislators  at  every  level  of  govern- 
ment becoming  transfixed  by  the 
emerging  spirit  of  the  times  and 
lumping  tobacco  use  and  attempts 
at  buying  under  the  rubric  "juvenile 
crime."  This  will  ensure  the  crimi- 
nalization of  thousands  of  children 
and  youths  and  will  further  belie 
the  issue  of  youth  access  to  tobacco 
products.  "Getting  tough"  on  to- 
bacco use  by  minors  really  means 
legally  backing  off  kids  and  putting 
the  screws  to  adults. 

Conclusion 

Preventing  and  reducing  tobacco  use 
in  minors  remains  a formidable 
challenge  given  the  ingrained  status 
of  tobacco  in  our  society.  Legisla- 
tion can  play  a critical  role,  but  laws 
that  penalize  minors  for  purchas- 
ing, attempting  to  purchase,  or  pos- 
sessing tobacco  products  are  mis- 
guided attempts  to  attain  the  de- 
sired end.  Such  laws  have  nothing 
with  which  to  rationalize  them  on 
philosophical  grounds  and  their 
inequitable  nature  tends  to  disen- 
franchise rather  than  deter.  They  re- 
main symbolic  shells  with  little 
substance  to  offer  and  within  a 
broader  context  will  only  marginal- 
ize more  expedient  efforts. 

As  the  light  of  reason  (and  rea- 
sonableness) illuminates  the  way  of 
tobacco  control,  circumspection  will 
prove  to  be  our  most  useful  ally.  To 
best  serve  our  young  constituents 
let  us  allow  the  light  to  reveal  the 
traps  and  dead-ends,  rather  than  in 
our  earnestness  gaze  directly  into  it 
and  become  blinded  by  its  intensity. 
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Medical  waste  management  rules  promulgated 


Pursuant  to  authority  granted 
in  Chapters  144  and  159,  Wis 
Stats,  the  Department  of  Natural 
Resources  (DNR)  has  promulgated 
administrative  rules  governing 
medical  waste  management  proce- 
dures. The  purpose  of  the  rules  is  to 
minimize  the  amount  of  solid  waste 
which  must  be  landfilled  or  inciner- 
ated and  to  promote  reuse  and  recy- 
cling. The  rules  also  are  designed  to 
promote  safe  ways  to  manage  medi- 
cal waste  and  to  monitor  the  trans- 
port and  disposal  of  medical  waste. 

The  rules  impose  safety  require- 
ments on  all  those  who  generate 
infectious  waste.  The  safety  require- 
ments address  waste  separation  and 
treatment,  and  containment,  han- 
dling and  disposal  of  infectious 
waste.  There  also  are  requirements 


Minnesota  legislation,  which 
became  effective  Oct  1, 1992, 
mandated  the  imposition  of  an 
annual  license  surcharge  of  $400 
against  each  physician  licensed  by 
the  Minnesota  Board  of  Medical 
Practice  who  resides  in  Minnesota 
or  the  states  contiguous  to  it. 

In  the  lawsuit  Ubel  v State  of 
Minnesota,  C7-94-300,  the  plaintiff 
physicians,  those  whose  Minnesota 
medical  licenses  were  initially  is- 
sued or  renewed  between  April  1 
and  Sept  30, 1992,  sued  the  state  in  a 
class  action  to  declare  the  retroac- 
tive application  of  the  statute  not 
authorized  by  law  and  unconstitu- 
tional. They  requested  relief  from 
the  imposition  of  the  $400  surcharge 


for  those  persons  storing,  transport- 
ing and  treating  infectious  waste,  as 
well  as  requirements  for  those  who 
operate  waste  treatment  and  dis- 
posal facilities. 

The  rules  also  explain  the  medi- 
cal waste  reduction  policy  statuto- 
rily required  of  clinics,  nursing 
homes  and  hospitals  generating  50 
or  more  pounds  per  month  of  medi- 
cal waste.  All  generators  of  medical 
waste  are  required  to  keep  records 
with  regard  to  the  amount  of  waste 
sent  off-site  for  treatment,  but  only 
those  generating  50  or  more  pounds 
per  month  are  required  to  formulate 
and  implement  a medical  waste 
reduction  policy.  The  medical  waste 
reduction  policy  must  include  a 
waste  audit,  a waste  reduction  plan 
and  a plan  for  implementation. 


by  the  board  on  those  licensees  for 
that  time  period.  Physicians  who 
are  similarly  situated  are  automati- 
cally members  of  this  class  unless 
they  specifically  withdraw.  Both  the 
trial  court  and  court  of  appeals  de- 
cided in  favor  of  the  defendants. 

On  Sept  16,  the  Minnesota  Su- 
preme Court  agreed  to  hear  the 
plaintiffs'  case.  If  the  Minnesota 
Supreme  Court  finds  in  favor  of  the 
plaintiff  class,  then  the  physicians 
who  have  paid  or  are  being  pursued 
by  Minnesota  through  a collection 
effort  for  payment  of  the  $400  im- 
posed for  that  time  period  should 
receive  relief  and  a refund  of  their 
monies.  ❖ 


The  waste  audit  is  to  address 
current  solid  waste  management 
practices  by  looking  at  source  areas, 
waste  types  generated  in  each  source 
area,  quantity  of  medical  waste, 
medical  waste  generation  rate  and 
waste  management  practices.  It  is  to 
be  conducted  before  completing  the 
medical  waste  reduction  plan  and 
be  conducted  every  5 years. 

The  waste  reduction  plan  is  re- 
quired to  include  the  medical  facil- 
ity's internal  goals,  objectives  and  a 
timetable  for  reducing  the  amount 
of  medical  waste  generated. The 
goals  must  include  a specific  nu- 
meric goal  expressed  in  terms  of  a 
medical  waste  generation  rate,  pre- 
vention of  mixing  of  non-infectious 
waste  with  infectious  waste,  a re- 
duction in  the  use  of  disposable 
items,  appropriate  education  and 
training  for  staff,  and  monitoring 
and  assessment  of  waste  reduction 
efforts.The  waste  reduction  plan  also 
must  describe  current  efforts  related 
to  medical  waste  management,  as 
well  as  past  efforts  to  reduce  medi- 
cal waste.  The  plan  must  identify 
the  employee  positions  responsible 
for  portions  of  the  plan,  and  prog- 
ress reports  are  to  be  submitted  to 
the  DNR  on  forms  provided  by  the 
DNR. 

The  rules  suggest  that  the  waste 
reduction  plan  include  as  priorities 
waste  reduction,  reuse  by  appropri- 
ate reprocessing  and  recycling  when 
appropriate.  Facilities  also  should 
consider  costs,  probable  adverse 
effects  on  patient  care  and  worker 
safety,  recycling  laws  and  options, 
and  the  availability  of  products  and 
equipment.The  rules  also  explain  the 
use  of  manifests  which  are  statuto- 
rily defined  as  "a  form  used  for  iden- 
tifying the  quantity,  composition, 
origin,  routing  and  destination  of 
medical  waste  during  its  transport 
and  disposal."  Those  entities  trans- 
porting less  than  50  pounds  of  un- 
Continued  on  next  page 


Minnesota  physician  license 
surcharge  appealed 
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rected  to  Barbara  Gear  of  the  DNR. 
Gear  is  the  medical  waste  coordina- 
tor for  the  DNR  and  may  be  reached 
at  (608)266-2111.  Copies  of  the  rules 
will  be  available  for  sale  by  Nov.  1 
and  can  be  ordered  from  the  Depart- 
ment of  Administration,  Document 
Sales,  PO  Box  7840,  Madison,  WI 
53707-7840.  Phone  orders  for  the 
rules  should  be  directed  to  1-800- 
362-7253  if  a credit  card  will  beused 
for  payment.  All  other  phone  in- 
quiries should  be  made  to  (608)266- 
3358.  ❖ 


- 1 

Do  You  Know 

The  Physician-Citizen  of  the  Year? 

The  State  Medical  Society  of  Wisconsin  is  asking  the  people  of  Wisconsin  to  nominate  doctors  for  the  Physician-Citizen 
of  the  Year  award.  The  award  was  created  to  recognize  the  civic,  cultural,  economic,  charitable  and  health  care  services 
provided  by  doctors  to  their  local  or  state  communities.  Here  are  the  criteria: 

• The  doctor  must  be  a Wisconsin  resident. 

• The  doctor  must  be  either  an  MD  or  a DO  practicing  medicine  in  Wisconsin. 

• Except  in  unusual  circumstances,  the  service  to  the  community  should  be  uncompensated.  (Preference 
is  given  to  current  service  over  lifetime  service.) 

• Previous  winners  of  the  award  are  not  eligible.  (The  Medical  Society  will  notify  you  if  the  doctor  you  nominate 
is  a previous  winner.) 

• The  deadline  for  submitting  nominations  is  Feb.  3,  1995. 

How  do  you  nominate  someone? 

Write  to  the  Medical  Society  and  provide: 

• The  name  of  the  doctor. 

• The  doctor’s  home  or  office  address. 

• Your  name  and  address. 

• Why  you  think  the  doctor  deserves  to  win:  What  has  the  doctor  done  for  the  community? 

• Send  to:  Commission  on  Public  Information,  State  Medical  Society  of  Wisconsin,  P.O.  Box  1 109,  Madison, 

Wl  53701. 


Continued  from  preceding  page 
treated  infectious  waste  away  from 
the  place  where  the  waste  was  ini- 
tially generated,  and  those  genera- 
tors transporting  infectious  waste 
only  on  private  roads  on  the  same 
property  where  the  infectious  waste 
was  generated  and  using  vehicles 
owned  or  leased  by  the  infectious 
waste  generator  are  exempt  from 
the  rules  governing  manifests. 
Manifests  will  be  available  from  the 
DNR.  The  generator  is  required  to 
identify  the  place  of  origin  of  the 
infectious  waste  (i.e.  the  facility),  a 


contact  person  at  the  facility,  the 
route  of  the  infectious  waste  beyond 
where  the  waste  was  generated,  the 
destination  of  the  waste,  the  compo- 
sition and  quantity  of  the  infectious 
waste  and  the  signature  of  the  au- 
thorized representative  of  each 
facility  or  transporter  handling  the 
waste.  The  manifest  is  designed  to 
document  the  journey  of  the  infec- 
tious waste  on  its  way  to  a disposal 
facility. 

The  rules  become  effective  Nov 
1.  Questions  about  the  medical  waste 
management  rules  should  be  di- 
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Nominating  Committee  compiles  slate  of  candidates; 
Dr  Ulmer  nominated  for  1995  president  elect 


The  chair  of  the  SMS  Board  of 
Directors,  Richard  Ulmer, 
MD,  a Marshfield  cardiologist,  has 
been  selected  by  the  nominating 
committee  to  seek  the  position  of 
president  elect  at  the  society's  April 
annual  meeting. 

The  House  of  Delegates  Nomi- 
nating Committee  approved  the 
following  slate  of  nominees  Oct  8: 
president  elect  for  1995-1996— Rich- 


ard H.  Ulmer,  MD,  of  Marshfield; 
speaker  of  the  House  of  Delegates 
for  1995-1997— Sandra  L.  Osborn, 
MD,  of  Madison;  AMA  Delegates 
for  calendar  years  1996  and  1997— 
John  D.  Riesch,  MD,  of  Menomonee 
Falls;  Kenneth  M.  Viste,  Jr.,  MD,  of 
Oshkosh;  Susan  L.  Turney,  MD,  of 
Marshfield  to  fill  an  unexpired  term 
for  calendar  year  1995  and  for  calen- 
dar years  1996  and  1997;  AMA  alter- 


nate delegates  for  calendar  years 
1996  and  1997— Kevin  T.  Flaherty, 
MD,  of  Wausau,  Robert  J.  Jaeger, 
MD,  of  Stevens  Point.  If  Dr  Turney 
is  elected  by  the  1995  House  of  Dele- 
gates as  an  AMA  delegate,  the  com- 
mittee is  prepared  to  nominate  Paul 
J.  Leehey,  III,  MD,  of  La  Crosse,  as  an 
AMA  alternate  delegate  for  calen- 
dar year  1995  and  for  calendar  years 
1996  and  1997.* 


AMA  seeks  recommendations  for 
committee  appointments 


Each  year,  the  AMA  solicits  rec- 
ommendations from  various 
sources,  including  the  SMS,  for 
possible  appointment  to  a variety  of 
committees  that  respond  to  and  re- 
flect the  AMA's  continuing  respon- 
sibilities in  medical  education.  The 
deadline  is  Feb  1, 1995. 

Two  vacancies  are  expected  by 
the  end  of  1995  on  the  Graduate 
Medical  Education  Advisory  Com- 
mittee and  one  is  expected  on  the 
Continuing  Medical  Education 
Advisory  Committee.  The  follow- 
ing vacancies  are  expected  for  the 


residency  review  committees  of: 
allergy  and  immunology  (1);  emer- 
gency medicine  (2);  ophthalmology 
(2);  orthopaedic  surgery  (1);  pathol- 
ogy (1);  pediatrics  (1);  preventive 
medicine  (occupational  medicine) 
(2);  and  urology  (1). 

All  nominees  must  be  AMA 
members,  and  nominees  for  resi- 
dency review  committees  should 
have  experience  and  interest  in 
graduate  medical  education.  Con- 
tact Don  Lord  at  the  SMS,  1-800-362- 
9080  or,  in  the  Madison  area,  (608) 
257-6781.* 


SMS  President  Richard  Roberts,  MD,  JD 
kicks  off  the  CHILD  SAFE  program  with  a 
news  conference. 
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Physician  briefs 

The  * indicates  a member  of  the  SMS. 

Ann  R.  Berlage,  MD,*  of  Beaver 
Dam,  was  recently  elected  chair  of 
the  board  of  directors  of  the  Wiscon- 
sin Academy  of  Family  Physicians 
at  the  group's  46th  annual  meeting 
in  Oshkosh.  She  served  the  past  year 
as  president  of  the  WAFP,  the  first 
female  president  in  the  46-year  his- 
tory of  the  association.  Fler  father. 
Dr  Charles  Steidinger,  also  served 
as  president  of  the  WAFP  in  1982. 
They  are  the  first  father  and  daugh- 
ter to  serve  as  president  of  any  state 
chapter  of  the  AAFP. 

Robert  A.  Braastad,  MD,  a cardiol- 
ogy specialist,  joined  the  cardiology 
practice  of  Dr  Michael  D.  Becker,  St. 
Francis.  Dr  Braastad  received  his 


medical  degree  at  Emory  Univer- 
sity School  of  Medicine  in  Atlanta. 

Richard  A.  Dart,  MD,*  was  named 
the  Addis  Costello  Internist  of  the 
Year  at  the  annual  meeting  of  the 
Wisconsin  Society  of  Internal  Medi- 
cine held  in  Delavan.  Dr  Dart  is  vice 
chair  of  the  Department  of  Nephrol- 
ogy and  Hypertension  at  the 
Marshfield  Clinic.  He  is  also  clinical 
associate  professor  of  medicine, 
collateral  faculty,  at  the  University 
of  Wisconsin-Madison. 

Marc  Erickson,  MD,*  has  joined 
Medical  Surgical  Associates  and  the 
medical  staff  of  Fort  Atkinson 
Memorial  Hospital.  He  received  his 


Medical  students 

hear  of  need  for  involvement 


Making  an  informed  decision 
on  election  day  was  the  goal 
of  this  year's  UW-Medical  School's 
Legislative  Awareness  Week,  Oct 
25-28.  Second  District  Congressional 
candidates.  Democrat  Tom  Hecht 
and  Republican  Congressman  Scott 
Klug  both  spoke  to  the  students 
about  the  health  system  reform 
proposals  they  support. 

On  Tuesday,  Tom  Hecht  stressed 
his  support  of  a single-payer  health 
care  plan,  while  on  Wednesday,  Rep 
Scott  Klug  said  he  supports  a man- 
aged-competition  health  care  reform 
model.  On  Thursday,  the  students 
heard  about  how  critical  it  is  for 
physicians  to  get  involved  in  grass- 


roots lobbying  and  to  be  involved  in 
local  campaigns. 

Mike  Kirby,  SMS  government 
relations  director,  also  explained  that 
physicians  are  known  at  the  state 
capitol  for  their  lack  of  political  in- 
volvement and  he  urged  the  stu- 
dents to  change  that  reputation  when 
they  become  physicians.  On  Friday, 
SMS  President  Richard  Roberts,  MD, 
JD,  discussed  his  CHILD  SAFE  ini- 
tiative and  encouraged  the  students 
to  be  future  community  leaders. 
Legislative  Awareness  Week  was 
sponsored  by  the  AMA  Medical 
Student  Section,  the  SMS  and  the 
Dane  County  Medical  Society.  ❖ 


medical  degree  from  the  Medical 
College  of  Wisconsin  in  Milwaukee 
and  completed  his  residency  at 
Michigan  State  University-Butter- 
worth  Hospital,  in  East  Lansing, 
specializing  in  general  surgery. 

Michael  Garren,  MD,*  a general 
and  vascular  surgeon,  has  joined 
Physicians  Plus-Jackson,  in  Madi- 
son. 

Dorothy  Ganick,  MD,*  a pediatric 
oncologist  in  Green  Bay,  has  estab- 
lished a solo  practice,  the  Pediatric 
Hematology  Oncology  Clinic.  She 
was  formerly  affiliated  with  Web- 
ster Clinic. 

Daniel  L.  Johnson,  MD,*  a Meno- 
monie  internist,  recently  was  in- 
stalled as  president  of  the  Wiscon- 
sin Society  of  Internal  Medicine 
during  the  society's  39th  annual 
meeting  and  scientific  program  in 
Delavan.  Dr  Johnson  is  board  certi- 
fied in  internal  medicine  and  is  a 
practicing  internist  at  the  Red  Cedar 
Clinic  in  Menomonie  where  he  also 
is  a member  of  the  board  of  direc- 
tors. 

Kevin  Kuntz,  MD,*  a psychiatrist, 
has  joined  Physicians  Plus  psychia- 
try department  in  Madison. 

Joseph  J.  Mazza,  MD,*  has  won  the 
1994  Distinguished  Internist  of  the 
Year  award  from  the  Wisconsin 
Society  of  Internal  Medicine  at  the 
group's  annual  meeting.  Dr  Mazza 
is  a past  president  of  WSIM  and  a 
past  governor  of  the  American  Col- 
lege of  Physicians,  Wisconsin  Chap- 
ter. He  is  currently  director  of  medi- 
cal education  at  the  Marshfield 
Medical  Center.  He  has  been  head 
of  the  section  of  hematology  at  the 
Marshfield  Clinic  since  1982. 
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Edwin  L.  Overholt,  MD,*  received 
a special  recognition  award  from 
the  Wisconsin  Society  of  Internal 
Medicine  for  his  role  in  fostering  co- 
operative relations  between  the  Wis- 
consin Society  oflnternal  Medicine 
and  the  American  College  of  Physi- 
cians, Wisconsin  Chapter.  Dr  Over- 
holt retired  in  1993  as  the  director  of 
medical  education  at  Gundersen 
Medical  Foundation  and  Gundersen 
Clinic-LaCrosse  Lutheran  Hospital. 
He  is  currently  the  board  president 
of  the  Southwest  Area  Health  Edu- 
cation Center. 

Lorel  Rolak,  MD,  has  joined  the 
staff  of  Marshfield  Clinic.  He  served 
his  residency  in  neurology  at  Baylor 
College  of  Medicine  Affiliated  Hos- 
pitals in  Houston.  He  earned  his 
medical  degree  from  the  University 
of  Arizona  College  of  Medicine  in 
Tucson. 

David  Murdy,  MD,*  a specialist  in 
internal  medicine  and  geriatrics  at 
the  Riverview  Clinic  of  Dean  Medi- 
cal Center,  has  received  certification 
as  an  FAA  medical  examiner  to 
provide  second  and  third  class 
physician  examinations.  He  is  cur- 
rently the  only  FAA  qualified  exam- 
iner in  Rock  County. 

George  Pagels,  MD,*  most  recently 
a physician  administrator  with  the 
Marshfield  Clinic,  joined  the  admin- 
istrative team  of  All  Saints 
Healthcare  System,  Inc.,  in  Racine. 
Dr  Pagels,  who  was  medical  direc- 
tor of  quality  assurance  at  the 
Marshfield  Clinic,  became  the  vice 
president  for  medical  affairs,  a newly 
created  position  in  the  All  Saints 
system. 

A.  Hilton  Parmentier,  MD,*  is 

appointed  medical  director  of  the 
McBride  Center  in  Madison,  which 
provides  outpatient  services  in  psy- 
chiatry and  addiction  medicine. 

Mary  F.  Schroeder-Capelli,  MD,* 

of  Greenfield,  has  joined  the  staff  of 


the  Aurora  Health  Center  in  Ke- 
nosha. She  is  an  ophthalmologist. 
Dr  Schroeder-Capelli  graduated 
from  the  Medical  College  of  Wis- 
consin, Wauwatosa,  and  completed 
her  internship  at  St.  Luke's  Medical 
Center  in  Milwaukee.  She  completed 
her  residency  in  ophthalmology  at 
the  Medical  College  of  Wisconsin, 
where  she  was  chief  resident. 

Daniel  R.  Sherry,  MD,*  of 

Ellsworth,  was  elected  President- 
Elect  of  the  Wisconsin  Academy  of 
Family  Physicians  at  the  organiza- 
tion's annual  meeting  in  Oshkosh. 
Dr  Sherry  will  take  office  in  August 
1995. 

David  Simenstad,  MD,  has  joined 
the  staff  of  Marshfield  Clinic- 
Lakeland  Center,  after  completing  a 
fellowship  in  total  joint  replacement 
at  the  Intermountain  Bone  and  Joint 
Institute,  LDS  Hospital  in  Salt  Lake 
City. 

Diane  L.  Staudinger,  MD,  a family 
physician,  recently  joined  the  team 
of  doctors  at  Two  Rivers  Clinic.  She 
received  her  medical  degree  at  the 


UW  Medical  School  in  Madison  and 
completed  her  residency  program 
at  Appleton  Family  Practice. 

Virginia  Villalon,  MD,  has  joined 
the  Marinette  and  Menominee 
Clinic,  specializing  in  internal  medi- 
cine and  nephrology.  Dr  Villalon  is 
also  a member  of  the  Bay  Area  Medi- 
cal Center  medical  staff,  serving  as 
the  new  medical  director  of  the  di- 
alysis department.  She  recently 
completed  a fellowship  in  nephrol- 
ogy at  Wayne  State  University 
Medical  Center  in  Detroit,  where 
she  also  conducted  her  residency  in 
internal  medicine. 

Kenneth  M.  Viste,  Jr,  MD,*  was 
elected  chair  of  the  AM  A Council  on 
Legislation  at  its  meeting  in  Chi- 
cago in  September. 

Michael  A.  Wilson,  MD,*  president 
of  Dean  Medical  Center,  has  been 
elected  Midwest  section  director  of 
the  Medical  Group  Management 
Association,  and  now  serves  as  a 
national  officer.  Dr  Wilson  has  been 
with  Dean  Medical  Center  since 
1990.* 


SMS  Executive  Vice  President  Thomas  Adams  greets  Gov  Tommy  Thompson  at  SMS 
headquarters.  Thompson  visited  the  SMS  to  accept  the  WISP  AC  endorsement. 
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County  society  news 

Ashland-Bayfield-Iron.  The  following  physicians 
have  been  approved  for  membership  in  the  Ashland- 
Bayfield-Iron  County  Medical  Society:  James  E.  Lean, 
MD;  John  A.  Sauer,  MD;  and  Charles  W.  Snyder,  MD. 

Columbia-Marquette-Adams.  New  physicians 
approved  for  membership  in  the  Columbia-Mar- 
quette-Adams  County  Medical  Society  include: 
Brenda  K.  Jenkin,  MD;  Sandhya  V.  Shah,  MD;  and 
John  E.  Walz,  MD. 

Dane.  New  physicians  approved  for  membership  in 
the  Dane  County  Medical  Society  include:  Karin 
Bausenbach,  MD;  Laura  Buyan,  MD;  Peter  Canaday, 
MD;  Michele  Coyle,  MD;  Philip  Farrell,  MD;  Mary 
Flynn,  MD;  Tom  Herr,  MD;  Mindy  Kim,  MD;  George 
Kinzfog,  III,  MD;  Sara  Long,  MD;  Kathryn  Middle- 
ton,  MD;  Martha  Rolli,  MD;  Adam  Tierney,  MD; 
Harry  Velasquez,  MD;  Sharon  Weber,  MD;  and  Simon 
Wright,  MD. 


Great  Lakes. . . 
Great  Locations. . . 


C ^olo,  group  practice  and  employment 

opportunities  available  for  BC/BE  physicians. 
V ^Choose  a thriving  suburban  location  or  sce- 
niclake  country  setting  near  Milwaukee,  Madison 
and  Chicago.  Superior  quality  of  living  and  com- 
petitive income/benefit  package. 


•Ob/Gyn 
•Pediatrics 
•Family  Practice 
•FP  Faculty 
•Internal  Medicine 

Please  contact: 

Susan  Brewster 
800-326-2011.  Ext.  4700 


Practice  Opportunities  in  Waukesha  County 

725  American  Avenue  'Waukesha,  Wl  53188 


Dodge.  The  Dodge  County  Medical  Society  ap- 
proved membership  for  Bradley  A.  Allen,  MD; 
Eduardo  R.  Bermudez,  MD;  Douglas  Earl  Bricker, 
MD;  and  Steven  D.  Pals,  MD. 

Door-Kewaunee.  The  Door-Kewaunee  County 
Medical  Soceity  approved  membership  for  Michael 
S.  Bruno,  MD;  Dorene  E.  Dempster,  MD;  and  C. 
Hugh  Hickey,  Jr.,  MD. 

Douglas.  The  Douglas  County  Medical  Society 
approved  membership  for  Stewart  J.  Hazel,  MD; 
Jean  E.  Hoyer,  MD;  Joseph  H.  Leek,  MD;  Douglas  J. 
Newman,  MD;  Clarence  M.  Scott,  MD;  Patrick  D. 
Sura,  MD;  and  John  S.  Yoon,  MD. 

Fond  du  Lac.  The  Fond  du  Lac  County  Medical 
Society  approved  membership  for  the  following  phy- 
sicians: Curt  A.  Allison,  MD;  Thomas  M.  Ambro, 
MD;  Jaylynn  Kao,  MD;  Michael  J.  Milstein,  MD;  Ter- 
rance D.  Moe,  MD;  John  D.  Steiner,  MD;  and  Leonel 
A.  Vasquez,  MD. 

La  Crosse.  The  following  physicians  were  elected  to 
membership  in  the  La  Crosse  County  Medical  Soci- 
ety: Thomas  A.  Londergan,  MD;  Michael  J.  Schaars, 
MD;  and  Catherine  R.  Ryan,  MD. 

Milwaukee.  The  following  physicians  were  elected 
to  membership  in  the  Medical  Society  of  Milwaukee 
County:  Brenda  L.  Banks,  MD;  Rajesh  Bhargava, 
MD;  Brian  E.  Black,  MD;  Frank  E.  Cummins,  MD; 
Ellen  S.  Danto-Nocton,  MD;  Thomas  Dunigan,  MD; 
Allan  C.  Edson,  DO;  Richard  M.  Fisher,  MD;  James  E. 
Freije,  MD;  Mary  Catherine  A.  Gerleman,  MD;  Lori 
Ann  Heinrich,  MD;  Sriram  S.  Iver,  MD;  Krishna 
Kumar,  MD;  Victor  Ahmed  Maningo,  MD;  Scott 
Thomas  Moretti,  MD;  Daniel  T.  Rapp,  MD;  Bruce  M. 
Sterman,  MD;  Lee  S.  Warm,  MD;  Norman  K.  Wein- 
stein, MD;  Steven  G.  Bardfield,  MD;  Amie  Angelita 
G.  Beloy,  MD;  Russell  N.  Blankenburg,  MD;  John  F. 
Bochniak,  MD;  Thomas  R.  Brand,  MD;  William  M. 
Brann,  MD;  Alicia  M.  Broeren,  MD;  Daniel  B.  Brown, 
MD;  Frederick  K.  Bulacan,  MD;  Cynthia  Wissel  Carr, 
MD;  Joseph  H.  Chammas,  MD;  David  Hwa-Yuan 
Chang,  MD;  Pi-Lin  Chang,  MD;  Karen  A.  Dana,  MD; 
Marsha  F.  David,  MD;  Stephen  M.  Day,  MD;  Michael 
W.  DeNardis,  MD;  Kristina  A.Drehobl,  MD;  Peter 
Drescher,  MD;  William  H.  Dribben,  MD;  Beth  Ann 
Drolet,  MD;  Arnavaz  Dua,  MD;  Mitchell  R.  Erickson, 
MD;  Rebecca  L.  Freer,  MD;  Mary  Beth  Gonyo,  MD; 
Nancy  M.  Grant,  MD;  Margarita  Guarin,  MD;  Daniel 
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W.  Guehlstorf,  MD;  Scott  T.  Hardin,  MD;  Matthew  S. 
Harrison,  MD;  Ron  A.  Herrmann,  MD;  Elena  J.  Ho- 
lak,  MD;  Charles  W.  Horner,  MD;  James  S.J.  Hsu, 
MD;  Gregory  P.  Jackson,  MD;  Iyad  Jamali,  MD; 
Wendi  Johnson,  MD;  Robert  H.  Jones,  Jr.,  MD;  Judith 
Marie  Kisicki,  MD;  Satish  Kodali,  MD;  Jan  M.  Laakso, 
MD;  Beth  M.  Lalande,  MD;  Michael  J.  Lasser,  MD; 
Jeffrey  P.  Lindquist,  MD;  Henry  J.  Loomans,  MD; 
David  P.  Lucke,  MD;  Gregg  M.  Menaker,  MD;  Eric  D. 
Miller,  MD;  Catherine  C.  Mingo,  MD;  David  S.  Mor- 
rissey, MD;  Gregory  M.  Moyer,  MD;  J.P.  Mullooly  II, 
MD;  Thomas  E.  Murtaugh,  MD;  Denise  M. 
Nachodsky,  MD;  Jennifer  W.  Niedfeldt,  MD;  Gre- 
gory Obst,  MD;  Gregory  J.  Ostrowski,  DO;  Colleen  J. 
Reichel,  MD;  Eric  F.  Reichman,  MD;  Christina  G. 
Richards,  MD;  Rebecca  J.  Rucka,  MD;  Sina  J.  Sabet, 
MD;  Lance  E.  Sathoff,  MD;  Brian  B.  Skaletski,  MD; 
Steven  J.  Socransky,  MD;  Kari  L.  Steffen,  MD;  Carole 
C.  Street,  MD;  Michael  A.  Stutz,  MD;  Sanjay  Bhikhalal 
Suthar,  MD;  Wilfred  B.  Szerenyi,  MD;  Marcela  D. 
Torres,  MD;  Sally  J.  Vetter,  MD;  Dominique  S.  Wal- 
ton, MD;  Matthew  M.  Yeomans,  MD;  and  Daniel  I. 
Zivony,  MD. 

Ozaukee.  The  Ozaukee  County  Medical  Society  ap- 
proved membership  for  Alan  E.  Reed,  MD. 

Rock.  The  Rock  County  Medical  Society  approved 
membership  for  the  following  physicians:  Mark  C. 
Boettcher,  MD;  Adalberto  R.  Castellanos,  MD;  Leo  C. 
Egbujiobi,  MD;  Brett  D.  Goettsch,  MD;  Perry  P.  Guagli- 
anone,  MD;  Mark  T.  Hartlaub,  DO;  Joel  B.  Henry, 
MD;  Douglas  R.  Johnson,  MD;  Mary  E.  McGrath, 
MD;  William  R.  Mclvor,  MD;  Willette  W.  Pang,  MD; 
Jonathan  Roe,  MD;  Laurene  Spencer,  MD;  Warren  E. 
Tripp,  MD;  and  Beth  J.  Yount,  MD. 

Trempealeau-Jackson-Buffalo.  Catherine  A.  White- 
house,  MD,  has  been  approved  for  membership  in 
the  Trempealeau-Jackson-Buffalo  County  Medical 
Society. 

Washington.  The  Washington  County  Medical  Soci- 
ety approved  membership  for  Timothy  Teller,  MD; 
Jean  Ibric,  MD;  and  Jeffrey  Hoffmann,  MD. 

Waukesha.  The  Waukesha  County  Medical  Society 
approved  membership  for  Brian  Yudoga,  MD;  David 
W.  Rogers,  MD;  Cindi  L.  Marquette,  MD;  Kathleen 
M.  Hargarten,  MD;  Anastasia  Hummel,  MD;  Paul 
Rehnstrom,  DO;  Meher  Mallick,  MD;  Jennifer  Jun- 
nila,  MD;  Brian  Yugoda,  MD;  and  Steven  C.  Fehr, 
MD.* 


SMS  requests 
hearing  on  nurse 
prescribing  rules 

The  SMS  has  requested  public  hearings  on  Clear- 
inghouse Rule  94-1 29,  relating  to  independent 
prescribing  authority  for  advanced  practice  nurses. 
The  requests  were  directed  to  Sen  Carol  Buettner, 
who  chairs  the  Senate  Committee  on  Health,  Human 
Services  and  Aging,  and  Rep  Judy  Robson,  who 
chairs  the  Assembly  Committee  on  Health. 

The  board  of  nursing  recently  forwarded  its  pro- 
posed rule  to  the  Legislature  for  referral  to  commit- 
tee. Upon  referral  to  committee  in  both  the  Assem- 
bly and  Senate,  the  committee  chair  has  30  days  to  re- 
view the  rules  and  decide  if  a public  hearing  should 
be  held.  If  a public  hearing  is  held,  the  committee  is 
given  30  additional  days  from  the  date  the  hearing 
notice  is  published  to  ask  the  board  of  nursing  to 
make  changes  to  the  rules.  A public  hearing  is 
expected  to  be  held  in  at  least  one  committee  by  the 
end  of  November. 

At  its  Oct  8 meeting,  the  SMS  Board  of  Directors 
reviewed  the  proposed  rule  and  expressed  concern 
about  several  of  its  provisions,  especially  the  lack  of 
meaningful  language  on  collaboration.  In  concert 
with  several  specialty  societies,  the  SMS  will  share 
these  concerns  with  the  Legislature  and  provide  the 
committees  with  language  that  will  ensure  contin- 
ued high  quality  health  care  for  Wisconsin  residents.* 


1-800-877-5833  for  information 


t 


ST.  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas.  Founder 
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AMA  awards 

The  Wisconsin  Physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of 
the  SMS. 

* Choucair,  Ali  Khalil 

* Desbiens,  Norman  Adrien 

* Fossen,  Richard  Fredrick 

* Gausas,  Anthony  Mindaugas 

* Gottlieb,  Viktor 

* Gross,  Jody  Roselyn 
Haselby,  Ray  Cloyne 

* Holt,  James  Jos. 

* Hunt,  Vernon  Brock 

* Idarraga,  Samuel 
‘Jennings,  Richard  Paul 

* Kangayappan,  Sivakami 

* Kase,  Evelyn  Claire 

* Krall,  Edward  Jos. 

* Peterson,  Douglas  Wayne 

* Pfefferkorn,  Ethan  Dolf 

* Reding,  Douglas  James 
Rhoades,  Bruce  Cecil 

* Rothfusz,  Ronald  Ray 
Rupp,  George  Mac  Donald 

* Schumaker,  Howard  Dale 
Sell,  Patricia  Ann 
Springer,  Joseph  David 

* Stafl,  Jaroslava 
‘Steward,  William  Arnold 

* Stueland,  Dean  Theodore 

* Thomas,  Jonathan  Wesley 

* Wadhwani,  Indur  Bhojraj 

* Wegehaupt,  Paul  Karl 

* Weisenthal,  Chas.  Leonard 


Making  the  most  of  your  charitable 
giving  through  the  PIC-Wisconsin 
matching  grant  program 


This  fall,  the  PIC  Wisconsin 
Board  of  Directors  established 
a matching  grant  program  for  phy- 
sician contributions  made  to  the 
SMS-CESF  Medical  Outcomes  Re- 
search Project  (see,  WMJ,  August 
1994).  For  every  physician  dollar 
given  to  the  Project,  PIC  will  con- 
tribute two  dollars  for  the  project's 
operation— effectively  tripling  the 
contribution.  Physician  contribu- 
tions are  defined  to  include  individ- 
ual physician  gifts,  gifts  from  medi- 
cal practices  and  clinics,  county 
medical  societies,  specialty  sections 
and  other  physician  organizations. 

To  support  the  SMS-CESF  Medi- 
cal Outcomes  Research  effort,  PIC 
created  the  matching  grant  program 
in  conjunction  with  an  endowment 
fund  that  will  begin  in  1995.  This 
grant  helps  to  augment  the  project 


* Wertsch,  Paul  Anthony 

* Wineman,  Bruce  A. 

* Zoch,  Thomas  Wm. 

September  1994 

* Richard  L.  Cooley 

* Ian  L.  Goldman 

* Henry  I.  Grant 


grant  approved  by  the  SMS  Board  of 
Directors  at  its  Oct  8 meeting  that 
will  fund  around  half  of  the  pro- 
jected costs  for  1995.  The  CESF 
Medical  Quality  Research  Council 
is  preparing  for  the  next  project 
phase,  collecting  medical  outcomes 
data  beginning  in  January  1995. 

Gifts  made  to  the  CESF  Medical 
Outcomes  Research  Project  qualify 
as  charitable  contributions  to  a 
501(c)(3)  organization  and  are  tax 
deductible.  (Contributors  may  not 
claim  the  matching  portion  of  the 
gift  given  by  PIC.)  For  more  infor- 
mation about  the  matching  grant 
program  or  if  you  would  like  to 
make  a contribution,  please  call  or 
write  Julie  A.  Hein,  CESF  Managing 
Director,  PO  Box  1109,  Madison,  WI 
53701;  1-800-362-9080  or,  in  the 
Madison  area,  (608)  257-6781.* 


* Mark  A.  Huffman 

* Carol  J.  Neuman 

* Muni  H.  Patel 

* Carl  R.  Poley 
‘Joseph  V.  Richards 

* Lawrence  K.  Siegel 

* John  M.  Williams 

* Raymond  W.  Witt* 
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Classified  ads 


PEDIATRICIANS  - Private  practice 
options  for  caliber  pediatricians  in 
NORTHWEST  CHICAGO  suburbs. 
Diverse  caseload;  excellent  collections. 
Rewarding  financial  potential.  Contact 
Rebecca  Turley,  1-800-338-7107;  Fax  1- 
414-785-0895.  11/94-1/95 

MICHIGAN  - Opportunity  for  1-2  pe- 
diatricians in  pretty  southern  Michigan 
community  of  10,000+.  Three+  way  call; 
established  patient  base.  Supportive 
medical  staff.  Enjoy  all  the  Midwest  has 
to  offer  - affordable  living,  low  crime, 
good  schools  and  plenty  of  recreational 
options.  Beautiful  lake  area.  First  year 
income  guarantee  in  $120,000  range  and 
more!  Call  Rebecca  Turley  1-800-338- 
7107;  Fax  1-414-785-0895.  11/94-1/95 

INTERNAL  MEDICINE,  CARROLL, 
IOWA  - Outstanding  professional  op- 
portunity for  an  internal  medicine  phy- 
sician in  a progressive,  safe  and  clean 
community  of  10,000  located  in  west 
central  Iowa,  90  miles  from  Des  Moines, 
Iowa  or  Omaha,  Nebraska.  This  oppor- 
tunity is  available  for  either  an  in  prac- 
tice internal  medicine  physician,  or  the 
internal  medicine  physician  just  begin- 
ning practice.  Excellent  schools  (Catho- 
lic and  public),  quality  hospital  featur- 
ing a radiation  oncology  center,  dialysis 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 

column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


center,  and  a new  32,000  sq.  ft.  outpa- 
tient addition.  Significant  income  po- 
tential available.  For  more  information, 
call  Randy  Simmons,  Vice  President,  at 
1-800-382-4197  or  write  St.  Anthony 
Regional  Hospital,  South  Clark  Street, 
Carroll,  IA  51401.  11/94-4/95 

WISCONSIN:  Full-time  position  avail- 
able to  join  young,  well-established, 
residency-trained  / board-certified  EM 
group  located  in  southern  Wisconsin. 
Recently  renovated,  state-of-the-art  ED 
and  hospital  facilities  with  strong  medi- 
cal staff  support.  ED  volume  of  30,000 
plus  with  MD / PA  double  coverage.  Op- 
portunities compensation  package  in 
excess  of  $150,000  for  first  year.  Strong, 
stable  local  economy  with  low  cost  of 
living.  Easy  drive  to  Chicago,  Madison 
and  Milwaukee.  For  more  information 
send  CV  to  Jacquelyn  Degenhardt,  Phy- 
sician Recruitment;  Beloit  Memorial  Hos- 
pital, 1969  West  Hart  Road,  Beloit,  WI 
53511;  800-637-2641,  ext.  5757.  11-12/94 

MILWAUKEE  AREA.  A rapidly  expand- 
ing 70  physician  multi-specialty  clinic 


EXPLORE  THE 
POSSIBILITIES! 

We  are  currently  seeking  primary 
care  physicians  specializing  in 
Family  Medicine,  Pediatrics,  Oc- 
cupational Medicine,  Internal 
Medicine,  and  OB/GYN  for  a 
variety  of  group  practices  through- 
out the  Midwest  and  New  York 
State.  Surgical  and  subspecialty 
physicians  are  also  needed  for  a 
variety  of  locations.  We  represent 
practices  in  all  types  of  settings  in 
communities  of  every  size.  New 
opportunities  become  available 
every  month.  Whether  a practice 
change  is  imminent,  or  just  a fu- 
ture consideration,  we  have  the 
information  you  need. 

Strelcheck  & Associates,  Inc. 

10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 
1-800-243-4353 

9-11/94 


seeks  BC/BE  physicians  in  the  follow- 
ing specialties:  family  practice,  internal 
medicine,  urology,  oncology,  pediatrics, 
general  surgery  and  OB/GYN.  Com- 
petitive salary,  excellent  fringe  benefits. 
Address  inquiries  and  CV  to:  Medical 
Associates  Administrator,  PO  Box  427, 
Menomonee  Falls,  WI  53052-0427. 

11/94-4/95 

OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Family  Practice, 
Emergency  Medicine,  Orthopedic  Sur- 
gery, and  Pulmonology.  Mercy  Medical 
Center  has  an  active  medical  staff  of  150 
physicians  in  all  medical  specialties. 
Oshkosh  is  an  attractive  and  comfort- 
able community  of  55,000  people,  lo- 
cated on  the  shores  of  Lake  Winnebago 
and  in  the  heart  of  Wisconsin's  beautiful 
Fox  River  Valley  (metro  area  of  350,000 


Child/General  Psychiatrist 

A full-time  general  or  child/ gen- 
eral psychiatrist  is  needed  in  beau- 
tiful northern  Wisconsin! 

This  area  affords  the  best  in  rural 
living  with  many  beautiful  lakes, 
streams  and  rivers.  We  are  a 20 
bed  acute,  JCAHO  accredited, 
psychiatric  unit  located  at  Saint 
Mary's  Hospital  in  Rhinelander, 
WI.  We  service  both  inpatients 
and  outpatients  within  a 75  mile 
radius.  Our  goal  is  to  make  this 
the  mental  health  center  of  the 
northwoods.  We  have  an  excel- 
lent salary  and  benefit  package 
available.  Weekend  coverage  is 
provided. 

A challenging  but  rewarding  po- 
sition for  a mature  competent 
psychiatrist. 

Contact  or  send  CV  to: 

N.  Wilson,  MD 
1044  Kabel  Avenue 
Rhinelander,  WI  54501 
(715)  369-6433 


Equal  opportunity  employer. 

8-12/94 
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Physicians  Exchange 

Continued 

people).  University  of  12,000  students. 
Good  local  schools.  Low  crime  area. 
Contact:  Christopher  Kashnig,  Mercy 
Medical  Center,  631  Hazel  Street, 
Oshkosh,  WI  54902.  Call  414-236-2430. 
Fax41 4-236-1312.  11-12/94 

FAMILY  PRACTICE,  MINNEAPOLIS 

- BC/BE  Family  Practice  Physicians 
needed  to  join  the  Family  Practice  De- 
partment of  a 380-physician  multi-spe- 
cialty clinic  in  desirable  Twin  Cities  area. 
Currently  we  have  positions  available  at 
our  Prior  Lake  and  Shakopee  offices. 
Salary  and  benefits  are  highly  competi- 
tive. For  additional  information  contact 
Patrick  Moylan  at  612-927-3286  or  send 
CV  and  letters  of  inquiry  to  Physician 
Recruitment,  Park  Nicollet  Medical 
Center,  5000  West  39th  Street,  Minnea- 
polis, MN  55416,  or  Fax  612-924-2819. 

11-12/94 

JANESVILLE,  WISCONSIN  - UR- 
GENT CARE:  Riverview  Clinic,  a divi- 
sion of  Dean  Medical  Center,  is  actively 
recruiting  an  urgent  care  physician  to 
join  its  medical  staff.  We  recently  in- 
creased our  compensation  package 
which  is  based  on  a 40  hour  work  week. 


PHYSICIAN  WANTED 

Community  Care  for  the  Elderly 
is  looking  for  a board  certified 
internist  with  an  interest  in  the 
care  of  the  elderly.  The  position 
offers  an  opportunity  to  care  for 
the  frail  elderly  of  the  community 
in  an  adult  health  care  center  and 
clinic.  An  understanding  of  the 
elderly  and  the  ability  to  work 
with  a multidisciplinary  team  is 
needed.  The  positions  available 
are  part-time  and  full-time  prac- 
tice. Interested  individuals  should 
contact: 

Mary  Gavinski,  MD 
Medical  Director 
Community  Care  for  the  Elderly 
5228  W.  Fond  du  Lac  Avenue 
Milwaukee,  WI  53216 
414-536-2110,  ext.  239. 

10-12/94 


Total  compensation  for  Year  1 - 
$108,000.00,  Year  2 - $134,642.00  and 
Year  3 - $135,000.00.  We  currently  have 
two  physicians  which  staff  the  clinic  from 
9:00  a. nr.  - 9:00  p.m.  Monday  through 
Friday  and  9:00  a.m.  - 11:30  a.m.  on  Sat- 
urday and  desire  to  expand  the  hours  of 
operation  until  9:00  p.m.  on  Saturday 
and  1:00  p.m.  -9:00  p.m.  on  Sunday.  Our 
facility  is  brand  new  and  well  equipped 
with  8 exam  rooms,  lab  and  x-ray.  Flex- 
ible hours  are  available  with  an  expected 
total  of  30-40  hours  per  week.  Excellent 
compensation  and  benefits  are  provided. 
For  more  information  contact  Scott  M. 
Lindblom,  Dean  Medical  Center,  1808 
West  Beltline  Highway,  Madison,  WI 
53713,  (work  phone)  1-800-279-9966  or 
(608)259-5151,  FAX  (608)259-5294, (home 
phone)  (608)833-7985.  10-11/94 

INTERNAL  MEDICINE  AND  OB- 
GYN  PRACTICE  OPPORTUNITIES: 
Rural  Lake  Country  Community  is  seek- 
ing the  above  practitioners  to  join  an 
active  12  (soon  to  bel4)  physician  multis- 
pecialty group.  Quality,  comfortable 
living  environment,  multiple  recreational 
activities,  fine  educational  opportuni- 
ties and  cultural  activities  abound. 
Opportunity  includes  relaxed  call,  lib- 
eral salary  and  exceptional  benefits.  Send 
curriculum  vitae  or  inquires  to:  Lake 
Region  Clinic,  PC,  Attn:  Joel  Rotvold, 
PO  Box  1100,  Devils  Lake,  ND  58301,  or 
call  (800)648-8898  for  further  informa- 
tion. 10-12/94 

WISCONSIN:  Family  practitioner-inter- 
nal medicine  needed  by  a growing  prac- 
tice of  a four  physician  group  in  a friendly 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

11-12/94-1/95 


rural  community  in  Northeast  Wiscon- 
sin near  Green  Bay.  This  is  an  excellent 
opportunity  to  join  an  established  or- 
ganization. Highly  competitive  salary 
with  benefits.  Please  contact:  Artwich 
Clinic,  Oconto  Falls,  Wisconsin  54154. 

9/94-5/95 

BC/BE  INTERNIST  for  84-physician 
multispecialty  group  on  the  scenic  bluffs 
overlooking  the  Mississippi  River  where 
Iowa,  Illinois,  and  Wisconsin  meet.  Ex- 
cellent call  schedule  in  this  17  member 
department  of  physician  owned  clinic 
with  its  own  HMO.  Professional  admini- 
stration enables  physicians  to  concen- 
trate on  the  practice  of  medicine.  Out- 
standing lifestyle,  excellent  income 
guarantee,  complete  benefits  and  own- 
ership eligibility.  Call  or  send  C.V.  to 
Denis  Albright;  Medical  Associates 
Clinic;  1000  Langworthy;  Dubuque,  IA 
52001.800-648-6868.  9-11/94 

NATIONWIDE  - Opportunities  for  the 
following:  IM,  FP,  OB/GYN,  PED,  ONC, 
CD,  and  more.  Send  CV  to  Stan  Kent, 
Stan  Kent  & Associates,  P.O.  Box  904, 
Tremont,  IL  61568,  or  call  800-831-5679, 
FAX  309-925-5842.  5-12/94 

JANESVILLE,  WISCONSIN:  Dean 
Medical  Center,  a 300  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville,  Milton  and  Delavan, 
Wisconsin.  Traditional  family  practice 
and  urgent  care  opportunities  are  avail- 
able. Janesville,  population  55,000,  is  a 
beautiful,  family  oriented  community 
with  excellent  schools  and  abundant 
recreational  activities.  Excellent  compen- 
sation and  benefits  are  provided  with 
employment  leading  to  shareholder 
status.  Send  C.V.  to  Stan  Gruhn,  MD, 
Riverview  Clinic,  P.O.  Box  551,  Janesville, 
WI  53547  or  call  (608)755-3500.  An  Equal 
Opportunity  Employer.  10-12/94 


pps  for  psp2- 

(pyS  # Practices  Seeking  Physicians 

N Physicians  Seeking  Practices 
Locum  Tcnens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791*  Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 
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GENERAL  SURGEON/FAMILY 

PRACTICE/OB-GYN/INTERNAL 
MEDICINE  to  join  progressive  13-phy- 
sician group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 
and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI 54022. 715- 
425-6701.  8/94-1/95 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 

60.000.  Ninety  miles  from  Minneapo- 
lis/St. Paul.  Primarily  prepaid  practice 
with  large  component  FFS.  Highly  com- 
petitive salary  with  excellent  fringe  bene- 
fits. Practice  quality  care  in  good  recrea- 
tional area.  Send  CV  to  James  A.  Volk, 
MD,  Medical  Director,  PO  Box  3217,  Eau 
Claire,  WI  54702-3217;  ph  715-836-8552. 

8-12/94 

JANESVILLE,  WISCONSIN  - ADULT 
NEUROLOGY/CHILD  NEUROLOGY: 
Riverview  Clinic,  a division  of  Dean 
Medical  Center,  is  actively  recruiting  a 
BE/  BC  adult  or  child  neurologist  to  join 
their  medical  staff  of  2 BC  adult  neurolo- 
gists. Excellent  compensation  and  bene- 
fits are  provided.  Janesville,  population 

55.000,  is  a beautiful,  family  oriented 
community  with  excellent  schools  and 


Excellent  practice  opportunities  in 
Minnesota  and  Western  Wiscon- 
sin communities.  Primary  care 
and  specialties.  For  more  infor- 
mation, call  1-800-248-4921. 

8-12/94 


Family  Practice  Madison  Area 

* several  opportunities 

* large  call  groups 

* full  lab  & xray 

* 210  physician  multi-specialty  group 

* guaranteed  salary  with  incentives 

* full  benefit  package 

* Immediate  Care  also  available 
Send  CV  to: 

Laurie  Glowac 

Physicians  Plus  Medical  Group 
345  W.  Washington  Avenue 
Madison,  WI  53703 
or  call  collect:  (608)  252-8580 
1-12/94 


abundant  recreational  activities.  Excel- 
lent compensation  and  benefits  are  pro- 
vided with  employment  leading  to  share- 
holder status.  For  more  information 
contact:  Scott  M.  Lindblom,  Medical  Staff 
Recruiter,  Dean  Business  Office,  1808 
West  Beltline  Highway,  P.O.  Box  9328, 
Madison,  Wisconsin,  53715-0328,  work 
toll-free  1-800-279-9966  or  (608)259-5151, 
home  (608)276-8989  or  FAX  (608)259- 
5131.  10-12/94 

FAMILY  PRACTICE  PHYSICIAN 

needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwest- 
ern Wisconsin  community  of  8,000  with 
service  area  of  40,000,  located  on  the 
doorstep  of  Wisconsin's  fabulous  lake 
country.  Practice  medicine  in  a small 
family-oriented  community  within  two 
hours  of  Minneapolis/St.  Paul.  Com- 
petitive salary  and  excellent  fringe  pack- 
age. Send  CV  to  James  A.  Volk,  MD, 
Medical  Director,  PO  Box  3217,  Eau 
Claire,  WI  54702-3217;  ph  715-836-8552. 

8-12/94 

VENTURE  NORTH  TO  THE  NORTH- 
WEST SUBURBS  OF  THE  TWIN  CIT- 
IES, MINNESOTA.  Full  and  part-time 
positions  available  for  BC/BE  physi- 


MADISON,  WI 

Family  Practice 
Opportunities 

Physicians  Plus  Medical  Group,  a multi- 
specialty  group  of  225  physicians  seeks 
additional  Family  Physicians  for  it's  rapidly 
expanding  department.  Established  and 
new  locations.  Large  call  groups.  Full  lab 
and  x-ray.  Guaranteed  salary  plus 
incentives  with  a full  benefits  package. 
Send  CV  or  call  collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608)252-8580 

FAX:  (608)282-8288 

Physicians 

#Plus 

An  Equal  Opportunity  Employer 


dans  in  FP,  IM  & OB/GYN  and  for 
physician  assistants  and  nurse  practitio- 
ners. Get  back  on  course  with  the  owned 
and  affiliated  clinics  of  North  Memorial 
Medical  Center.  Choose  large,  small, 
urban  or  semi-rural  practices.  Plus,  re- 
ceive up  to  15,000  (Extenders  up  to 
$10,000)  on  start  date  through  our  com- 
munity service  program.  If  interested, 
send  CV  or  call  in  confidence:  North 
Medical  Programs,  North  Memorial 
Medical  Center,  3300  Oakdale  Avenue 
North,  Robbinsdale,  MN,  55422-2900. 
800-275-4790.  8-12/94 

THE  WAUSAU  MEDICAL  CENTER 
is  seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  In- 
ternal Medicine,  Family  Medicine,  Ob- 
stetrics/ Gynecology,  Occupational 
Medicine  and  Urology.  Large  multi- 
specialty group  located  in  central  Wis- 
consin. Competitive  salary  (incentive 
after  first  year).  Comprehensive  benefit 


FP,  IM,  OB/GYN,  PEDS... 


CURRENT  OPENINGS: 
CALL  NOW  FOR  DETAILS! 

Wisconsin  National 

40+  Cities:  750+  Cities: 

We  track  every  community  in  the  country  . . . 
Milwaukee  Chicago  Houston 
Madison  Evansville  Atlanta 
Sheboygan  Ft.  Wayne  Cleveland 
Green  Bay  Boston  Toledo 
Oshkosh  Tampa  Louisville 
Appleton  St.  Louis  Detroit 
Cleveland  Tulsa  Richmond 
Cincinnati  Dallas  Charlotte 

NEW  OPENINGS  DAILY 

The  Curare  Group,  Inc. 

(800)880-2028 

Far (812)  331-0659 
M-F  9am-8pm 
Sat  l-5pm 
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package  including  malpractice  insur- 
ance, flexible  benefit  plan  and  profit 
sharing.  Modem  facility  located  directly 
across  the  street  from  250-bed  acute  care 
facility.  The  area  is  ideal  for  outdoor  en- 
thusiasts (including  large  downhill  ski 
area)  with  outstanding  cultural  activi- 
ties year  round.  Write  or  call  collect 
David  K.  Aughenbaugh,  MD,  Medical 
Director,  Wausau  Medical  Center,  2727 
Plaza  Drive,  Wausau,  Wisconsin  54401, 
telephone  (715)  847-3235.  2/93;TFN 

Miscellaneous 


VXCXTION  IN  OUK 
JXMXICX  VILLX. 
MXID,  COOK,  POOL, 
8 6XCH , TFCXNQUlLliy. 
S L€ € P S 8.  608-231*1003. 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in  coop- 
eration with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling  pro- 
grams in  conflict  with  others.  Hospitals, 
clinics,  specialty  societies,  and  medical 
schools  are  particularly  invited  to  utilize 
this  listing  service.  There  is  a nominal 
charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates: 
55  cents  per  word,  with  a minimum 
charge  of  $25.00  per  listing.  All  listings 
must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific  meetings 
will  be  included  at  the  discretion  of  the 
editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  is- 
sue is  due  by  July  1.  Address  communi- 
cations to:  Wisconsin  Medical  Journal, 
Box  1109,  Madison,  WI  53701;  or  phone 
608-257-6781;  or  toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United  States 
are  published  in  the  first  issue  of  each 
month  of  the  Journal  of  the  American 
Medical  Association. 


Medical  Meetings-Continuing 
Medical  Education 


AMA 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 
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State  Medical  Society  of 
Wisconsin 

Date  and  location  of 
1995  ANNUAL  MEETING 

April  7-9 

Grand  Geneva  Resort  & Spa 

Further  information:  Call  the 
SMS  Meetings  Department. 
Local  Telephone:  257-6781;  toll- 
free:  1-800-362-9080. 


Sometimes 
even  having 
two  doctors 
in  the  house 
isn’t  enough. 


Browning  Sterner’s  parents 
are  doctors.  And  when  they 
found  out  he  had  cerebral 
palsy,  they  came  to  Easter 
Seals  for  help.  They  knew  that 
even  with  28  years  in  the 
medical  profession  between 
them,  Easter  Seals  had  the 
experience  they  really  needed. 
With  a 75-year  history  ol 
helping  people  with  disabil- 
ities, Easter  Seals  had  the 
right  resources  and  facilities  to 
help  Browning.  And  that  track 
record  is  pretty'  bard  to  beat. 


Give  Ability  A Chance. 
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Everyone  Out  Of  The  Pool! 

Worker’s  Compensation  Coverage 


That’s  what  some  Worker’s  Compensation  insurers  are  telling 
clinics  and  physicians  throughout  Wisconsin.  These  companies 
want  to  reduce  their  risk  by  eliminating  certain  classes  of 
employees  and  sizes  of  risk  from  their  Worker’s  Compensation 
pool.  In  your  case,  this  includes  physicians,  clinic  employees, 
and  related  medical  service  personnel. 

This  is  not  the  case  with  SMS  Insurance  Services  and  the 
Dodson  Group.  We  want  you  in  our  pool.  That’s  because 
SMS  Insurance  Services  and  the  Dodson  Group  specialize 


in  Worker’s  Compensation  coverage  for  the  medical 
community.  SMS  Insurance  Services  also  offers  Medical 
Professional  Liability,  a Professional  Office  Policy,  and 
umbrella  coverage.  Our  Worker’s  Compensation  program 
is  endorsed  by  the  State  Medical  Society. 

You  can  swim  with  the  sharks  or  come  where  your 
coverage  is  safe.  For  more  information  about  our  Worker’s 
Compensation  and  other  SMS  Insurance  Services  medical 
liability  programs,  contact: 


INSURANCE  SERVICES,  INC. 

Wisconsin  based  - physician  owned  - committed  to  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 


Thank  you 
WISPAC  Members 


Stephen  L.  Haug,  MD 
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Cyril  M.  Hetsko,  MD 
James  M.  Hoegemeier 
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If  You  Think  The  Cost  Of  Living 

Is  High  Today. . . 

What  About  Tomorrow? 


We  can't  precisely  predict  the  future.  But,  one  thing  is  certain. 
It’ll  be  expensive.  Retirement  is  expensive.  So  is  death. 
They’re  expensive  because  your  financial  needs  continue, 
while  your  earned  income  ends. 

Either  way,  you  need  to  prepare  for  the  future.  Providing 
dollars  to  cover  family  living  expenses.  Your  children's 
education.  Your  mortgage,  business,  and  other  commitments. 
Estate  taxes  and  expenses.  And  you  want  to  assure  your  own 
financial  security  after  you  stop  practicing  medicine. 


You  can  do  all  this  with  the  help  of  SMS  Insurance  Services. 
We're  the  only  Wisconsin  based,  physician  owned  insurance 
agency  exclusively  serving  the  medical  community.  So  we 
understand  your  needs  better  than  anyone  else.  We  provide 
strategic  insurance  planning.  A comprehensive  approach  to 
your  insurance  needs  based  on  your  current  obligations  and 
future  objectives. 

You  can’t  predict  the  future,  but  you  can  certainly  prepare 
for  it.  Review  your  life  insurance  now  with  an  SMS 
Insurance  Services  representative. 


Wisconsin  based  - physician  owned  - committed  to  serving  you. 


P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  257-6781  • (800)  545-0631  • FAX  (608)  283-5402 
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Our  cover.  Shari  Hamilton,  assistant  editor  of  the  WMJ,  observes  as  Ivan  Teoh,  MD,  skillfully  performs  an 
appendectomy.  Hamilton  participated  in  the  recent  mini-internship  program  in  Ashland— her  story  beings  on  page 
641.  (Copyright  photo  by  Bob  Rashid.) 
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Opinions 


President's  page 

A New  Year's  resolution  for  the  new  era's  revolution: 
Leading  change  through  a changing  lead 


Richard  G.  Roberts,  MD,  JD 


Anew  era...  The  Republican 
revolution...  A Contract  with 
America...  The  US  Congress  and 
Wisconsin  Legislature  are  under  new 
management  and  the  rules,  although 
perhaps  not  the  game,  have  changed. 
Change  in  government  is  followed 
usually  by  change  in  the  economy 
as  the  marketplace  responds  to  new 
incentives.  What  all  of  this  means 
for  physicians  and  patients  remains 
to  be  determined. 

Shifting  federal  and  state  priori- 
ties draw  attention  to  the  debate  in 
our  capitols  and  can  obscure  the 
reality  that  all  politics  is  local.  We 
are  most  affected  by  what  happens 
in  our  communities,  not  in  Wash- 
ington or  Madison.  The  challenges 
of  crime  in  our  cities,  social  and 
economic  justice  in  our  towns  and 
the  future  of  our  families  depend  on 
the  safety  of  our  streets,  the  success 
of  our  local  businesses  and  the  secu- 
rity of  our  schools  and  homes.  Simi- 
larly, the  local  economy  and  prac- 
tice environment  will  remain  the 
most  important  determinants  of 
physician  and  patient  satisfaction 
with  the  local  health  care  delivery 
system. 

Regain  to  retain 

Physicians  can  retain  the  ability  to 
shape  our  practice  environment  if 
we  regain  our  roles  as  influence 


leaders  on 
matters  of 
community 
health.  The 
demands  of 
our  daily  re- 
sponsibilities 
have  limited 
out  ability  to 
step  forward 
to  lead  our 
communities 
as  physicians. 

The  rigors  of 
patient  care 
and  health 
system  man- 
agement in- 
creasingly 
isolate  us  to 
our  offices 
and  hospitals. 

We  must  dis- 
cover models 
for  involve- 
ment that  per- 
mit us  to  bal- 
ance success- 
fully our  daily 
demands 
with  our  de- 
sire to  help 
our  communities.  The  experiences 
with  CHILD  SAFE  provides  an  ex- 
ample of  such  a model. 


The  lessons  of  CHILD  SAFE 
Tire  fundamental  lesson  to  be  learned 
from  CHILD  SAFE  is  that  success 
Continued  on  next  page 
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Continued  from  preceding  page 
has  depended  on  the  support  and 
help  of  a number  of  other  organiza- 
tions. The  desire  of  physicians  to  be 
community  influence  leaders  and 
the  demands  of  a busy  medical 
practice  can  be  reconciled  only  by 
building  coalitions  with  others.  Local 
medical  societies  and  their  commu- 
nities have  each  developed  unique 
approaches  for  successful  CHILD 
SAFE  coalitions;  yet  common  themes 
can  be  found  in  all  the  local  projects. 

The  county  medical  society  must 
first  decide  which  activities  it  would 
like  to  take  on  as  it  creates  its  local 
CHILD  SAFE  project.  Once  the  ac- 
tivities are  decided,  then  appropri- 
ate groups  or  organizations  should 
be  contacted.  The  next  step  is  to 
contact  and  excite  the  group  about 
participation  in  CHILD  SAFE.  The 
more  personalized  the  contact,  the 
more  likely  the  prospective  partner 
will  agree  to  participate:  a visit  is 
more  persuasive  than  a phone  call, 
which  is  preferred  to  a letter.  Gener- 
ating enthusiasm  for  the  project  goes 
a long  way  to  obtaining  commit- 
ment to  help.  Throughout  the  plan- 
ning and  managing  of  the  event, 
lines  of  communications  must  be 
open  so  that  roles  are  defined  clearly 
and,  as  necessary,  renegotiated; 
performance  is  assured;  and  praise 
is  bestowed. 

A recent  example  of  a successful 
CHILD  SAFE  partnership  involved 
a public  awareness  project  on  gun 
violence  and  children  in  the  form  of 
an  event  where  free  trigger  locks 
were  distributed  through  a drawing 
at  a shopping  mall.  The  chief  of  police 
was  contacted  and  expressed  inter- 
est in  the  project.  The  chief  was  in- 
vited to  a meeting  where  the  vari- 
ous approaches  were  discussed.  The 


early  support  of  the  police  proved 
helpful  in  recruiting  other  lawen- 
forcement  agencies  in  the  county  to 
support  the  project  and  volunteer 
during  the  drawing.  A date  was  set 
for  the  drawing  and  volunteers  were 
identified  to  staff  the  booth  at  the 
mall.  Medical  society  members,  law 
enforcement  volunteers  and  Alliance 
members  all  helped  staff  the  booth. 
Promotion  of  the  event  was  con- 
ducted before,  during,  and  after  the 
event  through  medical  coverage. 

Steps  to  success 

Commit  to  action.  Your  local  medical 
society  must  decide  to  take  on  the 
project  and  which  partners  it  would 
like  to  have  participate. 

Commit  others  to  action,  too.  The  most 
frequent  reason  given  by  people  for 
not  contributing  is  that  they  were 
never  asked.  Your  request  for  help 
will  be  difficult  for  others  to  resist  if 
you  focus  on  their  interests  (eg, 
"Your  organization's  participation- 
-or  money,  or  support-will  make 
for  an  even  bigger  and  better  event, 
which  will  reflect  well  on  you  in  the 
following  ways...").  If  you  can't  get 
a commitment  for  volunteers,  then 
ask  for  money;  if  they  won't  give 
money,  then  ask  for  support  or  an 
endorsement.  Examples  of  groups 
to  approach  include: 

• Business— chambers  of  commerce, 
farm  groups,  Jaycees,  professional 
associations,  unions; 

• Civic-League  of  Women  Voters, 
parent-teacher  organizations, 
public  safety  (EMS,  fire,  police), 
school  boards; 

• Fraternal-Elks,  Lions,  Kiwanis, 
Optimists,  Rotary;  and 

• Special-AARP,  Gray  panthers. 


hunting  groups,  political  parties, 
religious  groups,  social  clubs. 

Shared  responsibility  means  shared  own- 
ership. A greater  level  of  commit- 
ment results  when  others  feel  like 
they  had  a hand  in  creating  the 
project.  Encourage  other  groups  to 
share  their  concerns  and  creativity, 
in  addition  to  their  time,  dollars  and 
support. 

Plan  the  work  and  work  the  plan.  Suc- 
cessful events  and  projects  are  rarely 
accidental  or  spontaneous.  They  re- 
quire considerable  planning  and 
implementation.  Once  a plan  has 
been  decided,  follow  through  on  it. 
While  some  flexibility  is  necessary 
to  respond  to  changing  circum- 
stances ("It  would  be  great  if  this 
group,  which  just  showed  up  at 
today's  event,  could  also  help."), 
resist  last-minute  temptations. 

Praise  publicly  and  profusely.  You  can 
never  give  too  many  awards.  Rec- 
ognize publicly  the  valuable  contri- 
butions made  by  others.  Find  op- 
portunities to  thank  those  who  help 
you  (eg,  an  award  at  the  annual 
meeting  of  the  medical  society). 
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Why  Do  60,000  Doctors  Trust  Us  With 
Their  Professional  Reputations? 


In  an  era  of  "not  if,  but  when"  a doctor  will 
be  accused  o malpractice,  your  choice  of 
professional  1 bility  coverage  is  extremely 
important.  We  now  that  any  allegation  can 
be  devastating  to  ooth  your  professional  repu- 
tation and  your  personal  assets...  making  the 
company  you  choose  critical  to  your  future 
well-being.  Many  factors  should  be  taken  into 
account  when  making  a decision. 

Consider  our  financial  strength  and  stabil- 
ity. We  are  rated  A+  (Superior!  by  A.M.  Best 
and  AA  ( Excellent)  by  Star  ’ id  & Poor’ s.  No 
other  company  with  an  e>  asive  focus  on  the 
needs  of  the  health  care  community  has  higher 
financial  ratings. 


Look  at  our  experience.  For  nearly  a century 
we  have  specialized  in  defending  and  protecting 
doctors.  No  other  company  has  successfully 
defended  more  than  180,000  malpractice 
claims. 

Local  service  is  important,  too.  Our  General 
Agents  and  Field  Claim  Managers  work  with 
you  on  every  allegation.  They  average  more 
than  1 5 years  experience  working  with  doctors 
and  the  legal  system. 

Why  do  more  than  60,000  doctors  trust 
their  professional  reputation  and  personal  assets 
with  us?  No  other  company  combines  nearly 
a century  of  experience  with  financial  strength 
and  the  local  service  provided  by  The  Medical 
Protective  Company. 


For  your  copy  of  the  FREE  book  on  evaluating  professional  liability  companies,  call: 


11013 


professional  protection  Exclusively  since  1839 


800-344-1899 
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EVP  report:  The  view  from  here 

At  the  heart  of  medicine  lies  the  heart  of  humanity 


ONE  MORNING  LAST  MONTH,  I had 
one  ear  on  the  morning  news 
as  I tried  to  get  my  daughter  Ashley 
ready  for  another  day  in  first  grade 
when  I heard  a story  that  made  me 
stop.  ABCs  Good  Morning  America 
was  interviewing  Billy  Best,  the 
youth  who  ran  away  from  home 
because  he  could  no  longer  tolerate 
the  painful  treatments  for  his  dis- 
ease. I felt  for  his  parents,  because  I 
know  how  I would  fight  for  the  lives 
of  my  children,  but  I also  felt  for 
him,  because  I don't  know  how  many 
of  us  have  what  it  takes  to  endure  a 
slow,  painful  life-and-death 
struggle. 

The  next  day,  the  same  program 
interviewed  a young  woman,  Lacy 
Strickland,  who  was  facing  a similar 
ordeal  with  a similar  ailment— but 
with  a difference.  Rather  than  let- 
ting her  pain,  her  fear,  and  her  grim 
prognosis  drive  her  into  hopeless- 
ness and  despair,  she  responded 
with  remarkable  courage,  strength 
and  optimism.  In  her  hour  of  dark- 
ness, she  became  a beacon  of  light  to 
guide  others. 

As  I thought  about  these  contrast- 
ing reactions  to  similar  conditions,  a 
number  of  half-forgotten  truths  re- 
surfaced into  conscious  thought. 
Like  how  important  attitude  is  to 
healing  and  how  physicians  must 
be  sensitive  to  the  widely  divergent 
feelings  their  patients  are  able,  and 
likely,  to  have.  And  how  the  differ- 
ence between  fulfilled  and  unful- 
filled lives  is  so  often  determined  by 
attitude,  by  how  different  people 
interpret  and  react  to  the  same  cir- 
cumstances. 

When  I reached  the  office  and 
started  dealing  with  Medical  Soci- 
ety issues,  the  reactions  of  Billy  and 
Lacy  came  to  mind  again.  In  the 
medical  bureaucrats'  rush  to  cut 
health  care  spending  with  practice 
protocols,  they  must  remember  that 


Thomas  L.  Adams,  CAE 

medicine  is  a human  endeavor.  They 
must  not  forget  that  every  patient, 
and  every  patient-physician  encoun- 
ter, is  unique.  Different  bodies  react 
differently  to  the  same  pathogens, 
medications,  injuries,  and  treat- 
ments. Each  patient  is  an  almost 
infinitely  complex,  ever-changing 
mix  of  variables  that  can  affect  their 
health  or  their  reaction  to  medical 
treatments.  And  those  variables 
range  from  the  genetic  codes  passed 
to  them  by  their  ancestors  to  what 
they  had  for  breakfast  this  morning. 

The  art  of  medicine  begins  when 
the  physician  reads  beyond  the  basic 
vital  signs  and  into  the  subtleties  of 
a patient's  symptoms  and  com- 
plaints, into  the  nuances  of  the  pa- 
tient's medical  history,  into  the 
murky  shades  of  meaning  within 
the  intricate,  often  enigmatic,  hu- 
man picture  at  the  far  end  of  the 
stethoscope.  Only  human  beings  can 
perceive  and  comprehend  human 
beings,  but  more  importantly  only 
humans  can  genuinely  care  for 
humans. 


All  of  which  made  the  issue  I was 
dealing  with  that  morning-explain- 
ing to  business  people  the  develop- 
ment of  practice  parameters  and 
other  protocols— seem  particularly 
difficult. 

Wisconsin  has  been  at  the  fore- 
front of  developing  responsible 
managed  care  systems,  and  we've 
worked  hard  to  do  it  right.  Not  to 
suggest  that  our's  is  a perfect  sys- 
tem, but  Wisconsin  has  been  effec- 
tive in  spending  wisely,  creating 
mechanisms  for  prudent  quality 
review,  involving  physicians  in  the 
design  and  implementation  of  the 
system,  and  in  providing  the  best 
care  modern  medicine  has  to  offer. 
That  our  costs  are  among  the  lowest 
and  our  health  is  among  the  best  in 
the  nation  speaks  volumes  about 
what  we  are  accomplishing.  But 
there  are  many  parts  of  the  nation 
where  our  model  is  not  being  fol- 
lowed, and  there  is  reason  for  con- 
cern. 

We  must  be  certain  that  our  new 
managed  care  systems  retain  respect 
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for  the  patient  and  room  for  caring. 
We  must  resist  the  push  by  health 
insurers,  large  employers,  health  ad- 
ministrators, and  government  regu- 
lators to  reduce  health  care  to  some- 
thing simple,  quick,  and  clean. 
Without  the  influence  of  medical 
doctors,  this  activity  has  the  poten- 
tial to  reduce  health  care  to  the 
exchange  of  a product  or  service  for 
money,  stripping  it  of  its  genius,  its 
art,  and  itshumanity. 

I encountered  this  attitude  re- 
cently when  I was  involved  in  a 
statewide  forum  on  the  evolving 
health  care  system.  For  a couple  of 
hours,  I sat  and  listened  to  several 
forum  participants  continually  re- 
fer to  doctors  as  "providers."  Fi- 
nally, I could  take  no  more.  "Excuse 
me,"  I said,  "but  the  professionals  of 
whom  we  are  speaking  are  not  pro- 
viders, they  are  physicians."  I then 
did  my  best  to  remind  the  crowd 
that  healing  the  ill  and  injured  is  not 
the  same  activity  as  providing  goods 
and  services.  Medicine  is  more  than 
pills  and  sutures.  Diagnosing  a dis- 


The costs 
of  poor  choices 

To  the  editor:  Congratulations 
on  your  excellent  article  in 
the  October  WMJ  regarding  the 
impact  of  lifestyle  choices  on  the 
cost  of  health  care.  I have  always  felt 
strongly  that  this  is  where  health 
care  "reform"  should  be  focused. 
Education  and  incentives  for  mak- 
ing better  choices  will  have  a more 
positive,  longer  lasting  societal 
impact  than  will  mandated  cover- 
age. 

— William  A.  Schultz 
Madison 


ease  is  not  j ust  a fancy  form  of  check- 
ing under  the  hood.  Treating  a dis- 
ease is  not  a high  tech  version  of 
selling  widgets.  After  a few  min- 
utes, I saw  some  heads  nodding, 
which  gave  me  cause  to  believe  I 
was  heard. 

As  we  move  toward  the  next  stage 
of  evolution  for  American  health 
care,  it  will  be  important  for  every- 


one to  remember  that  warmth,  art- 
istry, and  humanity  are  crucial 
components  in  caring  for  each  other. 
The  need  for  attentive,  skilled  phy- 
sicians to  truly  see  and  know  their 
patients  will  not  change.  We  must 
be  certain  that  the  evolving  system 
of  delivering  that  care  is  capable  of 
distinguishing  between  patients  like 
Billy  Best  and  Lucy  Strickland. ❖ 


Rural  Health 


18th  Annual  National  Conference 
National  Rural  Health  Association 
May  17-20,  1995 
Atlanta,  Georgia 
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Soundings 
Class  reunion 

Tom  Moskalewicz,  MD,  Appleton 

I trudged  down  the  front  path  in 
a March  drizzle,  nearing  the  end 
of  a long,  hectic  day.  I stopped  on 
the  porch,  opened  the  mailbox  and 
withdrew  a long  envelope  bearing 
the  insignia  of  alumni  relations.  Then 
I shambled  bleary-eyed  and  world 
weary  into  the  foyer,  where  I stopped 
again,  and  read  the  news  about  our 
15-year  reunion.  Brighter  lights  and 
familiar  voices  welcomed  me  home, 
as  I lingered  over  the  details:  there 
in  a column  on  page  two,  my  name 
was  among  those  who  had  fallen  so 
far  out  of  touch,  that  they  were  listed 
as  missing. 

Fifteen  years  had  proven  to  be 
both  a long  time  and  a long  distance. 
The  time  had  slipped  away,  evapo- 
rated, since  that  rainy  June  night  in 
Chicago  when  we  stood  under  the 
glittering  ballroom  candleabra  on 
the  same  platform  and  together  took 
the  Hippocratic  Oath.  Fifteen  years 
was  also  now  the  distance  by  which 
most  of  us  had  long-ago  surrendered 
any  meaningful  contact  with  one 
another's  lives. 

Strong  friendships  had  been 
forged  during  that  difficult  trial-by- 
fire we  still  refer  to  as  simply  "med 
school."  The  mid-'70s  had  brought 
steady  contact:  in  basic  science  lec- 
tures an,d  cadaver  lab;  in  libraries 
and  hospitals;  at  the  bedside  learn- 
ing about  "patient  care,"  listening  to 
our  tutors,  observing  the  critical 
actions  and  tough  decision-making 
of  our  elders. 

We  lived  and  worked  and  stud- 
ied in  a confused  culture  back  then: 
the  plastic-coated  guilt-ridden  con- 
text that  marked  the  end  of  the  Viet- 
nam War  and  mixed-in  disco-era 
polyester.  We  submerged  ourselves 
in  medicine.  Internship  year  began 
barraging  us  with  its  sleep-cheated 
responsibility-pressurized  appren- 


ticeship. We  were  swept  up  and 
swept  along  by  a current  of  rigors 
and  challenges  and  demands  we 
could  not  control.  Year  by  year,  we 
hiked  the  rocky  .rails  of  a physicians 
life,  and  those  graduation  night 
promises  to  keep  in  touch  had  fallen 
apart.  Fifteen  years  had  dulled  it  all 
into  an  anecdotal  romanticized  fog 
of  remembering. 

Now,  medicine  siphoned  off  most 
of  our  time  and  energies,  and  our 
families  owned  the  rights  to  what- 
ever was  left  over.  Now,the  old 
friendships  had  been  reduced  to  the 
sporadic  Christmas  card,  complete 
with  updated  smiling  family  photo 
and  handscrawled  notes  that  tried 
to  condense  years  of  living  into  a 
few  uneven  sentences.  Notes  that 
tried  to  avoid  the  truth  of  what  we 
had  become  to  one  another:  mostly 
a collective  mystery;  a mystery  com- 
plicated by  the  myths  we  still  pro- 
tected. 


The  journey  back  lapped  the  miles 
toward  Chicago.  The  dull  gray  track- 
ing of  the  roadway  dulled  the  brain: 
Its  hypnotic  sweeping-by  rush  of 
white  and  yellow  lines  made  the  at- 
mosphere ripe  for  daydreaming.  I 
traveled  back  barefoot  and  whis- 
tling into  those  wildflower  pastures, 
where  images  of  a younger  time  and 
self  still  thrived. 

I fashioned  a personal  list  of  the 
classmates  I would  most  like  to  see 
again.  Phil,  the  stand-up  comic  and 
skilled  impersonator.  Bennett,  shar- 
ing his  fluent  all-things-work-to- 
gether-for-good  perspectives.  And 
Stray,  the  back-alley  philosopher, 
fond  of  scotch,  quoting  Marcus 
Aurelius,  and  closing  the  after-test 
party  with  a 3 AM  Zorba-the-Greek 


circle  dance.  And  Gwen,  sashaying 
down  hospital  corridors  in  a short 
white  coat,  stethescope  curled 
around  the  smooth  neck.  I heard 
again  her  blunt  and  sassy  comebacks, 
and  her  witty  style  of  disarming 
attack  by  cutting  straight-at  the  truth. 

Chicago's  blank  skyscraper  stare 
moved  closer.  And  through  the 
smokey  air,  from  hisl975  album 
Blood  On  The  Tracks,  Dylan's  grav- 
elly voice  sang  to  memory:  "She 
might  think  that  I've  forgotten  her; 
tell  her  it  isn't  so-" 

* ★ ★ 

I was  among  the  first  few  to  ar- 
rive. I stood  in  the  potted  fern  and 
figtree  courtyard  of  a fine  Chicago 
restaurant.  I sipped  from  a green 
longnecked  bottle  and  scanned  the 
area  for  any  sign  of  a familiar  face. 

Slowly,  they  appeared.  A series 
of  handshakes  and  hugs  and  long- 
time-no-see! greetings  broke  out  all 
around  me.  Brief  conversations  came 
gattlegunned  into  my  senses:  Don, 
our  class  president  who  had  lost 
most  of  his  once  shaggy  shoulder- 
length  hair;  and  Dave,  our  class  vale- 
dictorian, who  paused  to  introduce 
his  wife,  to  ask  where  I now  lived, 
and  what  kind  of  medicine  was  I 
practicing.  Joanne,  who  lent  me  her 
lecture  notes  when  my  own  were 
destroyed  in  a dormitory  fire,  be- 
stowed a brief  hug,  then  pulled  back 
and  introduced  me  to  her  firm-grip 
husband.  She  showed  me  pictures 
of  her  home  in  Cleveland  and  of  her 
three  children.  I finished  my  second 
drink  discussing  health  care  reform 
with  Paul,  who  now  practices  neu- 
rology in  Vermont. 

Our  short  clips  of  conversation 
fenced  a distant  past.  We  kept  most 
of  the  reunion  talk  safe— skimming 
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across  the  scattered  memories  of  the 
medical  education  we  had  once 
shared. 

We  grouped  for  dinner  at  large 
circular  tables,  and  then  I felt  a slap 
across  my  shoulder  and  turned  into 
a grinning  face.  Stray  had  a shorter 
haircut  and  a deep  California  tan, 
and  my  eyes  had  to  reconnoiter  a 
few  seconds  before  I recognized  him. 
He  saw  the  confusion  in  my  eyes, 
and  squeezed  the  handshake  longer. 
"Its  me,  old  friend!  Tell  me  I haven't 
changed  that  much..."  As  we  ate  our 
salads.  Stray  told  me  about  the  inse- 
curities and  the  bitter  aftershocks  of 
his  recent  divorce. 

I told  him  he  was  the  only  one  of 
my  "top  7 preferred"  list  who  had 
showed;  he  asked  me,  "Who  else 
was  on  your  list?" 

"Phil  and  Bennett,"  I replied. 
"And  Gwen."  He  frowned. 

"Didn't  y-hear?  Gwen's  dead." 

My  gut's  reflex  was  denial — 
"No!"  Then  I held  his  gaze,  and 


groped  for  a different  answer.  "Are 
you  sure?" 

"Killed  in  a car  accident  last  year, 
is  what  I heard." 

Gwen's  younger  image  hurried 
back  to  me  right  then — a balm  trying 
to  soothe  suddenly  inflicted  wounds. 
It  was  June  of  1975 — only  a few 
minutes  after  the  last  #2  -lead-pen- 
cil-circle-answer  of  the  big  test 
hurdle— Part  I of  national  boards. 
Gwen  appeared  in  the  alleyway  that 
led  back  to  Stray's  "courtyard"  — 
the  ambience  of  uneven  cracked 
cement,  sagging  back  porch,  and 
streetlamp  that  served  as  the  arena 
for  his  parties.  She  was  wearing  a 
thin-strapped  sunflower-yellow 
dress,  and  she  moved  breezily  to- 
ward us— waving  in  her  right  hand 
Dylan's  newly  released  album.  Blood 
On  The  Tracks.  Her  left  hand  carried 
a quart  of  Jack  Daniels  by  the  neck.  I 
saw  again,  in  the  moments  after 
hearing  of  her  death,  the  full  blush 
of  the  sun  on  her  upturned  face.  I 


studied  the  thin  red  lines  of  her 
parting  lips  and  the  wincing  expres- 
sion as  her  tongue  tasted  the 
squished  section  of  lime,  then 
quickly  swigged  a shot. 

★ ★ ★ 

Don  and  Dave  supplied  brief  af- 
ter-dinner speeches  that  romanti- 
cized our  collective  past.  Then  sud- 
denly it  was  over. 

We  parted  ways  with  more  hand- 
shakes, hugs,  and  the  same  keep-in- 
touch  promises  that  we  had  broken 
over  the  course  of  the  previov  15 
years. 

Only  two  cabloads  of  cle  .tes 
chose  to  extend  the  reuni  a a few 
more  hours.  We  scrunched  close 
together  and  traveled  a short  dis- 
tance to  a local  dance  club.  We  moved 
past  the  glare  of  a burly  bouncer, 
ducked  through  a low  doorway  and 
into  a large  room  that  clamored 
continued  on  next  page 
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Continued  from  preceding  page 
sho'ulder-to-shoulder  with  swaying 
and  sweating  forms.  Drums 
pounded  rhythms  into  our  brains. 

Stray  danced  with  a series  of 
limber  women  who  payed  him  no 
heed  once  the  rhythms  of  the  songs 
were  spent.  Then  suddenly  he  stood 
among  us,  balancing  a tray  of 
shotglasses  full  of  jiggling,  pale 
brown  liquid.  "Jack,"  he  explained. 
"To  toast  Gwen.  I figured  the  last 
thing  she'd  want  us  doing  is  acting 
gloomy  in  her  absence." 

The  tray  passed  in  a slow  circle, 
until  the  hands  of  her  classmates 
held  a small  glass,  trying  to  steady  it 
close,  waiting.  Speaking  in  a clear 
voice  above  the  murmuring  din  of 
the  crowd.  Stray  raised  his  glass: 
"To  a colleague  who  was  truly 
unique.  And  one  who  once  turned 
me  on  to  listening  to  the  lyrics  of 
Dylan.  May  she  stay — in  our  memo- 
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ries— forever  young." 

I swallowed  hard.  Then  I chased 
the  shot  with  a wincing  jolt  of 
memory's  limejuice. 

I recalled  another  dance,  another 
farewell.  One  of  the  orchestra's  last 
songs — turning  slowly  with  Gwen, 
on  graduation  night,  a backless- 
dressed  spin  in  my  not-wanting-to- 
let-go  arms. 

I had  whispered,  close  against 
her  ear,  so  that  she  could  feel  the  un- 
guarded warmth  of  my  breath--" My 
only  regret  is  that  I never  dared  / to 
test  the  territory  / beyond  friend- 
ship." We  were  telling  parting  se- 
crets, and  it  sputtered  out  in  three 
parts. 

She  caught  my  gaze  and  held  it. 
She  searched  for  sincerity  and  its 
intentions.  Then  her  smile  turned 
curious  and  wispy— until  it  had 
captured  the  reply  that  was  lost  to 
words. 

"You  never  asked,"  isallshe  said. 
Then  she  buried  her  warm  face  into 
the  crevices  of  my  neck  and  shoul- 
der. We  held  close  and  spun  through 
the  final  notes  of  the  song.  It  was 
music  full  of  some  urgency,  insist- 
ing that  the  time  had  come  to  say 
goodbye. 

We  waited  outside  the  hotel  for 
cabs  that  would  take  us  in  different 
directions.  There  she  added,  "Maybe 
we  should  fly  somewhere  far  away 
together."  It  became  last-minute  ne- 
gotiations to  risk  one  of  internship's 
vacation  weeks  on  the  process  of 
reconnecting,  of  undoing  our  good- 
bye. 

Which  is  why  memories  of  Haiti 
rattled  my  core,  in  the  aftershocks  of 
Stray's  Dylan  toast.  Four  months 
later  we  fled  from  our  tiring  bar- 
rages of  an  intern's  responsibilities 
and  converged,  late  afternoon,  on 
Miami's  International  Airport.  Then 
we  boarded  the  evening  flight  into 
Port  au  Prince,  where  the  soldier  in 
customs  cracked  open  her  suitcase 
and  rumaged  through  silky  under- 
garments and  lingerie,  and  the  cab 
driver  who  shuttled  us  up  the  hills 
to  our  wide-veranda  hotel,  assumed 


we  were  man  and  wife.  Within  the 
hour  we  were  making  love  as  a hard 
tropical  rainstorm  pummeled  the 
roof  above  us.  We  woke  to  small 
green  lizards  scurrying  across  the 
ceiling. 

We  swam  in  a windswept  ocean. 
We  gambled  blackjack  in  an  all-night 
casino,  where  the  dealers  spoke 
Spanish  and  creole.  We  roamed  the 
dusty  crowded  streets,  full  of  the 
listless  stares  of  the  downtrodden 
poor.  We  stopped  inside  a broken- 
down  cathedral  and  knelt  to  pray. 
The  next  night,  a young  Haitian 
guide  led  us  out  into  the  dark  coun- 
tryside, where  we  sat  around  a crack- 
ling fire.  There  the  rhythms  of  the 
drums  and  the  frenzied  footsteps 
swept  us  into  a voodoo  ceremony. 

The  next  day  we  flew  north  to 
Cape  Haitien.  We  bargained  for 
burros  and  guides  at  the  base  of  the 
mountain,  then  climbed  first  past 
the  Queen's  Palace,  then  along  a 
steep-narrow  winding  jungle  path. 
At  the  summit,  we  sat  on  the  Cita- 
del's thick  walls  and  ate  soggy,  stale- 
sandwiches. 

Our  last  day  on  the  island,  we 
drank  rum  from  late  morning  until 
far  past  darkness,  and  several  times 
more  we  tore  down  every  defense 
and  yielded  to  the  naked  truth  of 
one  another. 

Which  is  why  memory  seared  of 
Haiti  when  I heard  of  your  sudden 
death.  The  taste  of  Jack  Daniels  came 
coupled  to  a distant,  primitive  con- 
nection. You  lived  again  inside  my 
private  moments.  And  jungle  drums 
lit  fires— across  the  rugged  lost 
continent  of  my  soul.* 
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AIDS:  Sonography  of  hyperechoic  renal  pyramids  in 
renal  candidiasis 


John  R.  Sty,  MD;  Robert  G.  Wells,  MD;  and  Robert  C.  Hardie,  MD,  Milwaukee 

A 13-month-old  patient  with  autoimmune  deficiency  syndrome  had  renal 
candidiasis.  An  abnormal  renal  sonographic  pattern  of  hyperechoic  renal 
pyramids  was  demonstrated.  This  abnormal  sonographic  finding  should 
suggest  renal  candidasis  in  an  immune  suppressed  child.  In  the  normal 
kidney  of  children,  the  pyramids  are  hypoechoic.  This  pattern  has  not 
been  noted  in  previous  publications.  We  report  a case.  Wis  Med 
J.1994;93(12):621-622. 


Candida  is  a saprophytic  fun- 
gus of  humans.  Under  cer- 
tain predisposing  conditions,  the 
organism  can  become  pathogenic. 
Infection  by  Candida  can  manifest 
itself  as  either  local  or  disseminated 
disease. 

Patients  with  indwelling  cathe- 
ters, hyperalimentation,  immunode- 
ficient  states,  prolonged  antibiotic 
or  immunosuppressive  therapy  and 
premature  infants  with  decreased 
immunity  are  particularly  suscep- 
tible to  Candida  albicans  infection. 
Ultrasonographic  findings  with 
renal  involvement  have  been  re- 
ported.12 We  report  an  uncommon 
sonographic  finding  of  hyperechoic 


Dr  Sty,  Dr  Wells,  and  Dr  Hardie  are  with 
the  Children's  Hospital  of  Wisconsin. 
Reprint  requests  to:  John  R.  Sty,  MD, 
Children's  Hospital  of  Wisconsin,  9000 
W Wisconsin  Ave,  #721,  Milwaukee,  WI 
53226.  Copyright  1994  by  the  State  Medi- 
cal Society  of  Wisconsin. 


renal  pyramids  in  an  AIDS  patient 
with  renal  candidiasis. 

Case  report 

This  13-month-old  boy  had  a fever 
with  dehydration,  vomiting  and 
acidosis.  The  diagnosis  of  AIDS  was 
made  4 months  prior  to  this  admis- 
sion to  the  hospital.  The  patient  had 
not  previously  been  treated  for  prior 
serious  infections  and  had  been 
doing  well.  A chest  radiograph 
showed  nothing  abnormal.  Results 
an  analysis  of  the  cerebral  spinal 
fluid  were  normal.  Urine  analysis 
demonstrated  Candida  albicans. 
Sonography  of  the  abdomen  showed 
a normal  liver  and  spleen.  The  kid- 
neys were  slightly  enlarged  and  had 
hyperechoic  renal  pyramids.  The 
renal  cortex  was  normal,  there  was 
no  evidence  of  debris  within  the 
collecting  system  (Figure),  and,  like- 
wise, there  was  no  evidence  of  ob- 
structive uropathy.  The  renal  pyra- 
mids are  usually  hypoechoic  in  the 
normal  kidney  and  less  echo-filled 
than  the  cortex. 


Discussion 

Infection  by  Candida  albicans  can 
be  grouped  into  two  categories: 
superficial  and  deep  (systemic).  The 
superficial  forms  of  infection  tend 
to  be  self  limited,  requiring  little  in 
the  way  of  therapeutic  intervention. 
The  systemic  form  of  the  disease  has 
a high  associated  morbidity  and 
mortality.  The  mainstay  drugs  for 
treatment  of  this  disease  remain  am- 
photericin B and  flucytosine.  The 
potential  toxicity  of  these  regimens 
is  well  known. 

The  differentiation  between  the 
systemic  and  local  forms  of  disease 
can  often  be  difficult.  The  finding  of 
yeast  in  hyphal  forms  in  the  urine  is 
nonspecific.  It  may  represent:  a con- 
taminant, a local  infection  due  to 
Candida  cystitis,  or  a systemic  in- 
fection. In  a study  of  109  children 
with  disseminated  candidiasis, 
Hughes3  found  that  renal  and  he- 
patic function  tests  were  normal  in 
half  the  patients  with  candidiasis  of 
these  organs.  Consequently,  imag- 
ing studies  are  important  in  the  dif- 
ferential diagnosis. 

There  is  a marked  propensity  for 
deep  organ  Candida  infection  to 
involve  the  kidney.  In  an  autopsy 
series  of  disseminated  candidiasis 
conducted  by  Parker  et  al,4  a charac- 
teristic pattern  of  deep  organ  in- 
volvement was  noted.  In  their  se- 
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Fig.-Longitudinal  image  of  the  right  kidney.  The  image  shows  no  evidence  of  hydronephro- 
sis. The  medullary  rays  are  hyperechoic.  There  is  no  evidence  of  perineural  disease. 


ries,  80%  had  genitourinary  tract  in- 
volvement, and  half  had  CNS  in- 
volvement. 

Pathologically,  the  initial  lesions 
of  renal  Candida  infection  are  mi- 
croabscesses with  inflammatory  cells 
in  the  parenchyma.  Later  complica- 
tions include  mycelia  collections  in 
tubules,  necrotizing  papillitis,  and 
fungus  balls  in  the  pyelocalyceal 
system  resulting  in  hydronephro- 
sis. The  two  reported  sonographic 
patterns  in  candidiasis  are  a pyo- 
nephrosis with  an  echo-filled,  di- 
lated collecting  system,  or  a diffusely 
increased  echogenic  kidney.  Intra- 
and  juxtarenal  abscesses  will  also  be 
associated  at  times  with  these  find- 
ings. The  fungus  balls  typically 
appear  as  echogenic  masses  with- 
out acoustic  shadowing.  In  our  case 
of  renal  candidiasis,  the  sonogra- 
phic pattern  was  somewhat  differ- 
ent. The  examination  showed  very 


echogenic  renal  pyramids  with  a 
normal  cortex.  Although  other  forms 
of  imaging  can  be  used,  sonography 
remains  the  mainstay  because  of 
ready  availability  and  high  accu- 
racy. This  examination  does  not  need 
contrast  administration  as  does 
computed  tomography.  Contrast  ad- 
ministration may  be  contraindicated 
if  renal  function  is  compromised. 

The  difference  in  ultrasound  pat- 
terns with  Candida  albicans  infec- 
tion of  the  kidney  are  most  likely 
due  to  the  pathophysiology  and 
stage  of  evolution.  Our  case  most 
likely  represented  the  form  of  dis- 
ease where  mycelia  collections  in 
the  tubules  and  papillitis  are  the 
predominate  manifestations.  In- 
creased areas  of  abnormal  echogen- 
icity have  also  been  identified  in 
bacterial  infections  which  have  re- 
sulted in  dilated  cell  filled  tubules. 
The  differential  diagnosis  of  in- 


creased echogenicity  in  the  renal 
pyramids  needs  to  include  Candida 
albicans  infection  as  a diagnostic 
possibility.  Increased  echogenicity 
with  other  disease  processes  can  be 
focal  or  diffuse,  with  or  without 
acoustic  shadowing.  The  medullary 
type  of  increased  echogenicity  is 
more  frequent  than  the  cortical  type. 
Theses  entities  include  primary 
hyperparathyroidism,  renal  tubular 
acidosis,  primary  oxaluria.  Par- 
enchymal renal  disease  includes 
chronic  glomerulonephritis,  medul- 
lary sponge  kidney,  and  various  vas- 
cular conditions.5  These  diseases 
have  a much  different  clinical  pres- 
entation than  renal  infection  with 
Candida.  Consequently,  renal 
sonography  showing  this  particular 
pattern  is  extremely  helpful  in  the 
differential  diagnosis  of  superficial 
and  systemic  Candidia  albicans  renal 
infection  in  a patient  with  AIDS. 
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Screening  men  for  domestic  violence 
in  your  medical  practice 

Mark  Chelmowski,  MD,  and  L.  Kevin  Hamberger,  PhD,  Milwaukee 


The  overwhelming  majority  of 
victims  of  domestic  violence 
are  women,  with  the  batterers  being 
men.1  Each  year,  2 million  to  4 mil- 
lion women  in  the  United  States  are 
victims  of  domestic  violence,  mak- 
ing battering  the  leading  cause  of 
injury  to  women.2  Among  all  women 
seeking  care  in  an  ambulatory  clinic, 
up  to  40%  report  a history  of  being 
battered  by  an  intimate  partner.3 
Further,  children  of  these  women 
are  also  at  risk  for  being  abused4and 
developing  a number  of  behavioral 
and  psychosocial  problems.5  Early 
identification  and  appropriate  re- 
ferral of  battered  women  can  help 
prevent  future  harm  to  these  women 
and  their  children. 

Although  sheltering  battered 
women  and  children  is  crucial  for 
ensuring  immediate  safety  and  cri- 
sis intervention  needs,  a view  shared 
by  many  working  in  the  field  of 
domestic  violence  is  that,  to  ult; 
mately  decrease  violence  against 
women,  the  causes  of  their  physical 
and  psychological  harm  need  to  be 
addressed.6  These  causes  include 
distal,  or  social  and  cultural  factors, 
as  well  as  proximal,  or  immediate 
factors.7  The  most  salient  immedi- 
ate cause  of  woman  abuse  is  the 
male  partner  who  is  battering. 

Although  incidence  and  preva- 
lence studies  have  not  been  con- 
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ducted,  it  is  reasonable  to  assume 
that,  like  battered  women,  men  who 
batter  also  seek  routine  health  care 
in  ambulatory  settings. 

Identification  of  batterers  can 
occur  by  self-report,  after  victim 
report  (case  finding),  or  upon  di- 
rected questioning  by  the  health  care 
worker  (screening).  Identified  bat- 
terers can  be  counseled  about  their 
responsibility  for  the  violence  and 
their  need  for  change.  They  can  also 
be  offered  treatment  that  may  help 
them  change  their  behavior  and 
provide  safety  for  their  partners  and 
children. 

Case  report 

A 34-year-old  married  man  was  seen 
for  a routine  physical  examination. 
He  was  a recovering  alcoholic  who 
regularly  attended  Alcoholics  An- 
onymous meetings  for  several  years. 
He  had  a severe  cerebral  contusion 
from  a serious  motorcycle  accident 
5 years  prior  that  left  him  comatose 
for  several  days.  He  recovered  with- 
out any  obvious  sequelae.  A follow- 
up CT  scan  of  his  head  was  normal. 
He  returned  to  his  job  in  manage- 
ment several  weeks  later. 

On  completion  of  the  examina- 
tion, his  physician  paused  to  write 
notes  and  the  patient  volunteered, 
"You  know.  Doc,  since  my  accident 
I have  had  a hard  time  controlling 
my  temper."  When  asked  what  he 
meant  by  that,  he  said,  "Things  just 
get  to  me  more  than  they  used  to  be- 
fore the  accident;  my  fuse  is  shorter." 
When  asked  to  elaborate,  he  said, 
"Well,  I do  not  have  any  patience 
anymore  at  work  or  at  home  and 
sometimes  I feel  myself  taking  out 
my  frustration  on  my  wife."  He  was 
asked  directly  if  he  ever  hit  her,  and 
he  responded  that  he  struck  her  on  a 
number  of  occasions  with  his  fists, 


and  once  his  wife  sought  emergency 
room  treatment  for  serious  bruises 
that  he  had  inflicted. 

His  physician's  response  con- 
sisted of  several  key  components. 
The  first  component  was  suppor- 
tive confrontation.  He  reassured  the 
patient  that  after  a serious  injury 
such  as  his,  feelings  of  anger  and 
frustration  are  not  unusual,  but  that 
this  type  of  behavior  was  probably 
not  caused  by  his  injury.  It  was 
stressed  that  his  violent  behavior 
was  not  an  acceptable  way  to  cope 
with  his  feelings.  Second,  the  pa- 
tient was  encouraged  to  accept  a re- 
ferral to  a local  program  for  men 
who  batter  their  partners.  Third,  he 
was  also  encouraged  to  control  vio- 
lent urges  by  physically  leavingthe 
situation  when  he  began  to  notice 
his  anger  levels  rise.  While  gone,  he 
was  instructed  to  use  a relaxation 
technique  and  remind  himself  to 
avoid  using  violence. 

Discussion 

Knowledge  of  community  resources 
for  victims  as  well  as  abusive  part- 
ners is  crucial.  Many  communities 
have  organized  treatment  programs 
for  men  who  batter  (Table). 

Men  who  batter  also  seek  medi- 
cal care  in  ambulatory  care  settings 
for  routine  health  needs.  As  with 
battered  women,  when  a man  is  iden- 
tified as  a batterer,  one  important 
intervention  is  to  provide  him  with 
appropriate  patient  education  and 
referral  information.  Other  in-office 
interventions  with  batterers  and 
their  partners  include  supportive 
confrontation  and  control  planning 
and  safety  planning  with  the  victim. 
These  principles  are  illustrated  in 
the  following  case  report. 

It  is  uncommon  for  a batterer  to 
volunteer  information  about  violent 
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behavior  to  a physician  and,  unlike 
the  patient  in  the  case  report,  batter- 
ers are  often  unwilling  to  admit  or 
take  responsibility  for  their  actions. 
Generally,  a batterer  is  identified  af- 
ter the  victim  reports  an  incident  of 
abuse. 

Psychological  or  physical  abuse 
is  generally  used  to  exert  power  and 
control  over  another  individual  in  a 
relationship.  This  behavior  may  be 
learned  as  children.  Boys  who  wit- 
ness abuse  as  a child  are  at  increased 
risk  to  behave  abusively  as  an  adult.8 
Batterers  are  more  likely  to  lack  as- 
sertive communication  skills  and 
have  difficulty  negotiating  conflict.9 
Psychological  testing  has  shown  bat- 
terers to  have  a higher  incidence  of 
borderline,  passive  aggressive,  anti- 
social and  narcissistic  personality 
disorders.10 

Batterers  are  more  likely  to  have 
a criminal  record  and  to  have  com- 
mitted other  episodes  of  nonspousal 
violence.11  Alcohol  and  other  sub- 
stance abuse  is  also  more  prevalent 
in  batterers.8  In  these  cases,  chemi- 
cal dependency  treatment  should 
supplement  batterer  treatment. 

It  is  unclear  whether  biologic  fac- 
tors play  a significant  role  in  the 
genesis  of  violent  behavior.  One 
study  has  suggested  that  individu- 
als who  have  a history  of  repeated 
head  injuries  may  be  more  likely  to 
engage  in  violent  behavior.12  Fur- 
thermore, Rosenbaum  et  al,13  in  a 
controlled  study,  found  that  history 
of  significant  head  injury  produced 
a sixfold  increase  in  the  risk  of  mari- 
tal aggression.  A subsequent  study 
by  the  latter  group14  assessing  mari- 
tal violence  among  head-injured 
males,  however,  did  not  find  in- 
creased risk  in  comparison  to  a group 
of  orthopedically  injured  men.  The 
role  of  head  injury  in  the  genesis  of 
marital  violence  remains  unsettled. 

Similarly,  compared  to  nonvio- 
lent men,  batterers  show  a number 
of  differences  on  measures  of  per- 
sonality, psychopathology,  and 
criminal  behavior,  although  these 
variables  are  not  universally  pathog- 


nomonic. There  is  no  typical  bat- 
terer profile.  This  problem  can  and 
does  occur  in  all  socioeconomic 
classes,  and  many  men  who  batter 
show  no  evidence  of  psychological 
distress  or  criminal  lifestyle. 

The  tone  of  inquiry  when  asking 
about  violent  behavior  should  not 
be  overly  confrontational  or  sympa- 
thetic. Rather,  a matter-of-fact,  prob- 
lem-solving approach  which  encour- 
ages collaboration  with  the  patient 
is  likely  to  yield  more  information 
and  greater  cooperation.  Asking 
about  abusive  behavior  using  the 
"funneling  technique"  begins  with 
broad  questions  like  "How  is  your 
relationship  with  your  significant 
other?"  and  is  followed  with  further 
questions,  such  as  "We  all  argue. 
What  happens  when  you  and  your 
partner  fight?"  If  screening  ques- 
tions reveal  possible  violent  and  con- 
trolling behavior,  more  specific  ques- 
tions concerning  hitting,  shoving, 
pushing  and  the  use  of  weapons 
and  threats  should  ensue.  The  phy- 
sician should  not  attempt  to  medi- 
ate disputes  between  partners. 
Couples  counseling  can  actually  lead 
to  increased  violent  behavior  and 
should  not  be  suggested  until  the 
man  has  stopped  his  battering. 

If  the  threat  of  more  violence  ap- 
pears high,  the  physician  should  con- 
sider notifying  the  partner  of  a bat- 
terer to  discuss  safety  planning  and 
community  resources.  If  the  threat 
of  violence  is  not  imminent,  and  the 
woman  is  already  a patient  in  the 
practice,  discussion  about  battering 
and  safety  planning  could  be  under- 
taken at  a future  visit.  If  the  partner 
is  currently  not  under  the  physi- 
cian's medical  care,  the  physician 
could  ask  the  batterer  for  permis- 
sion to  contact  the  victim  separately. 
Such  a request  of  the  man  could  be 
framed  as  part  of  the  standard  oper- 
ating procedure,  for  example:  "In 
cases  such  as  this,  I have  a policy  of 
contacting  the  woman  and  inviting 
her  in  for  a consultation.  This  way,  I 
can  find  out  her  perspective  on 
things,  and  answer  any  questions 


she  may  have."  Such  contacts  with 
the  battered  spouse,  however,  must 
be  confidential  from  the  abuser. 
Unauthorized  disclosure  to  an 
abuser  of  information  provided  by  a 
battered  woman  can  further  endan- 
ger her. 

If  a patient  discloses  that  he  has 
assaulted  his  partner,  there  is  no  le- 
gal duty  to  report  the  offense  to  au- 
thorities, but  there  are  circumstances 
which  could  warrant  reporting  or 
other  efforts  to  warn  or  protect  po- 
tential victims.  For  example:  If,  upon 
further  assessment,  it  is  suspected 
that  children  are  also  being  abused 
or  maltreated,  this  must  be  reported 
to  child  protective  services.  Alter- 
natively, if  a patient  discloses  speci- 
fic plans  and  intent  to  harm  or  kill 
another,  the  health  care  provider  as- 
sumes responsibility  to  warn  and 
protect  the  potential  victim.15  Such 
responsibility  could  include  hospi- 
talizing the  assaultive  patient,  con- 
tacting the  potential  victim  and  oth- 
ers who  could  assist  in  preventing 
assault  or  homicide  from  occurring. 

Specialized  counseling  programs 
for  spouse  abusers  have  developed 
in  recent  years.  A typical  program, 
such  as  that  conducted  by  the  sec- 
ond author  in  Kenosha,  Wisconsin, 
consists  of  15  to  24  weekly  small 
group  sessions.  The  primary  goal  of 
the  counseling  is  for  participants  to 
stop  physical,  sexual  and  psycho- 
logical abuse  of  their  partners.  Ses- 
sions emphasize  the  participants'  re- 
sponsibility to  stop  the  violence  and 
control  their  own  behaviors  and  feel- 
ings. Equality  and  sharing  of  power 
between  partners  is  stressed  through 
training  in  responsible  assertive 
communication  and  conflict  resolu- 
tion skills.  Relaxation  and  self-im- 
posed time-out  skills  are  taught  to 
facilitate  self-control  of  physical  and 
emotional  arousal.  Participants  also 
learn  effective  problem-solving  skills 
for  thinking  about  and  choosing  al- 
ternative courses  of  action  in  diffi- 
cult life  circumstances. 

Research  on  treatment  programs 
shows  that  50%  to  75%  of  men  who 
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Beaver  Dam 

Lutheran  Social  Services 

1010  DeClark  St 

Beaver  Dam,  WI  53916 

Contact:  Joanne  Damico-Grajczyk 

414-887-3171 

Eau  Claire 
NOWS 

202  Graham  Ave 
Eau  Claire,  WI  54701 
Contact:  Charles  Rumberg 
715-832-3471 

Fond  du  Lac 
Men's  Group 

Friends  Aware  of  Violent  Relationships 
PO  Box  1752 

Fond  du  Lac,  WI  54936-1752 
Contact:  Marilyn  Pape 
414-922-7760 

Green  Bay 

Alternatives  Program 
1725  Dousman  St 
Green  Bay,  WI  54307 
Contact:  Cindy  Wilkinson 
414-498-9182 

Catholic  Diocese  of  Green  Bay 
1825  Riverside  Dr 
Green  Bay,  WI  54301 
Contact:  Cecelia  Held 
414-437-7531 

Janesville 

Deferred  Prosecution 
Domestic  Violence  Intervention 
51  S Main  St 
Janesville,  WI  53545 
Contact:  Kris  Koeffler 
608-757-5677 

Kenosha 

Interconnections 
920  60th  St 
Kenosha,  WI  53140 
Contact:  Theresa  Potente 
414-654-5333 

Program  for  Men  Who  Batter 
PO  Box  598 
Kenosha,  WI  53141 
Contact:  Kevin  Hamberger 
414-553-9500 

Lac  du  Flambeau 

Lac  du  Flambeau  Domestic  Abuse 

Program 

Box  67 

Lac  du  Flambeau,  WI  54538 
Contact:  Sue  Wolfe  715-588-7660 
(Main  # 588-3371) 

Native  American  Statewide  Shelter 
1-800-236-7660 


La  Crosse 

Men's  Abuse  Program 
Family  and  Children  Center 
2507  Weston  St 
La  Crosse,  WI  54601 
Contact:  Ingrid  Peterson 
608-785-0001 

Madison 

Program  to  Prevent  Woman  Abuse 

Alternatives  to  Aggression 

214  N Hamilton 

Madison,  WI  53703 

Contact:  Kevin  Browne 

608-251-7611 

Midwest  Center  for  Human  Services 
2828  Marshall  Court,  Suite  #210 
Madison,  Wisconsin  53705 
Contact:  Darold  Hanusa 
608-231-3300 

Manitowoc 

Catholic  Social  Services 
PO  Box  398 
Manitowoc,  WI  54220 
Contact:  James  Neuser 
414-684-6651 

Lutheran  Social  Services 

721  Park  St 

Manitowoc,  WI  54220 

Contacts:  Tom  Pritzl  and  Lynne  Guinther 

414-682-3332 

Milwaukee 
Nevermore 
819  N Marshall 
Milwaukee,  WI  53202 
Contact:  Jim  Welsh 
414-272-6199 

Batterers  Anonymous 
PO  Box  08110 
Milwaukee,  WI  53208 
414-342-8733 

Milwaukee  Task  Force 

for  Battered  Women  and  Children 

414-643-1911 

Neenah 

Men's  Support  Group 

Regional  Domestic  Abuse  Services,  Inc. 

PO  Box  99 

Neenah,  WI  54956 

Contact:  Eileen  Connolly 

414-729-5727 

Ne-Naiah-Knha-Kok 

‘Positive  Indian  Development  Center 

PO  Box  982 

Keshena,  WI  54135 

Contact:  Joe  Lawe 

715-799-4398 


Oshkosh 

Life  Resources208  State  St 
Oshkosh,  WI  54901 
Contact:  Vic  King 
414-235-6239 

Racine 

Alternatives  to  Aggression 
Family  Services  of  Racine 
420  7th  St 
Racine,  WI  53403 
Contact:  Allen  Vogt 
414-634-2391 

River  Falls 

Pierce  County  Mental  Health  Center 
Box  670 

Elsworth,  WI  54011 
Contact:  Ann  Roquet 
715-273-3531 

Sheboygan 

‘Violence  Intervention  Program 

1415  N 13th  St 

Sheboygan, WI  53081 

Contacts:  Joeefira  Hizon  and  Pamela 

Schultz 

414-457-6710 

Stei’ens  Point 

EVOLVE  Family  Crisis  Center 

1616  W River  Dr 

Stevens  Point,  WI  54481 

Contacts:  Laurie  Larrison  and  Amy 

Kulhanek 

(Services  include  a shelter  and  support  groups 
for  women,  children  and  male  perpetrators) 

Sturgeon  Bay 
HELP  of  Door  County 
PO  Box  319 

Sturgeon  Bay,  WI  54235 
Contact:  Rose  Gruber 
414-743-8818 

Superior 

Human  Resource  Center 
39  N 25th  St  E 
Superior,  WI  54880 
Contact:  Shirley  O'Hare 
715-392-8216 

Waukesha 

New  Thresholds  People  to  People 

WCTI 

800  Main  St 

Pewaukee,  WI  53072 

Contact:  Mary  Iverson 

414-542-0123 

Wausau 

Children's  Service  Society 
2420  Stewart  Square,  Suite  E 
Wausau,  WI  54401 

Contacts:  Lee  Shipway  and  Jeff  Sargent 
715-848-1457 


‘Unable  to  verify  current  information  on  program,  12/94. 
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complete  treatment  reduce  or 
eliminate  violent  behavior.16  Re- 
search also  shows  that  only  about 
half  of  those  who  begin  counsel- 
ing actually  complete  it.  Also,  even 
among  men  who  stop  physical  vio- 
lence, psychological  abuse  often 
continues.  Therefore,  abuser  coun- 
seling should  never  be  held  out  as 
a panacea,  especially  to  battered 
women.  Even  among  men  who  do 
complete  abuser  treatment,  it 
should  be  stressed  that  abuser 
counseling  does  not  guarantee  fu- 
ture violence-free  behavior.  In  the 
end,  of  course,  it  is  up  to  the  bat- 
terer to  stop  his  violence.  Further, 
battered  women  must  decide 
whether  they  wish  to  remain  in  a 
relationship  with  the  batterer.  If 
the  relationship  continues,  she  is 
encouraged  to  maintain  a safety 
plan  for  effective  action  in  the  event 
that  violence  re-emerges. 

Conclusion 

As  another  tool  for  reducing  vio- 
lence in  our  communities,  physi- 
cians should  consider  screening 
men  in  their  practice  for  violent 
behavior  in  the  course  of  inquir- 
ing about  current  and  pastrela- 
tionships.  In  conducting  such  as- 
sessment, physicians  must  be 
aware  of  local  resources  in  their 
community  for  helping  both  vic- 
tims and  batterers,  as  well  as  their 
limitations.  Finally,  it  must  always 
be  recalled  that  all  violence  assess- 


ments should  have  as  an  ultimate 
goal  the  safety  of  battered  women 
and  their  children. 
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Health  education  delivery  by  Wisconsin  veterinarians 


Douglas  J.  Reding,  MD;  Virginia  Fischer,  MS;  Karen  Lappe,  RN,  BSN;  and  Paul  Gunderson,  PhD,  Marshfield 

Established  methods  of  health  promotion  for  the  general  population  are 
not  as  effective  with  rural  populations,  in  part  because  conventional 
health  education  delivery  systems  may  not  penetrate  isolated  rural  areas. 

In  particular,  the  self-reliant  behaviors  of  farmers  make  them  less  likely 
to  seek  traditional  forms  of  health  care,  including  health  promotional 
activity.  Yet  farmers  place  a great  deal  of  trust  in  their  veterinarian  and 
highly  rate  veterinarian  integrity.  Wisconsin  veterinarians  expressed  an 
interest  in  the  health  of  their  human  clients  as  well  as  the  health  of  the 
animals  in  their  care.  An  education  demonstration  project  was  devel- 
oped to  determine  farmers'  acceptance  of  veterinarians  delivering 
human  health  information  to  their  workplace  (farms).  Thirteen  veteri- 
narians who  provide  services  in  one  north  central  Wisconsin  county 
delivered  skin  cancer  and  sun  protection  information  to  farmers  as  part 
of  their  routine  herd  health  checks.  Participating  farmers  reported  this  to 
be  an  acceptable  way  to  receive  information  about  human  health  issues. 

This  novel  method  of  education  delivery  may  be  an  effective  means  to 
disseminate  human  health  information  to  difficult-to-reach  rural 
populations.  Wis  Med  J.1994;93(12):627-629. 


In  1990,  the  National  Institute 
for  Occupational  Safety  and 
Health  awarded  the  National  Farm 
Medicine  Center  (NFMC),  a 3-year 
cooperative  agreement  to  fund  the 
Wisconsin  Farmers'  Cancer  Con- 
trol Program  (WFCCP).  The  goals 
of  WFCCP  were  to  identify  prob- 
lems the  Wisconsin  farming  com- 
munity faces  in  obtaining  adequate 
health  care  for  cancer  screening, 
and  to  design  and  test  interven- 
tions potentially  capable  of  im- 


proving access  to  cancer  educa- 
tion and  screening.1  Skin  cancer 
was  targeted  because  of  its  high 
incidence  among  farmers.2  The  ma- 
jority of  skin  cancer  can  be  pre- 
vented by  avoiding  exposure  to 
the  sun  at  peak  hours  and  by  the 
use  of  sunblock  and  adequate 
clothing  to  decrease  sun  exposure.3- 

5 

By  nature  farmers  are  reported 
to  be  a healthy  lot.2  There  is, 
however,  an  increased  risk  for 
specific  types  of  cancer  among 


farmers,  namely  skin,  esophagus, 
lip,  prostate,  brain  and  certain 
hematologic  malignancies.2,6  Ru- 
ral populations  usually  gain  ac- 
cess to  health  care  at  lower  rates 
than  their  urban  counterparts.7-9 
Barriers  to  obtaining  health  care 
may  be  geographic,  economic,  or 
educational.1 

Despite  the  fact  that  skin  cancer 
is  largely  preventable,  the  inci- 
dence is  rising  by  4%  per  year.10 
Investments  of  time  and  money 
for  prevention  activities  are  far 
more  cost  effective  than  treating 
preventable  diseases.  Although 
American  industrial  settings  have 
been  targeted  for  some  time  with 
health  promotion  initiatives,  the 
American  farm  is  a relatively  new 
target  site. 

In  focus  groups  with  15  farm 
families,  participants  recom- 
mended education  materials  be 
kept  simple  and  brief,  education 
about  healthy  life  styles  and  can- 
cer risks  begin  with  their  children, 
and  health  promotion  education 
be  brought  to  the  work  place,  ie, 
the  farm.  To  address  these  recom- 
mendations, WFCCP  devised  a 
novel  means  of  delivering  skin 
cancer  education  to  rural  agricul- 


This  project  was  funded  by  the  Na- 


tional  Institute  for  Occupational  Safety 
and  Health,  grant  #U03/CCU506135- 
02.  Dr  Reding  is  an  oncologist-hema- 

Table  1 

—Veterinarian 

sun  protection  project,  survey  responses  by  age. 

tologist  with  the  Marshfield  Clinic. 

Age 

No.  of 

% Agree 

No.  of 

% Agree  or 

Fischer  is  a health  educator  with  the 
National  Farm  Medicine  Center,  a 

(years) 

respondents 

(delivery) 

or  strongly  agree"' 
(delivery) 

respondents 

(mail) 

or  strongly  agree* 
(mail) 

Division  of  Marshfield  Clinic.  Lappe 

20-29 

18 

97% 

15 

79% 

is  a program  manager  with  the  Na- 

30-39 

25 

83% 

62 

66% 

tional  Farm  Medicine  Center.  Dr 

40-49 

19 

80% 

63 

71% 

Gunderson  is  director  of  the  Marshfield 

50-59 

23 

83% 

50 

67% 

Medical  Research  and  Education  Foun- 
dation. Reprint  requests  to:  Douglas  J. 
Reding,  MD,  Marshfield  Clinic,  1000 

60  + 

9 

(11  missing) 

50% 

37 

(22  missing) 

85% 

N Oak  Ave,  Marshfield,  WI  54449. 
Copyright  1994  by  the  State  Medical 
Society  of  Wisconsin. 

* As  appropriate  or  acceptable  for  a veterinarian  to  deliver  human  health 
information. 
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tural  workers  utilizing  veterinari- 
ans. The  specific  purpose  of  this 
study  was  to  determine  the  accepta- 
bility to  farmers  of  having  veteri- 
narians deliver  human  health  infor- 
mation to  them. 

Methods 

WFCCP  staff  collaborated  with  the 
Wisconsin  Veterinary  Medical  As- 
sociation, the  University  of  Wiscon- 
sin Veterinary  School,  and  the 
American  Cancer  Society,  Wiscon- 
sin Division.  A skin  cancer  brochure 
(Hawesting  Heal th— Skin  Cancer)  was 
developed  to  target  the  educational 
needs  of  farmers.  The  intervention 
was  designed  to  test  the  acceptance 
by  farmers  of  veterinarians  deliver- 
ing information  on  human  health. 

Two  geographically  separate 
rural  northern  Wisconsin  counties 
were  chosen  for  the  pilot  project. 
Both  counties  have  large  farming 
populations  who  live  long  distances 
from  tertiary  health  care  facilities. 
Two  types  of  interventions  were 
tested.  Veterinarians  in  one  county 
provided  the  WFCCP  staff  with  their 
lists  of  dairy  clients.  The  Hawesting 
Health— Skin  Cancer  brochure  was 
mailed  to  1,219  dairy  farmers  along 
with  a letter  from  the  principal  in- 
vestigator and  health  educator  of 
the  project,  introducing  the  brochure 
and  encouraging  the  farmer  to  read 
it. 


In  the  second  county,  veterinari- 
ans actively  participated  in  the  proj- 
ect by  delivering  the  sun  protection 
and  skin  cancer  information  directly 
to  284  dairy  farmers  as  part  of  the 
routine  herd  health  visits.  Prior  to 
the  intervention,  veterinarians  were 
briefed  about  the  project  by  WFCCP 
staff  and  provided  with  educational 
materials  on  skin  cancer  and  sun 
protection.  The  intervention  con- 
sisted of  the  delivery  of  the  Hawest- 
ing Health— Skin  Cancer  brochure,  a 
copy  of  "Caps  & Hats"  booklet  (the 
results  of  another  skin  cancer  pre- 
vention project  of  the  NFMC),11  and 
a sample  of  SPF  # 15  sunscreen. 

Following  each  intervention,  a 
two-page,  13-question  survey  was 
mailed  to  participating  dairy  farm- 
ers to  determine  the  acceptability  of 
having  the  veterinarian  deliver 
human  health  information  as  part  of 
herd  health  visits.  Knowledge  gain 
was  not  a survey  objective.  In  keep- 
ing with  the  specific  purpose  of  the 
study,  both  groups  were  surveyed 
to  evaluate  if  there  was  a difference 
in  the  effect  of  veterinarian  delivery 
on  the  degree  of  acceptance.  Of  the 
1,219  farmers  who  received  the 
mailed  brochure,  249  (20%)  returned 
the  survey.  In  the  county  where  vet- 
erinarians delivered  the  educational 
materials  to  284  farmers,  105  (37%) 
responded.  Survey  data  were  ana- 
lyzed for  the  level  of  acceptance  to 


receiving  human  health  information 
from  veterinarians;  these  results 
were  correlated  with  age  and  edu- 
cation of  the  farmer. 

Results 

Dairy  farmers  in  both  groups  who 
responded  to  the  survey  were  simi- 
lar in  age  and  education  level.  The 
majority  of  respondents  were  be- 
tween the  ages  of  30  and  59  years 
and  had  a high  school  degree.  Farm- 
ers in  both  groups,  regardless  of  age 
or  education  level,  felt  it  was  accept- 
able and  appropriate  for  the  veteri- 
narian to  deliver  human  health  in- 
formation (Tables  1 and  2).  Of  the 
farmers  in  the  "mail  out"  group, 
66%  agreed  that  receiving  human 
health  information  from  the  veteri- 
narian was  useful.  In  the  group  re- 
ceiving human  health  materials 
directly  from  the  veterinarian,  86% 
felt  it  was  an  appropriate  method  of 
delivery  (Table3).  Because  theques- 
tions  were  not  exactly  the  same  on 
the  two  surveys,  it  was  not  possible 
to  analyze  them  for  statistically  sig- 
nificant differences. 

Discussion 

In  an  attempt  to  overcome  barriers 
to  cancer  prevention  and  early  de- 
tection in  a rural  agricultural  com- 
munity, veterinarians  were  recruited 
to  deliver  skin  cancer  and  sun  pro- 
tection information  to  farmers.  The 
farmers  surveyed  were  receptive  to 
this  novel  way  of  providing  human 
health  educational  material  to  farm- 
ing and  rural  populations  who  may 
not  be  reached  through  conventional 
methods  of  health  education  and 
health  care  delivery  systems.  This 
veterinarian  delivery  system  was 
developed  in  response  to  focus 
groups  with  farm  families.  Materi- 
als delivered  to  the  farmers  by  the 
veterinarians  were  specially  de- 
signed by  WFCCP  staff  with  an 
occupationally  sensitive  design  and 
message  appropriate  to  the  farming 
community.  The  designed  educa- 
tional materials  depicted  farm  situ- 
ations which  the  farmers  encounter 


Table  2.— Veterinarian  sun  protection  project,  survey  responses  by  education 
levels. 


Education 

No.  of 

% Agree  or 

No.  of 

% Agree  or 

levels 

respondents 

strongly  agree* 

respondents 

strongly  agree* 

(delivery) 

(delivery) 

(mail) 

(mail) 

8th  grade  or  less 

5 

60% 

21 

67% 

some  high  school 

6 

100% 

11 

60% 

high  school  degree 

67 

82% 

102 

69% 

some  college 

21 

100% 

64 

67% 

college  degree 

6 

83% 

49 

(2  missing) 

63% 

* As  appropriate  or  acceptable  for  veterinarian  to  deliver  human  health 
information 
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Table  3— Veterinarian  sun  protection  project,  responses  by  type  of  interven- 
tion. 


Type  of 

No. 

% Agree  or 

% Agree  or 

intervention 

retums/contacts 

strongly  agree* 

strongly  agree* 

(delivery  human 

(talk  about  human 

health  information) 

health  information) 

Delivery 

105/284 

86% 

68% 

Mailout 

249/1219 

66% 

52% 

* As  appropriate  or  acceptable  for  a veterinarian. 


daily  and  the  message  was  direct 
and  brief. 

The  acceptance  of  this  delivery 
system  was  higher  in  the  farmer 
group  directly  receiving  the  materi- 
als from  veterinarians  as  opposed  to 
those  farmers  receiving  only  infor- 
mation through  the  mail.  This  may 
reflect  the  trust  dairy  farmers  place 
in  their  veterinarian  as  opposed  to 
mail  delivered  messages.  The  time 
required  for  delivery  of  the  human 
health  information  and  basic  ques- 
tions about  the  skin  cancer  materi- 
als added  only  minutes  to  the  busi- 
ness intent  of  the  veterinarian's  visit. 
This  additional  amount  of  time  was 
acceptable  both  to  farmers  and  vet- 
erinarians. The  veterinarian  deliv- 
ery system  could  be  generalized  to 
other  types  of  veterinarians'  prac- 
tices. 

Few  adverse  comments  were 
recorded  by  farmers  from  either  the 
mail  out  or  veterinarian  delivered 
group.  This  may  reflect  farmers' 
acceptance  of  information  delivered 
to  them  by  veterinarians.  As  a re- 
lated issue,  veterinarians  made  their 
intentions  clear,  that  they  did  not 
wish  to  be  involved  in  the  practice  of 
human  medicine  or  examination  of 
questionable  skin  lesions.  Veterinari- 
ans freely  recommended  farmers 
seek  medical  attention  if  questions 
about  a skin  abnormality  arose. 

Due  to  the  initial  success  of  this 
demonstration  project,  further  stud- 
ies on  farmers  and  their  families 
would  be  appropriate  to  evaluate 
the  desired  changes  in  knowledge 
and  behavior  due  to  the  interven- 


tion. Sample  size  associated  with 
the  intervention  would  be  increased. 
Such  a study  may  show  this  is  an 
effective  method  to  disseminate 
human  health  information  to  diffi- 
cult-to-reach  rural  populations. 

References 

1.  Reding  D,  Anderson  H,  Lappe  K, 
Hanrahan  L,  et  al.  Public  Health: 
The  Wisconsin  Farmers'  Cancer 
Control  Project.  PV/s  Med  /.  1991; 
90:443-445. 

2.  Blair  A,  Zahm  S.  Cancer  among  farm- 
ers. In  Cordes  D,  Rea  R (eds):  Occu- 
pational Medicine:  Health  Hazards  of 
Farming.  Philadelphia:  Hanley  & 
Belfus  Inc.  1991:335-354. 

3.  Marks  R,  Jolley  D,  Lectsas  S,  Foley  P. 
The  role  of  childhood  exposure  to 
sunlight  in  the  development  of  solar 
keratoses  and  non-melanocytic  skin 
cancer.  Med  J Aust.  1990;152:62-66. 

4 Stern  R,  Weinstein  M,  Baker  S.  Risk 
reduction  for  nonmelanoma  skin 
cancers  with  childhood  sunscreen 
use.  Arch  Dermatol.  1986;122:537-545. 

5.  Hurwitz  S.  The  sun  and  sunscreen 


protection:  Recommendations  for 
children.  J Dermatol  Surg  On- 
col. 1988;14:657-660. 

6.  Saftlas  A,  Blair  A,  Canter  K,  Hanra- 
han L,  et  al.  Cancer  and  other  causes 
of  death  among  Wisconsin  farmers. 
Am  JInd  Med. 1987 ;11:119-129. 

7.  US  Congress,  Office  of  Technology 
Assessment.  Health  Care  in  Rural 
America  OTA-H-434.  Washington, 
DC:US  Government  Printing  Office. 
September  1990:35-60. 

8.  Rowland  D,  Lyons  B.  Triple  jeop- 
ardy: rural,  poor,  and  uninsured. 
Health  Sendees  Research.l989;23(6): 
975-1004. 

9.  DeLeon  P,  Wakefield  M,  Schultz  A, 
Williams  J,  et  al.  Rural  America: 
unique  opportunities  for  health  care 
delivery  and  health  services  research. 
American  Psyc/;o/ogisf.l989;44(10): 
1298-1306. 

10.  American  Cancer  Society.  Cancer 
Facts  & Figures— 1994  (Research 
Report  No.  5008.94).  Atlanta,  Ga. 
1994. 

11.  Lee  B,  Marlenga  B,  Miech  D.  Fann- 
ers' caps  and  hats:  Skin  cancer  preven- 
tion project.  Marshfield  Clin.  1991. •> 


If  you’ve  ever  been  involved 
with  Easter  Seals,  you’re  history. 

If  you’ve  ever  been  involved  with  Easter  Seals, 
you’re  part  of  the  history  we’re  missing.  It’s  all  part 
of  our  75th  Anniversary  celebration.  So  give  us  a 
ring  today.  Tomorrow,  you  could  be  history. 
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Everyone  Out  Of  The  Pool! 

Worker’s  Compensation  Coverage 


That’s  what  some  Worker’s  Compensation  insurers  are  telling 
clinics  and  physicians  throughout  Wisconsin.  These  companies 
want  to  reduce  their  risk  by  eliminating  certain  classes  of 
employees  and  sizes  of  risk  from  their  Worker’s  Compensation 
pool.  In  your  case,  this  includes  physicians,  clinic  employees, 
and  related  medical  service  personnel. 

This  is  not  the  case  with  SMS  Insurance  Services  and  the 
Dodson  Group.  We  want  you  in  our  pool.  That’s  because 
SMS  Insurance  Services  and  the  Dodson  Group  specialize 


in  Worker’s  Compensation  coverage  for  the  medical 
community.  SMS  Insurance  Services  also  offers  Medical 
Professional  Liability,  a Professional  Office  Policy,  and 
umbrella  coverage.  Our  Worker’s  Compensation  program 
is  endorsed  by  the  State  Medical  Society. 

You  can  swim  with  the  sharks  or  come  where  your 
coverage  is  safe.  For  more  information  about  our  Worker’s 
Compensation  and  other  SMS  Insurance  Services  medical 
liability  programs,  contact: 


INSURANCE  SERVICES,  INC. 

Wisconsin  based  - physician  owned  - committed  to  serving  you. 


P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 


Socioeconomic 


Stark  realities: 

Coping  with  federal  and  state  self-referral  paranoia 

Alyce  C.  Katayama,  JD,  and  Lisa  A.  Lyons,  JD,  Milwaukee 


Effective  Jan  1, 1995,  physicians 
(including  MDs,  DOs,  DDSs, 
DPMs,  ODs,  and  DCs)  may  no  longer 
refer  their  Medicare  and  Medicaid 
patients  for  "designated  health  serv- 
ices" to  entities  with  which  they  have 
a "financial  relationship,"  and  the 
entities  may  not  present  claims  for 
such  services.  These  prohibitions  are 
commonly  known  as  "Stark  II"  after 
their  original  sponsor.  Rep  Fortney 
(Pete)  Stark  (D-  Calif).  They  finally 
became  law  as  part  of  the  Omnibus 
Budget  Reconciliation  Act  of  1993 
(OBRA) . OBRA  '93  expands  the  pre- 
existing "Stark  I"1  prohibition 
against  self-referral  for  clinical  labo- 
ratory services  for  Medicare  patients, 
in  effect  since  Jan  1, 1992,  to  10  other 
"designated  health  services."  There 
are,  however,  significant  exceptions 
to  Stark  II's  broad  self-referral  ban, 
including  exceptions  for  group  prac- 
tices, in-office  ancillary  services, 
office  and  equipment  leases,  and 
bona  fide  employment  and  personal 
service  arrangements. 


Katayama  and  Lyons  are  with  Quarles 
& Brady,  Attorneys  at  Law.  Reprint 
requests  to:  Alyce  C.  Katayama,  JD, 
Quarles  & Brady,  411  E Wiscosnin  Ave, 
Milwaukee,  WI  53202-4497.  Copyright 
1994  by  the  State  Medical  Society  of  Wis- 
consin. 


Regulations 

Most  of  the  provisions  of  the  Stark  II 
legislation  require  compliance  not 
only  with  statutory  language  but 
also  with  "such  other  requirements 
as  the  secretary  may  impose  by  regu- 
lation as  needed  to  protect  against 
program  or  patient  abuse."  That 
physicians  are  obligated  to  comply 
with  the  law  in  its  entirety  on  Jan  1, 
1995,  however,  does  not  mean  that 
the  secretary  of  the  Department  of 
Health  and  Human  Services  (DHHS) 
is  obligated  to  issue  regulations  by 
that  time.  If  the  experience  with  Stark 
I is  any  indication  of  what  to  expect, 
it  will  be  a long  time  before  we  see 
final  Stark  II  regulations— DHHS  has 
not  even  hinted  at  when  a draft  might 
appear.  The  Stark  I legislation  was 
enacted  Dec  19,  1989,  and  physi- 
cians were  required  to  comply  with 
it  on  Jan  1,  1992.,  but  24  months 
proved  to  be  an  insufficient  time  for 
the  secretary  to  develop  regulations. 
Proposed  rules  were  finally  pub- 
lished March  11, 1992,  and  have  yet 
to  be  finalized. 

In  the  discussion  that  follows,  we 
have  provided  an  exposition  of  the 
statute  and  some  interpretation 
based  on  existing  definitions.  Medi- 
care policies,  and  informal  exchanges 
with  individuals  at  DHHS.  Any 
interpretation  set  forth  here  should 
be  revisited  when  proposed  regula- 


tions are  issued  and  once  again  when 
those  regulations  are  final. 

Designated  health  services 
Self-referral  is  prohibited  for  11 
designated  health  services:  clinical 
laboratory  services;  physical  ther- 
apy services;  occupational  therapy; 
radiology  services,  including  MRI, 
CT  scans,  and  ultrasound  services; 
radiation  therapy  services  and  sup- 
plies; durable  medical  equipment 
and  supplies;  parenteral  and  enteral 
nutrients,  equipment,  and  supplies; 
prosthetics,  orthotics,  and  prosthetic 
devices  and  supplies;  home  health 
services;  outpatient  prescription 
drugs;  inpatient  and  outpatient 
hospital  services. 

OBRA  '93  included  "radiology 
and  other  diagnostic  services" 
among  the  designated  health  serv- 
ices. On  Oct  31, 1994,  technical  cor- 
rections2 eliminated  "other  diagnos- 
tic services"  and  added  reference  to 
MRI,  CT,  and  ultrasound.  This  has 
had  the  effect  of  substantially  nar- 
rowing the  concept  of  designated 
health  services  and  removing  many 
diagnostic  services  previously  con- 
sidered subject  to  Stark  II,  such  as 
audiology  testing  and  ECGs. 

Although  the  list  may  seem 
straightforward,  application  of  the 
designated  health  services  catego- 
ries can  be  difficult.  For  example. 
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Medicare  defines  a prosthetic  de- 
vice very  broadly,  but  hearing  aids 
are  not  a Medicare  benefit.  Thus, 
current  thinking  is  that  the  provi- 
sion of  hearing  aids  is  not  subject  to 
Stark  II. 

Financial  relationships 
For  purposes  of  Stark  II  a "financial 
relationship"  is  either  an  ownership 
or  investment  interest  in  the  referred- 
to  entity,  or  compensation  arrange- 
ments between  the  referred-to  en- 
tity and  the  physician.  An  owner- 
ship or  investment  interest  may  be 
through  equity,  debt,  or  other  means 
and  includes  indirect  ownership 
interests  through  other  entities. 

A "compensation  arrangement" 
is  defined  broadly  to  mean  "any 
arrangement  involving  any  remu- 
neration between  a physician  and 
an  entity."  Thus,  remuneration  flow- 
ing in  either  direction  could  consti- 
tute a compensation  arrangement. 
Minor  amounts  such  as  the  forgive- 
ness of  amounts  owed  for  inaccu- 
rate or  mistakenly  performed  tests, 
or  the  correction  of  minor  billing 
errors  are  excluded  from  this  defini- 
tion. 

The  term  "physician"  for  this 
purpose  includes  an  immediate 
family  member  of  a physician. 
Where  such  a financial  relationship 
exists  between  a physician  and  the 
entity  providing  the  designated 
health  services,  the  physician  may 
not  make  a referral  for  the  service 
and  the  entity  may  not  present  a 
claim  for  a Medicare  or  Medicaid 
patient  for  that  service.  There  are  a 
number  of  exceptions  to  these  pro- 
hibitions which  are  outlined  below. 

Stark  II  exceptions 
Exceptions  under  Stark  II  fall  into 
three  categories:  general  exceptions 
applicable  to  ownership,  investment 
interests,  and  compensation  arrange- 
ments; exceptions  applicable  only 
to  ownership  and  investment  inter- 
ests; and  exceptions  applicable  only 
to  compensation  arrangements. 


General  exceptions 
Physicians'  serzhces  in  group  prac- 
tices. Designated  health  services 
which  are  "physicians'  services,"  are 
not  prohibited  by  Stark  II  if  the  serv- 
ices are  personally  provided  by  (or 
under  the  personal  supervision  of)  a 
physician  in  the  same  group  prac- 
tice as  the  referring  physician. 

"Group  practice"  is  defined  as  "a 
group  of  two  or  more  physicians 
legally  organized  as  a partnership, 
professional  corporation,  founda- 
tion, not-for-profit  corporation,  fac- 
ulty practice  plan,  or  similar  asso- 
ciation: 

• in  which  each  physician  who  is  a 
member  of  the  group  provides 
substantially  his  or  her  full  range 
of  services  through  the  joint  use 
of  shared  office  space,  facilities, 
equipment,  and  personnel; 

• for  which  substantially  all  of  the 
services  of  the  physicians  who 
are  members  of  the  group  are 
provided  through  the  group  and 
are  billed  under  a billing  number 
assigned  to  the  group  and 
amounts  so  received  are  treated 
as  receipts  of  the  group; 

• in  which  overhead  expenses  of 
and  the  income  from  the  practice 
are  distributed  in  accordance  with 
methods  previously  determined; 

• in  which  no  physician  who  is  a 
member  of  the  group  directly  or 
indirectly  receives  compensation 
based  on  the  volume  or  value  of 
referrals  by  the  physician,  except 
for  profits  and  productivity  bo- 
nuses; 

• in  which  members  of  the  group 
personally  conduct  no  less  than 
75%  of  the  physician-patient 
encounters  of  the  group  practice; 
and 

• which  meets  such  other  standards 
as  the  DHSS  secretary  may  im- 
pose by  regulation. 

Stark  II's  definition  of  group 
practice  has  been  loosened  from 
certain  proposed  versionswhich 
would  have  required  five  or  more 
physicians  per  office  location.  The 
expanded  definition  is  due  in  part  to 


proponents  of  "clinics  without 
walls"  (geographically  dispersed 
medical  practices  of  two  or  more 
physicians  who  form  a single  corpo- 
rate entity  which  then  serves  as  the 
employer  of  the  physicians)  who 
convinced  lawmakers  to  include 
safeguards  to  avoid  sham  arrange- 
ments without  defeating  the  multi- 
office group  practice  exception.  For 
example.  Stark  II  requires  a group 
practice  to  bill  under  a single  pro- 
vider number,  which  allows  DHHS 
to  identify  a group  with  extraordi- 
narily high  ancillary  services. 

In-office  ancillary  serzhces.  Stark  II 
prohibitions  do  not  apply  to  desig- 
nated health  services  (other  than 
durable  medical  equipment  and  par- 
enteral and  enteral  nutrients,  equip- 
ment and  supplies)  coming  within 
the  in-office  ancillary  services  ex- 
ception. To  fit  within  this  exception, 
these  services  must  be: 

• furnished  personally  by  the  re- 
ferring physician,  by  a physician 
who  is  a member  of  the  same 
group  practice  as  the  referring 
physician,  or  by  individuals  who 
are  directly  supervised  by  the 
physician  or  by  another  physi- 
cian in  the  group  practice; 

• furnished  in  the  building  where 
the  referring  physician  (or  mem- 
ber of  the  referring  physician's 
group)  furnishes  physician  serv- 
ices unrelated  to  designated 
health  services,  or  in  another 
building  which  is  used  by  the 
physician's  group  for  clinical 
laboratory  services  or  for  the  "cen- 
tralized provision"  of  the  group's 
designated  health  services;  and 

• billed  by  the  physician,  by  the 
physician's  group  practice  using 
a single  billing  number,  or  by  an 
entity  wholly  owned  by  either 
the  physician  or  the  group  prac- 
tice. 

The  requirement  that  the  in-of- 
fice  ancillary  services  be  provided 
by  individuals  "who  are  directly 
supervised  by  a physician  in  the 
group  practice"  represents  a sub- 
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stantial  liberalization  from  Stark  I. 
Stark  I required  that  the  individuals 
providing  the  services  be  "employed 
by"  the  physician  or  another  physi- 
cian in  the  group  practice 

To  apply  this  exception,  it  is 
important  to  understand  what  is  and 
is  not  durable  medical  equipment 
(DME).  DME  does  not  include  infu- 
sion pumps,  eye  glasses,  or  contact 
lenses.  Prosthetics  and  orthotics  are 
not  DME.  Although  eye  glasses  and 
contact  lenses  will  be  covered  by 
Medicare  when  provided  in  con- 
junction with  eye  surgery,  they  are 
covered  as  a prosthetic  device  and 
not  as  DME.  Hence  when  these  items 
are  covered  by  Medicare  and  pro- 
vided under  circumstances  where 
Stark  II  would  apply,  they  would 
need  to  be  and  could  be  brought 
within  the  in-office  ancillary  excep- 
tion. When  these  items  are  not  a 
Medicare  benefit,  they  are  not  sub- 
ject to  Stark  II  at  all. 

The  in-office  ancillary  exception 
to  the  Stark  II  prohibitions  presents 
in  sharp  focus  the  fundamental  fal- 
lacy of  the  Stark  legislation.  Essen- 
tially, Congress  is  telling  physicians 
that  if  they  order  designated  health 
services  as  members  of  a group 
practice,  they  are  good  people,  but  if 
they  order  those  same  services  by 
referring  a patient  to  a facility  across 
the  street  in  which  they  own  an  in- 
terest, then  their  medical  judgment 
is  suspect,  over-utilization  of  serv- 
ices will  occur,  and  the  health  care 
system  will  be  forced  to  bear  unnec- 
essary costs.  If  physicians  cannot  be 
trusted  to  exercise  appropriate 
medical  judgment  when  referring 
their  patients  across  the  street,  can 
they  be  trusted  to  do  so  when  refer- 
ring patients  for  the  same  service  in 
their  office,  or,  for  that  matter,  when 
recommending  surgery  or  any 
course  of  treatment  for  their  patients? 
Society  trusts  physicians  every  day 
to  make  medically  appropriate  de- 
cisions that  have  an  inseparable 
element  of  self-interest.  In  the  Stark 
I and  II  legislation.  Congress  has 
arbitrarily  and  irrationally  carved 


out  certain  decisions  as  somehow 
too  tainted  to  be  left  to  the  physi- 
cians' medical  judgment. 

Compensation 

Physicians  attempting  to  comply 
with  the  group  practice  definition  in 
Stark  II  (so  that  they  can  rely  on  the 
general  exceptions  for  physician 
services  in  group  practices  or  for  in- 
office ancillary  services)  are  no 
longer  allowed  to  receive  compen- 
sation in  any  manner  which  is  di- 
rectly related  to  the  volume  or  value 
of  their  referrals.  A physician  in  a 
group  practice  may  be  paid  a pro- 
ductivity bonus  based  on  services 
he  or  she  personally  performed  or 
services  "incident  to"  such  person- 
ally performed  services.  There  is 
some  debate  as  to  whether  this 


applies  to  all  ancillary  services  or 
only  to  those  ancillaries  which  are 
designated  health  services.  We  be- 
lieve DHHS  will  take  the  latter  view. 

In  some  groups,  this  compensa- 
tion rule  may  require  revamping 
compensation  formulas  but  there  are 
a variety  of  alternative  methods  for 
permitting  physicians  to  share  in 
the  overall  profits  of  the  group. 
Ancillary  service  net  revenues  can 
be  divided  in  any  prearranged  way 
which  is  unrelated  to  the  volume  or 
value  of  referrals.  Ancillary  income 
can  be  divided  based  on  each  physi- 
cian's percentage  of  ownership  in 
the  group  practice.  The  ancillary 
income  can  be  allocated  by  seniority 
or  distributed  based  on  individual 
physicians'  relative  clinical  produc- 
Continued  on  next  page 
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tivity  (as  measured  by  their  direct 
patient  care  services,  office  visits, 
consultations,  etc).  Ancillary  net 
revenue  can  even  be  used  to  offset 
expense  allocations  in  compensation 
formulas. 

How  DHHS  and  the  Office  of  the 
Inspector  General  will  go  about 
enforcing  the  compensation  rule 
remains  a mystery  at  this  time.  These 
agencies  have  not  traditionally  gath- 
ered data  on  physician  compensa- 
tion within  group  practices,  and  this 
intrusion  will  certainly  mark  the 
beginning  of  a new  era  in  the  prac- 
tice of  medicine. 

Exceptions 

Prepaid  plans.  Services  furnished  by 
organizations  under  arrangement 
with  certain  qualified  prepaid  plans 
are  excepted  under  Stark  II. 

Investment  securities.  Stark  II  does 
not  prohibit  physician  ownership  of 
investment  securities  that  may  be 
purchased  on  terms  generally  avail- 
able to  the  public,  provided  the  se- 
curities are  traded  on  a recognized 
exchange  (eg,  New  York  Stock  Ex- 
change, American  Stock  Exchange, 
or  NASDAQ)  and  the  investments 
are  in  a corporation  with  total  assets 
exceeding  $75  million.  Stark  II  also 
exempts  investment  interests  in 
certain  regulated  investment  com- 
panies (mutual  funds)  whose  share- 
holder equity  exceeds  $75  million.  It 
is  important  to  note,  however,  that 
Stark  II  offers  no  exception  for  phy- 
sician ownership  in  other  entities, 
such  as  limited  partnerships,  that 
furnish  designated  health  services. 

Ownership.  A physician  may  have 
an  ownership  interest  in,  and  make 
referrals  to,  hospitals  in  Puerto  Rico, 
rural  providers,  and  hospitals  in 
which  the  physician  is  authorized  to 
perform  services  (where  the  physi- 
cian's interest  is  in  the  hospital  itself 
rather  than  in  a subdivision  of  the 
hospital).  The  exception  for  inter- 
ests in  rural  providers  applies  to 


entities  which  furnish  "substantially 
all"  of  their  designated  health  serv- 
ices to  individuals  residing  in  such 
areas.  This  is  a change  from  Stark  I, 
which  defined  a rural  provider  as  an 
entity  located  in  a rural  area. 

Office  and  equipment  leases.  Office 
and  equipment  lease  payments  will 
not  be  considered  a compensation  ar- 
rangement if  six  conditions  are  met. 
These  conditions  are  much  like  the 
fraud  and  abuse  safe  harbors  for 
space  and  equipment  rentals.3 They 
include  the  requirements  that  the 
lease  be  in  writing,  have  a term  of  at 
least  1 year  and  the  lease  would  be 
commerciallyreasonable  even  if  no 
referrals  were  made  between  the 
parties. 

For  purposes  of  the  leasing  and 
other  Stark  II  exceptions  the  term 
"fair  market  value"  means  the  value 
in  arms-length  transactions  consis- 
tent with  the  general  market  value. 
For  the  leasing  exceptions,  fair  mar- 
ket value  also  means  a value  consis- 
tent with  the  value  of  rental  prop- 
erty for  general  commercial  pur- 
poses (not  taking  into  account  its  in- 
tended use),  and  not  adjusted  to 
reflect  the  additional  value  associ- 
ated with  the  proximity  or  conven- 
ience to  the  lessor  where  the  lessor  is 
a potential  source  of  patient  refer- 
rals to  the  lessee. 

Bona  fide  employment  relationship.  Any 
amount  paid  by  an  employer  to  a 
physician  who  is  a bona  fide  em- 
ployee will  not  be  considered  a 
compensation  arrangement  pro- 
vided: 

• the  employment  is  for  identifi- 
able services; 

• the  remuneration  is  consistent 
with  fair  market  value  and  does 
not  take  into  account  the  volume 
or  value  of  any  referrals; 

• the  remuneration  would  be  rea- 
sonable even  if  no  referrals  were 
made;  and 

• the  employment  meets  such  other 
requirements  as  the  DHHS  secre- 
tary may  impose  by  regulation. 


The  bona  fide  employment  rela- 
tionship exception  includes  employ- 
ment arrangements  between  physi- 
cians and  any  employer,  the  pay- 
ment of  remuneration  in  the  form  of 
a productivity  bonus  based  on  serv- 
ices performed  personally  by  the 
physician  is  permitted.  Tax  law 
definitions  are  used  to  determine 
whether  the  individual  is  an  em- 
ployee of  an  entity. 

Personal  sendee  arrangements.  The 
exception  for  personal  service  ar- 
rangements is  designed  to  keep 
typical  independent  contractor  re- 
lationships from  constituting  com- 
pensation arrangements.  The  excep- 
tion rests  on  six  conditions:  the  ar- 
rangement must  be  in  writing, 
signed  by  the  parties,  and  must 
specify  all  of  the  services  covered; 
the  minimum  term  of  the  arrange- 
ment is  1 year;  charges  over  the  term 
of  the  arrangement  must  be  set  in 
advance,  consistent  with  fair  mar- 
ket value,  and  must  not  take  into 
account  the  value  or  volume  of  any 
referrals  or  other  business  gener- 
ated between  parties. 

Per-service  or  per-hour  compen- 
sation is  allowed  as  long  as  the  other 
terms  of  the  personal  service  ar- 
rangement exception  are  met:  the 
services  to  be  performed  must  not 
involve  an  activity  that  violates  state 
or  federal  law;  the  aggregate  serv- 
ices contracted  for  must  not  exceed 
those  that  are  reasonable  and  neces- 
sary for  legitimate  business  purposes 
of  the  arrangement;  and  the  arrange- 
ment must  meet  other  regulation  re- 
quirements. 

Under  this  exception,  the  exis- 
tence of  a medical  director  agree- 
ment between  a hospital  and  a 
physician  would  not  be  deemed  to 
prohibit  the  physician  from  refer- 
ring patients  to  the  hospital  for  des- 
ignated health  services. 

The  requirement  that  compensa- 
tion must  be  set  in  advance  may 
pose  a problem  for  physicians  and 
entities  trying  to  form  long-term 
relationships.  One  possible  solution 
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is  to  use  a 1-year  contract  with  an 
option  to  renew,  whereby  renewal 
would  occur  only  if,  at  the  end  of  the 
initial  term,  the  parties  agree  on 
compensation  for  the  renewal  term. 

The  Stark  II  exception  for  per- 
sonal service  arrangements  specifi- 
cally allows  for  Physician  Incentive 
Plans  (PIPs),  provided  that  they  do 
not  operate  as  an  inducement  to 
reduce  medical  necessary  services. 
PIPs,  traditionally  used  by  managed 
care  organizations,  are  physician 
compensation  arrangements  that 
have  the  effect  of  reducing  services 
provided  to  enrollees  of  an  entity.  If 
a PIP  falls  within  the  Stark  II  excep- 
tion, compensation  may  be  deter- 
mined in  a way  that  takes  referrals 
into  consideration. 

Unrelated  remuneration.  A compen- 
sation arrangement  does  not  include 
a hospital's  remuneration  of  a phy- 
sician if  such  remuneration  is  unre- 
lated to  the  provision  of  designated 
health  services.  The  scope  of  this  ex- 
ception, which  seems  to  cover 
ground  already  covered  by  the  em- 
ployment and  personal  services  ex- 
ceptions, is  not  clear. 

Physician  recruitment.  A hospital's 
remuneration  of  a physician  to  in- 
duce the  physician  to  relocate  to  the 
hospital's  geographic  area  is  not 
regarded  as  a compensation  arrange- 
ment if:  the  physician  is  not  required 
to  refer  to  the  hospital;  the  amount 
of  remuneration  is  not  determined 
in  a way  that  takes  referrals  into 
account;  and  the  arrangement  meets 
regulatory  requirements. 

Isolated  transactions.  Payment  pur- 
suant to  an  isolated  transaction  such 
as  a one-time  sale  of  property  or  of  a 
practice  will  not  be  regarded  as  a 
compensation  arrangement  pro- 
vided the  amount  of  remuneration 
is  consistent  with  fair  market  value, 
is  not  determined  in  a manner  which 
takes  into  account  referrals,  is  pro- 
vided pursuant  to  an  agreement 
which,  would  be  commercially  rea- 


sonable even  if  no  referrals  were 
made,  and  meets  other  regulatory 
requirements.  Although  not  ex- 
pressed in  Stark  II,  DHHS  has  indi- 
cated that  for  a transaction  to  be 
truly  isolated  there  can  be  no  ex- 
tended financing  by  the  seller-phy- 
sician, which  will  be  looked  at  as  an 
inducement  to  refer. 

Other  exceptions.  An  arrangement 
between  a hospital  and  a group 
under  which  the  qroup  provides 
designated  health  services  but  the 
hospital  bills  them  is  excepted  from 
Stark  II  if  seven  conditions  are  met. 
The  critical  condition  is  that  the 
arrangement  must  have  begun  be- 
fore Dec  19,  1989,  and  continued 
without  interruption  since  that  time. 
Payments  by  a physician  to  an  en- 


tity as  compensation  for  an  item  or 
service  furnished  at  fair  market  value 
will  not  be  considered  compensa- 
tion arrangements  and  hence  would 
not  prevent  referrals  by  the  physi- 
cian to  the  entity  for  designated 
health  services. 

Sanctions  for  violation 
Stark  II  carries  many  sanctions  for 
prohibited  conduct.  At  the  most  basic 
level,  no  payment  can  be  made  under 
Medicare  or  Medicaid  for  a service 
provided  in  violation  of  the  prohibi- 
tion. Any  amounts  which  were  col- 
lected must  be  refunded.  Improper 
claims  can  be  subjected  to  a penalty 
of  up  to  $15,000.  Circumvention 
schemes  are  subject  to  civil  money 
penalties  of  up  to  $100,000.  Finally, 
Continued  on  next  page 
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opportunities  to  con- 
tinue your  education 
and  attend  conferences, 
and  we  will  be  flexible 
about  scheduling  the 
time  you  serve.  Your 
immediate  commitment  could  be  as  little  as  two  weeks  a 
year,  with  a small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a minimum 
amount  of  service.  Find  out  more  by  contacting  an  Army 
Reserve  Medical  Counselor.  Just  call; 

414-771-5438 


ARMY  RESERVE  MEDICINE. 
BE  ALL  YOU  CAN  BE.@ 
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Continued  from  preceding  page 
failure  to  file  required  information 
reports  can  result  in  a civil  penalty 
of  up  to  $10,000  for  each  day  the 
report  is  overdue.  The  fact  that  the 
statutory  scheme  calls  for  civil  rather 
than  criminal  penalties  will  likely 
make  Stark  II  the  first  choice  for 
enforcement  activity  where  conduct 
is  prohibited  by  both  Stark  II  and  the 
anti-kickback  statute.4 

Reporting  requirements 
Entities  providing  designated  health 
services  must  report  their  owner- 
ship arrangement  to  the  secretary, 
must  identify  the  designated  health 
services  they  provide  and  must 
provide  the  name  and  UPIN  of  all 
physicians  who  have  an  ownership 
interest  (or  whose  immediate  rela- 


tives have  an  ownership  interest)  in 
the  entity.  Surveys  to  gather  this 
information  will  be  sent  by  the 
Health  Care  Financing  Administra- 
tion (HCFA)  to  some  320,000  doc- 
tors and  60,000  entities.  The  final 
survey  instrument  is  in  development 
now.  HCFA's  current  plans  are  to 
give  physicians  90  days  to  complete 
the  survey  and  then  deny  all  Medi- 
care Part  B claims. 

Wisconsin  legislation 
Wisconsin  has  enacted  legislation 
which  mirrors  the  provisions  of  Stark 
II  and  by  its  own  terms  is  to  be  given 
a consistent  interpretation.5 

Effective  date 

In  general  Stark  II  will  be  effective  in 
jan  1,  1995.  Also  on  that  date,  the 


Public  health 

Epidemiology  of  osteoarthritis 


David  L.  Nordstrom,  MS,  Marshfield 

Osteoarthritis  (OA),  also 
known  as  degenerative  joint 
disease  or  osteoarthrosis,  is  the  most 
common  form  of  joint  disease.1  Ar- 
thritis, especially  osteoarthritis,  ac- 
counts for  as  much  if  not  more  dis- 
ability than  any  other  disease.2 
The  exact  magnitude  of  OA  in  the 
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United  States  is  unknown.  Preva- 
lence of  radiographic  OA  among 
adults  aged  25  to  74  years  is  ap- 
proximately 32.5%  for  the  hands, 
22.2%  for  the  feet,  3.8%  for  the  knees, 
and  1.3%  for  the  hips.1  Incidence  of 
symptomatic  OA  is  estimated  to  be 
47  cases  in  hip  and  164  cases  in  knee 
per  100,000  person  years.3 

The  risk  factor  most  strongly  as- 
sociated with  OA  is  age.4  As  the 
population  grows  older,  the  burden 
of  this  condition  may  increase.  So 
little  is  known  about  modifiable  risk 
factors  of  OA  that  a recent  national 
conference  was  unable  to  recom- 
mend means  of  prevention.1  A new 
textbook  by  the  American  Public 
Health  Association,  however,  rec- 
ommends avoiding  joint  trauma. 


Stark  I prohibition  on  self-referral  of 
Medicare  patients  for  clinical  labo- 
ratory services  will  be  extended  to 
Medicaid.  Most  of  the  amendments 
to  the  Stark  I exceptions  and  the  new 
exceptions  contained  in  Stark  II 
apply  retroactively  to  referral  for 
Medicare  clinical  laboratory  serv- 
ices made  on  or  after  Jan  1, 1992. 
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preventing  obesity,  and  modifying 
work-related  joint  stress  through 
ergonomic  approaches. 5The  aims  of 
this  paper  are  to  quantify  the  OA 
disease  burden  in  Wisconsin  and  to 
estimate  the  proportion  of  OA  that 
may  be  due  to  farming,  a leading 
industry  in  the  state. 

Methods 

In  Wisconsin,  all  hospitals  report  to 
the  Wisconsin  Department  of  Health 
and  Social  Services  certain  summary 
information  on  all  inpatient  dis- 
charges. A public  use  data  file  for 
1991  was  obtained  and  analyzed. 
Data  on  OA  of  the  hip  are  reported 
here. 

Medical  literature  was  searched 
in  MEDLINE  to  locate  studies  of 
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risk  factors  for  OA.  Those  which  ad- 
dressed occupational  exposures, 
particularly  agricultural  ones,  were 
chosen  for  analysis.  Studies  of  OA 
of  the  hip  and  knee  were  empha- 
sized because  disease  in  these  joints 
is  most  disabling  since  it  impedes 
walking. 

Results 

Disease  burden.  Wisconsin  hospitals 
reported  2,387  inpatient  discharges 
in  1991  with  a primary  discharge 
diagnosis  of  OA  of  the  hip  (ICD-9- 
CM  code  715.15, 715.25,  75.35,  715.85, 
or  715.95)  and  3,077  discharges  in 
which  the  principal  procedure  was 
total  hip  replacement  (ICD-9-CM 
code  81.51).  Most  (72%)  of  the  hip 
replacements  were  performed  in 
patients  whose  primary  discharge 
diagnosis  was  OA. 

This  surgery  occurs  more  fre- 
quently in  women  and  the  elderly 
(Table).  The  median  age  is  69  years. 
The  median  length  of  stay  is  eight 
days,  and  the  median  total  charge, 
not  including  fees  for  physician  serv- 
ices, is  $14,417.  Medicare  was  the 
expected  primary  payer  for  67%  of 
the  hip  replacements. 

Risk  factors.  Factors  whose  possible 
association  with  OA  has  been  stud- 
ied include  age,  gender,  ethnicity, 
race,  occupational  history,  repeti- 
tive physical  activity,  trauma,  ab- 
normal biomechanics,  genetic  pre- 
disposition, and  obesity.4 

A variety  of  information  under- 
lies the  suspicion  of  occupational 
factors.6  OA  is  rare  in  paralytic  limbs. 
OA  of  the  right  hand  occurs  in  right- 
handed  persons.  Some  studies  have 
found  excess  OA  of  the  wrist,  hand, 
and  elbow  in  jackhammer  opera- 
tors, of  the  hands  of  cotton  mill- 
workers,  of  the  knee  in  coal  miners 
and  dock  workers,  and  of  the  knee 
and  hip  in  farmers. 

In  a large  (n  = 5,193),  national 
cross-sectional  study,  investigators 
found  that  knee-bending  demand 
of  the  job  was  associated  with  radio- 
graphic OA  of  the  knee  among  both 


men  (OR  = 2.45)  and  women  (OR  = 
3.49)  aged  55-64.7  This  excess  risk 
suggests  that  OA  may  develop  only 
after  a long  period  of  relative  occu- 
pational exposure.  For  persons  in 
the  55-64  age  group,  the  authors 
attributed  32%  of  the  risk  of  OA  of 
the  knee  to  job-related  knee-bend- 
ing. 

The  Framingham  Knee  Os- 
teoarthritis Study  (n  = 1,424)  ana- 
lyzed the  relationship  between  oc- 
cupation assessed  during  the  initial 
10  years  of  the  Framingham  cohort 
study  and  its  relation  to  knee  OA 
more  than  20  years  later.8  Among 
men,  the  rate  of  radiographic  knee 
OA  in  those  with  bending  and  physi- 
cal demand  jobs  was  significantly 
elevated  (OR  = 2.22).  For  radio- 
graphic  knee  OA,  the  proportion  of 
OA  attributable  to  jobs  in  which  there 
was  both  knee-bending  and  physi- 
cal demands  was  15%.  None  of  the 
results  for  women  reached  statisti- 
cal significance. 

Uncertainty  concerning  the  rela- 
tionship between  work  and  OA  is 
reflected  by  the  presence  of  this 
condition  in  a list  of  occupational 
illnesses  prepared  by  the  National 
Institute  for  Occupational  Safety  and 
Health9  and  the  absence  of  it  in  an 
occupational  disease  handbook 
developed  by  the  American  Public 
Health  Association.10  A recent  re- 
view concluded  that  joint  trauma  is 
a strong  risk  factor  (relative  risk  >4) 
and  repetitive  occupational  use  and 
obesity  are  moderate  risk  factors 
(relative  risk  2-4)  for  OA.5 

Agriculture.  In  a recent  national 
health  interview  survey,  farmers  had 
the  highest  rate  of  disability  of  any 
"longest-held  occupation"  group.11 
Six  recent  epidemiologic  studies 
have  reported  findings  of  associa- 
tion between  farming  and  OA  of  the 
hip  or  knee.  Using  information  from 
medical  records,  an  HMO-based 
case-control  study  in  a dairy  farm- 
ing area  of  Wisconsin  estimated  the 
risk  of  symptomatic  OA  of  the  knee 
in  men  aged  20  to  60  to  be  4.3  times 


Age  and  sex  of  total  hip  replace- 
ment discharges  from  Wisconsin 
hospitals  in  1991. 


Age 

Male 

Female 

Total 

0-44 

91 

67 

158 

45-64 

456 

400 

856 

65-84 

716 

1170 

1886 

85  + 

38 

139 

1 77 

Total 

1301 

1776 

3077 

greater  in  farmers  than  in  white  col- 
lar workers.12  In  Sweden,  a case- 
control  study  that  obtained  subjects' 
occupational  history  since  age  15  by 
questionnaire  reported  relative  risk 
of  hip  surgery  for  OA  of  3.2  (1.8, 5.5) 
in  men  aged  55  to  70  who  had  farmed 
more  than  10  years.13  Risk  did  not, 
^ however,  consistently  rise  with  years 
in  farming.  A case-control  investi- 
gation in  England  recruited  subjects 
from  urological  outpatients  to  avoid 
selection  bias.14  Ascertaining  lifetime 
work  history  by  interview,  it  esti- 
mated risk  of  severe  OA  to  be  2.0 
(0.9,  4.4)  in  men  aged  60  to  75  with 
more  than  10  years  of  farming. 

In  a cohort  study  in  England, 
researchers  randomly  selected  a 
sample  of  farmers  and  office  work- 
ers from  general  practice  lists.  After 
determining  their  past  work  history 
and  disease  status  by  interview  and 
examination,  they  reported  a risk  of 
hip  OA  of  9.3  (1.9,  44.5)  in  male 
farmers  aged  60  to  76. 15  Risk  in- 
creased with  years  in  farming,  al- 
though only  two  categories  were 
used.  Follow-up  of  250,217  persons 
in  Sweden  who  reported  the  same 
occupation  in  three  consecutive 
censuses  revealed  risks  of  subse- 
quent hospital  care  for  OA  of  the  hip 
of  3.78  (2.91,  3.88)  in  male  farmers 
and  1.47  (0.86,  2.85)  in  female  farm- 
ers.16 Of  all  occupations  among  men, 
farmers  had  the  highest  risk.  Finally, 
a case-control  study  in  Sweden  in 
which  cases  had  prevalent  disease 
continued  on  next  page 
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Continued  from  preceding  page 
with  radiologic  evidence  of  struc- 
tural or  joint  space  changes  reported 
OA  hip  12  (6.7, 21 .4)  times  greater  in 
male  farmers  than  male  urban  resi- 
dents aged  40  to  64. 17  No  difference 
was  found  between  farm  and  non- 
farm females. 

Occupational  titles  are  only  a 
rough  guide  for  exposure  assess- 
ments,16-18 therefore  the  above  stud- 
ies that  examined  specific  occupa- 
tional tasks  are  especially  valuable. 
Regularly  driving  a tractor  was  as- 
sociated with  hip  OA  in  Sweden 
[RR  = 2.2  (1.3,  3.9)]13  but  not  in  Eng- 
land [RR  = 0.9  (0.4,  1.8)]. 14  Severe 
OA  of  the  hip  was  associated  with 
prolonged  standing  at  work  [RR  = 
2.7  (1.0, 7.3)]  and  heavy  lifting  [RR  = 
2.5  (1.1, 5. 7)]. 14  Several  occupational 
activities,  however,  revealed  no  as- 
sociation with  hip  OA;  for  example, 
sitting,  bending,  kneeling,  squatting, 
walking,  running,  or  climbing. 

Discussion 

OA  is  a common,  disabling  disease 
with  unknown  etiology.  It  is  theo- 
rized that  OA  results  from  overload 
of  the  subchondral  bone  of  the  joints, 
where  the  main  stress  is  absorbed, 
leading  to  micro-fractures,  and  later 
to  stiffness.19  Total  hospital  charges 
for  hip  arthroplasty  in  Wisconsin  in 
1991  exceeded  $44  million. 

The  above  papers  have  reported 
relative  risks  of  hip  OA  in  farmers 
ranging  from  2 to  12.  This  is  evi- 
dence of  moderate  to  strong  asso- 
ciation. The  available  data  can  be 
used  to  estimate  the  population  at- 
tributable risk  or  etiologic  fraction.20 
Conservatively,  suppose  that  the 
true  relative  risk  is  4.  If  we  assume 
that  5%  of  the  population  over  age 
50  in  Wisconsin  has  farmed  more 
than  10  years,  then  13%  of  the  risk  of 
hip  OA  in  Wisconsin  may  be  attrib- 
uted to  farm  work. 

Contrasting  explanations  may  be 
considered  in  the  possible  farming- 
OA  equation.  Farmers  with  hip  pain 
may  seek  treatment  with  the  expec- 


tation that  they  will  return  to  work 
with  impaired  function.  Alterna- 
tively, farmers  may  delay  surgery 
due  to  uncertainty  about  hip  func- 
tion at  discharge.  There  may  be  a 
selection  for  health  in  rural  popula- 
tions, since  hip  OA  is  disabling.21 

Most  of  the  agricultural  studies 
to  date  are  of  moderate  size,  and 
larger  investigations  may  help  to 
clarify  associations  with  specific 
physical  activities.  Besides  mechani- 
cal factors  related  to  work  tasks, 
other  possible  explanations  for  the 
link  between  OA  and  farming  in- 
clude a high  incidence  of  infections, 
such  as  brucellosis,  or  developmen- 
tal hip  disorders.14  Hereditary  trans- 
mission also  deserves  further  con- 
sideration.22 
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PIC  Wisconsin:  Continued  commitment  to  physicians 

Richard  W.  Edwards,  MD,  Richland  Center 


PIC  Wisconsin  continues  to  rein- 
force and  demonstrate  its  long- 
standing commitment  to  physician 
policyholders  and  shareholders,  as 
well  as  to  the  entire  Wisconsin  health 
care  community,  in  daily  operations 
and  through  special  programs. 

Among  many  things,  PIC  Wis- 
consin has  decreased  rates  for  those 
insured  this  year  and  announced 
that  it  will  reward  their  loyalty  with 
a dividend  in  1995  as  well.  The 
company  is  also  helping  to  fund  an 
innovative  outcomes  research  pro- 
gram through  the  State  Medical 
Society  that  PIC  Wisconsin  believes 
will  assist  physicians  in  their  prac- 
tices and  eventually  benefit  patients. 

Fourth  policyholder  dividend 
PIC  Wisconsin  will  return  approxi- 
mately $2  million  to  eligible  policy- 
holders through  dividends.  This 
was  made  possible  by  favorable 
operating  results,  reflecting  both 
better  than  anticipated  actuarial  pro- 
jections and  overall  positive  out- 
comes featuring  sound  administra- 
tion, skillful  claims  management, 
and  wise  investments. 

With  this  latest  dividend,  the 
company  will  have  returned  more 
than  $9.3  million  to  its  policyhold- 
ers. PIC  Wisconsin  previously  de- 
clared dividends  in  1989, 1990,  and 
1991. 

Influencing  an  improved 
claims  climate 

PIC  Wisconsin  recognizes  that  ac- 
tual underwriting  results  may  not 
always  be  more  positive  than  actu- 
arial projections.  But,  in  recent  years, 
the  claims  frequency  for  Wisconsin 
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has  decreased,  while  national  data 
indicates  the  opposite.  As  the  larg- 
est carrier  of  medical  professional 
liability  insurance  for  this  state,  PIC 
Wisconsin  cannot  help  feeling  that 
its  operating  philosophies— empha- 
sizing defense  against  unwarranted 
claims  and  loss  prevention  strate- 
gies—have  contributed  to  this  im- 
proved claims  climate. 

This  enhanced  claims  environ- 
ment has  also  helped  stabilize  pre- 
mium rates.  In  fact,  PIC  Wisconsin 
has  reduced  rates  across  the  board 
for  Wisconsin  physicians  and  sur- 
geons by  7%  this  year.  This  reduc- 
tion makes  its  current  rates  lower 
than  those  of  1988,  despite  the  sig- 
nificant accumulative  effect  of  infla- 
tion during  the  intervening  years. 
This  is  noteworthy,  given  the  his- 
toric volatility  and  sharp  rate  hikes 
associated  with  the  medical  profes- 
sional liability  market  over  the  past 
20  years.  This  positive  influence  on 
rates  is  related  to  PIC  Wisconsin's 
establishment  as  a physician-owned 
company  with  the  cooperation  of 
the  State  Medical  Society. 

A key  to  PIC  Wisconsin's  success 
has  been  the  partnership  it  enjoys 
with  its  policyholders,  and  particu- 
larly with  the  SMS.  Simply  stated, 
the  company  listens  to  those  it  serves 
and  involves  them  directly  in  gov- 
ernance and  operations  through  its 
board  of  directors  and  its  commit- 
tees overseeing  claims,  underwrit- 
ing, risk  management,  and  invest- 
ments. 

PIC  helps  fund  new  SMS  study 
With  the  SMS,  this  concept  of  part- 
nership goes  further  and  is  exempli- 
fied by  a new  joint  research  project. 
PIC  Wisconsin  has  pledged  to  help 
fund  a pilot  study  on  patient  out- 
comes through  the  SMS  Charitable, 
Educational  and  Scientific  Founda- 
tion (CESF).  The  goal  is  to  encour- 


age Wisconsin  physicians  to  partici- 
pate by  providing  statistics  on  cer- 
tain patient  outcomes  concerning 
diagnosis,  treatment,  and  subse- 
quent health  status  of  lower  back 
pain,  asthma,  depression,  and  an- 
gina. 

The  PIC  board  of  directors  has 
established  an  endowment  to  help 
fund  CESF  projects,  of  which  the 
patient  outcomes  study  is  among 
the  first.  To  encourage  others  to 
contribute  to  the  CESF,  PIC  Wiscon- 
sin will  also  match  donations  two- 
to-one,  up  to  $25,000. 

Tomorrow's  solutions  today 
Through  the  company's  close  rela- 
tionships with  physicians,  PIC  Wis- 
consin has  learned  that  they,  their 
corporate  entities,  and  their  medical 
staff  require  more  than  insurance 
contracts  today.  PIC  Wisconsin  re- 
alizes that  it  has  to  be  prepared  to 
solve  myriad  professional  liability 
protection  challenges.  These  solu- 
tions include  aggressive  claims  and 
legal  defense  services  that  reduce  or 
eliminate  the  costs  associated  with 
frivolous  claims  and  hold  indem- 
nity payments  to  fair  and  appropri- 
ate levels;  they  involve  hands-on, 
comprehensive  risk  management 
services,  and  flexible  coverage  and 
rating  options  for  groups  practices, 
clinics  and  solo  practitioners. 

PIC  Wisconsin  has  responded  to 
contemporary  needs  of  physicians 
as  well.  For  example,  it  enacted 
special  coverage  features  like  its  HIV 
endorsement  that  offers  an  auto- 
matic benefit  to  any  participating 
policyholder  stricken  by  the  virus.  It 
has  also  developed  a program  for 
emergency  department  physicians 
that  gives  them  the  option  of  having 
their  premiums  based  on  number  of 
patients  they  see  rather  than  the 
standard  ER  physician  classification. 

Continued  on  next  page 
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Medical  facilities  must  report 
information  about  induced 
abortions  to  state 


Continued  from  preceding  page 

This  depth  of  prompt  and  respon- 
sive customer  service  can  only  stem 
from  a well-developed,  beneficial 
collaboration  between  company 
management  and  staff  and  those 
insured  by  PIC.  While  daily  opera- 
tional aspects  focus  on  fulfilling  this 
continuing  working  relationship 
with  policyholders,  the  foundation 
that  enables  PIC  Wisconsin  to  plan 
long-term  strategies  is  based  our  fi- 
nancial strength  and  integrity. 

Although  PIC  Wisconsin  has  been 
in  business  for  less  than  a decade,  it 
has  received  a strong  rating  from 
the  A.M.  Best  company.  PIC  Wis- 
consin is  noted  within  its  industry 
for  strong  and  conservative  finan- 
cial ratios,  assets  and  policyholder 
surplus  growth,  strength  in  claims 
reserves,  and  operating  efficiencies. 
Thus,  the  value  of  its  shareholders' 
investments  has  appreciated. 

Recently,  PIC  successfully  com- 
pleted the  first  step  in  a continuing 
process  designed  to  offer  sharehold- 
ers opportunities  to  recognize  value 
for  their  initial  investments.  A stock 
redemption  program  enabled  many 
individuals,  principally  retirees  and 
surviving  spouses,  to  each  redeem 
up  to  25  shares  of  PIC  common  stock. 

Meeting  challenges  together 
Wisconsin  physicians,  like  their  col- 
leagues in  other  states,  face  many 
unknowns  that  continuously  arise 
from  the  dramatic  changes  occur- 
ring within  the  health  care  industry. 
One  constant  in  this  fast-paced,  ever- 
changing  health  care  scene  is  PIC 
Wisconsin's  continued  pledge  to 
provide  Wisconsin  physicians  su- 
perior medical  professional  liability 
protection  and  related  services. 

Together,  PIC  Wisconsin,  the  State 
Medical  Society,  and  PIC's  physi- 
cian policyholders  have  conquered 
many  challenges  and  overcome 
many  obstacles  since  their  partner- 
ship began  in  1986.  The  past  success 
of  this  partnership  suggests  contin- 
ued success  in  the  years  to  cornet 


The  Wisconsin  Center  for 
Health  Statistics,  which  op- 
erates the  reporting  system  on  in- 
duced abortions  in  the  state,  is 
updating  its  list  of  providers  and 
facilities  that  should  report  infor- 
mation on  induced  abortions.  The 
annual  reporting  deadline  is  Jan.  15. 
Providers,  who  need  reporting  forms 
and  instructions,  may  contact  Jan 
Silbaugh,  Center  for  Health  Statis- 
tics, Division  of  Health,  P.O.  Box 
309,  Madison,  WI  53701-0309  or  call 
(608)  266-8855.  Wisconsin's  induced 
abortion  reporting  system  (IARS), 
created  under  Wisconsin  Statute 


69.186,  has  required  since  1987  all 
Wisconsin  medical  facilities  (hospi- 
tals, clinics  or  others)  to  report 
demographic  and  other  information 
on  each  individual  who  obtains  an 
induced  abortion  in  the  facility.  A 
reportable  induced  abortion  is  de- 
fined in  statute  as  "the  termination 
of  a uterine  pregnancy  by  a physi- 
cian of  a woman  known  by  the 
physician  to  be  pregnant,  for  a pur- 
pose other  than  to  produce  a live 
birth  or  to  remove  a dead  fetus." 
According  to  statute,  all  informa- 
tion that  could  identify  facilities  or 
patients  is  confidential. •> 


RUN  A SPECIAL 
PRACTICE. 


Today’s  Air  Force 
has  special  opportuni- 
ties for  qualified  physicians 
and  physician  specialists.  Includ- 
ing the  ability  to  pursue  medical 
excellence  without  the  overhead  of 
a private  practice.  Talk  to  an  Air 
Force  medical  program  manager 
about  the  quality  lifestyle,  quality 
benefits  and  30  days  of  vacation 
with  pay  per  year  that  are  part  of  a 
medical  career  with  the  Air  Force. 
Discover  how  special  an  Air  Force 
practice  can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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Mini  internship  report:  Creating  new  and  stronger  allies 

Shari  Hamilton,  assistant  editor 

" Don't  walk  ahead  of  me  because  I might  not  follow.  But  walk  beside  me  and  be  my  friend." 


We've  all  heard  the  axioms 
about  walking  a mile  in 
another's  shoes  to  really  find  out 
what  life  is  like  for  them.  I have  a 
hard  time,  however,  buying  into  that 
theory.  It's  difficult  for  me  to  be- 
lieve that  non-physicians  can  ever 
know  precisely  what  it  is  like  to 
have  to  make  rapid-fire,  life-or- 
death  decisions,  to  know  that  every 
decision  made  could  be  reviewed 
closely,  or  to  bear  daily  responsibil- 
ity for  decisions  that  stand  to  for- 
ever influence  another  person's 
health  and  well-being.  That's  why  1 
prefer  the  sentiment  expressed  above 
as  a description  of  the  intent  of  the 
mini-internship  program.  Don't  try 
to  wear  my  shoes.  You  don't  know 
where  they  have  been,  and  they  most 
likely  won't  fit  you.  Walk  beside  me 
and  be  my  friend. 

Earlier  this  year,  I took  my  shoes 
up  north  to  Ashland  to  walk  along 
side  physicians  practicing  in  one  of 
the  state's  poorest  economic  areas. 
It's  home  to  me,  of  a sort,  having 
grown  up  some  40  miles  away.  I 
understand  the  culture.  I recall  the 
cold  winds  that  make  winter  wel- 
comes seem  even  warmer,  the  beauty 
of  the  brilliant  fall  colors,  the  im- 
mense inland  ocean,  the  strength  of 
the  people,  and  the  endless  piles  of 
ice  and  snow. 

When  I heard  there  was  an  open- 


ing in  an  internship  program  "way 
up  north,"  my  curiosity  was  piqued . 
I called  our  affable  freelance  pho- 
tographer Bob  Rashid  and  he  quickly 
agreed  to  the  adventure.  Within 
days,  we  were  making  tracks  north 
to  learn  what  medicine  was  like  from 
the  physician's  side  of  the  stetho- 
scope, at  least  as  much  as  was  pos- 
sible in  the  time  frame  and  format 
allotted.  We  caught  a ride  with 
Maureen  O'Brien,  SMS  field  repre- 
sentative, who  was  making  a swing 
through  her  district  and  was  help- 
ing to  organize  the  Ashland  mini- 
internship. 

As  a former  newspaper  reporter 
and  editor  and  a self-declared  skep- 
tic, I cautiously  admit  my  expecta- 
tions were  a little  jaded  at  the  start. 
Was  there  some  agenda  I didn't 
know  about  involved  with  this  mini- 
internship stuff?  What  were  the 
proponents  hoping  to  accomplish? 
Were  we  going  to  be  a captive  audi- 
ence listening  to  doctors  on  soap- 
boxes proclaiming  that  they  alone 
hold  the  key  to  resolving  all  the 
nation's  health  care  delivery  prob- 
lems? Would  I,  heaven  preserve  me, 
be  paired  with  a doctor  who  would 
try  to  teach  me  4 years  of  studies  in 
one  afternoon,  lecturing  endlessly 
on  a topic  of  little  interest  to  me? 
(Don't  get  me  wrong.  I'm  the  first  to 
admit  I always  need  more  educa- 


tion and  I hold  great  respect  and 
affection  for  doctors  and  medicine. 
It's  just  that  I just  have  this  recurring 
nightmare  that  someone  will  corner 
me  and  make  me  memorize 
Dorland's  Illustrated  Medical  Dic- 
tionary.) 

My  trepidations,  although  com- 
bined with  a great  deal  of  interest  in 
the  possibilities  of  the  program  and 
a strong  desire  to  learn  more  about 
medicine,  I think,  put  me  at  about  a 
par  with  many  of  the  other  profes- 
Continued  on  next  page 


Physician  participants  in  the 
Ashland  mini-internship  pro- 
gram 

Grace  Heitsch,  MD,  pediatrician 
David  Saarinen,  MD,  family 
physician 

John  Oujiri,  MD,  family  physician 
Richard  Searl,  MD,  family 
physician 

Andrew  Matheus,  MD,  family 
physician 

Robert  Pierpont,  MD,  family 
physician 

Ivan  Teoh,  MD,  general  surgeon 
Scott  Warren,  MD,  orthopedic 
surgeon 

John  Schulz,  MD,  anesthesiologist 
Mark  Belknap,  MD,  chair 
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Grace  Heitsch,  MD,  burns  some  ''proud  flesh"  off  3-week-old  Samuel's  umbilicus  during  an 
infant  well-child  exam,  then  discusses  safety  tips  and  infant  development  with  Samuel's  mom. 
Dr  Hcitsch,  a Missouri  native,  graduated  from  the  University  of  Minnesota  Medical  School 
at  Duluth,  then  opted  to  stay  near  Lake  Superior.  She  was  attracted  to  practice  in  Ashland 
because  of  the  opportunity  to  work  part-time  and,  subsequently,  spend  more  time  with  her  hus- 
band, a computer  consultant,  and  young  children.  (Copyright  photo  by  Bob  Rashid) 


A caring  and  compassionate  man,  Andrew  Matheus,  MD,  takes  a few  extra  minutes  to  talk 
with  a young  patient  with  pelvic  inflamatory  disease  and  listen  to  her  concerns.  Dr  Matheus, 
like  many  of  his  colleagues,  takes  his  doctoring  out  of  the  office  and  into  the  community.  One 
of  the  patients  we  saw  urns  a young  man  with  asthma  Dr  Matheus  had  seen  in  town  the  night 
before.  Concerned  about  the  young  man's  cough,  Matheus  had  encouraged  him  to  stop  by  for 
a check-up  so  they  could  treat  his  health  problems  before  they  escalated  into  a crisis.  (Copyright 
photo  by  Bob  Rashid.) 


Continued  from  preceding  page 
sional  participants  in  this  and  past 
internships.  We  weren't  sure  what 
to  expect  when  we  walked  into  ori- 
entation. 

What  we  found  helped  allay  my 
fears.  In  a corner  of  the  room, 
huddled  around  the  hors  d'oeuvres 
(probably  their  first  food  of  the  day) 
were  several  doctors  somewhat 
anxiously  preparing  to  embark  on 
their  first  mini-internship.  They,  too, 
had  reservations.  They  had  concerns 
about  how  their  patients  would  react 
to  strangers  in  the  examining  room. 
Would  the  patients  feel  awkward 
and  fail  to  share  important  health 
information?  Would  the  interns 
prove  to  be  a nuisance  and  get  in  the 
way?That  night  in  the  hospital  cafe- 
teria, facilitated  by  internship  pro- 
gram chair  Mark  Belknap,  MD,  we 
all  got  to  know  each  other  a little.  It 
would  prove  to  be  a big  benefit  in 
the  morning  when  we  actually  could 
recognize  each  other  in  the  halls.  We 
discussed  the  ground  rules  and 
shared  our  expectations,  goals,  and 
ideas.  We  set  in  place  the  forms  for 
the  bonds  that  would  be  cemented 
during  the  2-day  joint  venture. 

The  bonds,  it  should  be  stressed, 
are  the  real  goals  of  the  mini-intern- 
ship program.  This  project  gives 
physicians  a chance  to  establish 
important  bonds— based  on  a grow- 
ing respect  and  friendship-with 
influential  people.  Good  candidates 
are  those  people  who  may  have  great 
influence  in  the  institutions  in  which 
you  work  or  within  the  communi- 
ties in  which  you  live,  such  as  hospi- 
tal board  members,  state  and  fed- 
eral lawmakers,  attorneys,  and  the 
media.  Medical  society  staff,  like  me, 
who  participate  in  the  internships 
don't  claim  to  be  "influential,"  but 
can  better  represent  you  in  interac- 
tions with  the  media,  the  Legisla- 
ture, and  the  public  after  we  have 
spent  a day  or  two  walking  next  to 
your  shoes. 

Lawmakers  and  media  are  a lot 
like  physicians,  although  members 
of  the  various  professions  might  take 
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offense.  Physicians  refer  to  others 
they  know,  respect,  and  trust.  Law- 
makers and  media  with  questions 
pertaining  to  medicine  refer  to  phy- 
sicians they  know,  respect,  and  trust. 
The  mini-internship  provides  a plat- 
form on  which  those  relationships 
may  form.  The  Illinois  medical  soci- 
ety invited  a trial  attorney  to  partici- 
pate and,  as  a result,  he  stopped 
accepting  medical  malpractice  cases! 
You  may,  however,  have  other  indi- 
viduals with  whom  you  would  like 
to  build  bridges  first. 

The  mini-internship  program 
allows  interns  to  put  names,  faces, 
and  personalities  with  the  white 
coats  and  surgical  blues  and  greens. 
As  they  walk  with  physicians 
through  their  day,  interns  learn  in 
far  less  dramatic  ways  than  these 
words  might  suggest  what  it  is  like 
to  be  Dr  Jonah  swallowed  by  the 
giant  whale  of  a red-tape-lined 
health  care  system.  (In  other  words, 
a physician  trying  to  find  a mental 
health  therapist  that  will  work  with 
a depressed  teenage  recovering  al- 
coholic when  a bureaucracy  says  the 
teen  can  only  see  a person  she  dis- 
likes.) Or,  what  it  is  like  to  be  Dr 
David,  flinging  a rock  of  common 
sense  into  a process  controlled  by  a 
distant  and  detached  insurance 
reviewer. 

I won't  give  you  a play-by-play 
of  my  entire  internship  experience, 
although  I assure  you  it  made  such  a 
strong  impression  on  me  that  I recall 
the  patients  vividly.  Most  patients 
welcomed  the  interns  into  the  room 
and  spoke  openly.  I think  we  only 
had  three  rejections  in  two  days  and 
those  were  for  very  understandable 
and  personal  reasons.  In  the  exam- 
ining rooms,  we  listened  to  the  pa- 
tients' concerns,  watched  the  exami- 
nation, and  then  observed  the  diag- 
nosis and  any  subsequent  recom- 
mendations for  treatment.  Physi- 
cians explained  procedures  as  they 
went  along  so  both  interns  and  pa- 
tients would  understand.  The  doc- 
tors answered  our  questions  be- 
tween examinations  and  explained 


why  they  had  chosen  one  course  of 
treatment  over  another. 

The  physicians  I walked  with  for 
two  days  seemingly  shared  no 
common  agenda,  other  than  an  in- 
tense drive  to  deliver  top  quality 
medical  care— with  the  emphasis  on 
care.  They  were  as  unique  and  di- 
verse as  you  might  expect  in  any 
group  of  professionals.  Once  again, 
the  experience  brought  home  to  me 
the  message  that  Wisconsin  physi- 
cians, like  other  Wisconsin  citizens, 
are  independent  thinkers  with 
unique  approaches  for  dealing  with 
their  patients,  the  government,  and 
their  peers. 

"I  know  you're  having  fun,  but 
are  you  learning  anything?"  ques- 
tioned one  of  the  physicians  assigned 
to  me  after  I practically  bounced  up 
and  down  relating  yet  another  re- 
markable episode  in  my  mini-in- 
ternship program  (that  cynical  stance 
long  abandoned). 

I tried  to  tone  down  my  enthusi- 
asm a little  after  that.  But  remem- 
ber, these  wereunprecedented  ex- 


periences for  me.  I'd  never  before 
seen  surgery.  I witnessed  a birth  ( 
It's  much  easier  to  watch  than  par- 
ticipate); hip  replacement  surgery;  a 
knee  anthroscopy;  an  appendec- 
tomy; the  reconstruction  of  a crushed 
finger;  and  the  removal  of  plates 
and  screws  from  an  ankle.  Each  pro- 
cedure  was  amazing.  I was 
awestruck  by  the  amount  of  prepa- 
ration and  training,  physicians  must 
have  before  each  patient  encounter. 
I was  stunned  by  the  realization  that 
just  a very  brief  encounter  with  a 
physician  can  have  an  incredible 
effect  on  a person's  life  and  well- 
being. For  example,  look  at  how  just 
13  minutes  on  an  operating  table 
can  change  the  quality  of  life  for  an 
elderly  person  with  a broken  hip. 

But  no  less  fascinating  to  me  was 
to  watch  the  care  pediatricians  and 
family  physicians  took  with  infants 
and  parents  during  well  child  ex- 
ams; the  gentleness  with  which  they 
examined  all  those  in  their  care;  and 
the  ways  the  doctors  coped  inside 
Continued  on  next  page 


Watching  Dr  Scott  Warren  work  was  a mesmerizing  experience  for  intern  Slmri  Hamilton 
who  had  turner  before  seen  surgery  "up  close  and  personal."  Hamilton  obscn'cd  Dr  Warren 
removing  metal  plates  and  screws  from  an  ankle,  inserting  a pin  in  a finger  crushed  by  a power 
tool  as  well  as  performing  a knee  anthroscopy  and  a hip  replacement.  Dr  Warren  carefully 
explained  the  procedures  and  discussed  plans  for  rehabilitation.  Dr  Warren  chose  to  practice 
in  Ashland  because  he  grew  up  in  the  Northland  and  thinks  of  it  as  home.  (Copyright  photo 
by  Bob  Rashid.) 
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A doctor's  work  is  linger  done.  Family  physician  Rick  Searl,  MD, 
dictates  patient  notes  while  "on  hold"  awaiting  information  on 
another  patient.  Tlie  interns  watched  as  the  physicians  spent 
moments  between  patients  charting  information,  checking  lab 
results  and  dictating  notes  or  folloiv-up  questions  to  reach 
closure  on  one  patient  before  turning  to  another.  Dr  Searl  and  Dr 
Andy  Mathcus  are  working  in  Ashland,  a physician  shortage 
area,  as  part  of  a physician  loan  forgiveness  program.  (Copyright 
photo  by  Bob  Rashid.) 

Continued  from  preceding  page 

and  outside  of  the  examination  room  with  decisions 
patients  had  made  to  stop  taking  medicine,  to  take 
someone  else's  medicine,  or  to  continue  to  smoke 
when  they  had  asthma  or  were  pregnant.  The  ways 
they  respectfully  expressed  concern  but  always  left 
the  door  open  for  the  patients  to  make  the  decisions 
and  to  continue  to  come  back  and  receive  much- 
needed  care.  It  was  obvious  that  these  physicians 
were  treating  their  neighbors,  the  people  they  sat 
next  to  in  church  on  Sundays,  the  classmates  and 
future  classmates  of  their  children. 

Having  grown  up  in  northern  Wisconsin  where  it 
was  common  for  classmates  and  their  family  mem- 
bers to  go  without  medicine  because  their  families 
couldn't  afford  the  drugs,  it  was  extremely  hearten- 
ing for  me  to  see  physicians  follow  up  with  their 
patients  as  to  how  they  would  be  able  to  access  pre- 
scriptions and  other  treatments.  I saw  doctors  who 
were  well  familiar  with  working  with  Medicaid, 


Medicare,  Indian  Aid,  and  other  programs,  as  well  as 
variety  of  insurance  companies. 

I found  myself  caught  up  in  studying  the  contrast- 
ing styles  of  the  doctors.  All  thoughtful,  a few  come- 
dic, some  quiet.  Some  seemingly  working  all  the 
time;  some  finding  the  balances  they  need  between 
family  and  practice  time.  One  relating  the  frustra- 
tions of  providing  care  for  people  who  don't  pay 
their  bills.  Another  doctor  admitting  he  has  no  idea 
which  patients  pay  and  which  don't.  Many  worried 
about  health  system  reform.  Few  with  definite  an- 
swers. Most  with  strong  support  for  various  reform 
concepts.  Most  worried  more  about  their  patients 
under  health  system  reform  than  themselves  and 
wanting  to  protect  their  ability  to  deliver  the  type  of 
care  they  believe  in  without  outside  interference. 

I witnessed  firsthand  the  many  things  we  Ameri- 
cans do  to  ourselves  that  drive  up  the  costs  of  health 
care:  the  teens  having  babies;  the  putting  off  of  health 
care  until  conditions  reach  catastrophic  stages;  the 
smoking,  drinking,  and  overeating.  But  I also  saw 
the  good  things:  the  young  parents  guarding  the 
well-being  of  their  firstborn;  the  mom  breaking 
unhealthy  cycles  to  try  and  give  her  daughters  a 
better  shot  at  life  than  she  had;  and  the  physicians 
working  to  make  sure  this  generation  of  Wisconsin 


An  exhausted  mom,  18,  and  somewhat  apprehensive  young  dad 
get  the  first  real  look  at  their  7 lb,  4 oz  baby  boy,  delivered  with 
the  help  of  Rick  Searl,  MD.  About  500  babies  are  born  in  Ashland 
each  year.  (Copyright  photo  by  Bob  Rashid.) 
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residents  is  healthier  than  the  last. 

The  mini-internship  experience  concludes  with  a 
debriefing  dinner  during  which  interns  and  physi- 
cians share  impressions.  The  atmosphere  was  warm 
and  friendly--we'd  gained  each  other's  trust.  All  of 
the  physicians  commented  about  how  easy  it  was  to 
get  permission  to  have  the  interns  observe.  Several 
voiced  surprise  that  their  patients  were  just  as  can- 
did with  the  interns  in  the  room  as  they  were  nor- 
mally. 

My  only  concern  with  the  mini-internship  is  that 
it  allows  interns  to  experience  so  many  of  the  intrigu- 
ing and  interesting  aspects  of  medicine,  that  the 
downsides  of  medicine  that  we  are  trying  to  change 
may  go  unnoted.  More  efforts  must  be  made  to  draw 
attention  to  the  reams  of  paperwork,  the  insurance 
run-around  and  increasing  government  restrictions 
that  can  impedequality  health  care. 

When  I returned  to  Madison  with  my  enthusiastic 


reports,  I was  teased  by  a couple  of  colleagues  for  be- 
coming the  "mini-internship  poster  child."  There's 
no  doubt  I am  a proponent  of  the  mini-internship 
program  now.  But  like  many  of  you,  I had  reserva- 
tions at  first.  I didn't  want  the  program  to  be  a public 
relations  gimmick  and  it's  not  that  at  all.  The  mini- 
internship program  gives  real  people-physicians 
and  interns— a chance  to  share  concerns  and  informa- 
tion about  the  present  and  future  of  health  care  in  a 
very  comfortable  format.  It  can  turn  adversaries  into 
allies  and  skeptics  into  supporters. 

As  for  me,  my  internship  experience  left  a lasting 
positive  impression.  My  respect  for  your  profession 
has  grown  for  I have  seen  firsthand  how  hard  you 
work,  the  amazing  skills  you  possess,  the  challenges 
you  face,  and  the  intensity  with  which  you  care.  The 
bonds  of  understanding  have  been  strengthened, 
you  have  an  even  stronger  ally— and  I didn't  even 
have  to  wear  your  shoes. 


CES  Foundation  awards 
two  research  grants 

The  SMS  Charitable,  Educational  and  Scientific 
Foundation  has  voted  to  support  research 
projects  conducted  by  the  department  of  surgery 
and  the  department  of  medical  microbiology  and 
immunology  at  the  University  of  Wisconsin  Medical 
School. 

Under  the  direction  of  Anthony  M.  D' Alessandro, 
MD,  assistant  professor  of  surgery,  transplant  serv- 
ice through  the  department  of  surgery,  the  effect  of 
continuous  hypothermic  perfusion  of  livers  on 
Kupffer  cell  activation  will  be  studied.  This  has  been 
suggested  as  a possible  cause  of  preservation  injury 
following  liver  transportation. 

The  second  research  project  is  being  conducted  by 
Alexander  Sharko,  MD,  with  C.  David  Pauza,  PhD, 
professor  of  the  department  of  pathology  and  labo- 
ratory medicine,  supervising  his  work.  Dr.  Sharko's 
research  is  to  develop  a vaccine  for  human  immu- 
nodeficiency virus  type  I (HIV-1).  While  a second 
year  medical  student,  he  formulated  a plan  to  co- 
valently link  the  non-toxic  endotoxin  derivative, 
monophosphoryl  lipid  A (MLA),  to  gpl20  for  use  as 
a vaccine  against  HIV.*> 


n 


Wausau,  Wisconsin 

Family  Medicine 

Community  Health  Center 

Consider  a unique  practice  opportunity  that  includes  both 
clinical  medicine  and  academics  in  a new  federally 
funded  community  health  center  in  Wausau,  Wisconsin 
and  affiliated  with  the  University  of  Wisconsin  Family 
Practice  Residency  Program.  The  community  health  cen- 
ter will  target  serving  the  Federally  Designated  medically 
underserved  population  and  meets  the  HPSA  certifica- 
tion for  the  loan  repayment  program. 

Wausau  offers  a high  quality  of  living  with  abundant 
recreation  opportunities,  excellent  schools,  and  a friendly 
safe  environment.  For  more  information  about  this 
excellent  opportunity,  contact: 

Linda  Forbes 

Primary  Connection 
Health  Care,  Inc. 

2800  Westhill  Drive,  Suite  210 
Wausau,  WI  54401 
(800)  766-7765,  ext.  2974  or 
(715)  847-2974  FAX  (715)  847-2934 
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Teen  Workshop  on  Health 

brings  safety  message  to  Wisconsin  kids 


Dr  Roberts  leads  a conflict  resolution  demonstration  at  the  Teen  Workshop  on  Health. 


More  than  1,200  Wisconsin  7th 
and  8th  graders  attended  the 
SMS  and  SMS  Alliance-sponsored 
workshop  on  health,  titled,  "Vio- 
lence and  Respect." 

The  half-day  Alliance-organized 
program  drew  rave  reviews  in  stu- 
dent evaluations,  with  students 
ranking  4.6  on  a five-point  scale  the 
quality  of  the  information  they  re- 
ceived through  the  workshop.  Three 
speakers  and  a youth  drama  and 
dance  group.  West  Bend  Pride,  took 
the  stage. 

SMS  President  Richard  G. 
Roberts,  MD,  was  a featured  speaker 
with  an  interactive  presentation  on 
gun  safety.  "Gun  deaths  aren' t just  a 
big  city  problem  confined  to  gang 
violence,"  Roberts  told  the  students 
gathered  in  La  Crosse  and  Oshkosh. 
"Gun  deaths  don't  just  result  from 
hunting  accidents.  Kids  can  be  in- 
jured by  guns  anywhere." 

The  SMS  president  urged  stu- 
dents to  think  carefully  before 
making  any  contact  with  a gun  and 
realize  that  these  weapons  can  and 
are  very  dangerous. 

"Let  me  tell  you  as  a doctor,  I 
know  bullets  don't  discriminate 
when  they  hit  your  body.  They  don't 
care  if  you're  young-class  president, 
class  clown  or  a good  athlete.  Bul- 
lets don' t care  if  your  skin  is  white  or 
if  your  hair  is  black.  They  just  rip 
through  your  body  tissue,  destroy 
vital  organs  and  wipe  out  your 
dreams.  Bullets  do  things  to  the 
human  body  that  doctors— no  mat- 
ter how  hard  we  try— cannot  repair," 
Roberts  said. 

Trigger  locks  were  given  to  stu- 
dents would  could  correctly  relate 
information  cited  earlier  in  Roberts' 
remarks  as  to  the  distances  bullets 
may  travel,  the  number  of  Wiscon- 
sin youths  killed  each  year,  etc. 


Students  vied  eagerly  for  thechance 
to  answer  the  questions  correctly. 

When  questioned,  more  than  half 
of  the  students  at  each  workshop 
location  indicated  guns  were  kept 
in  their  homes.  Many  expressed 
concerns  about  personal  safety.  All 
of  the  workshop  participants  were 
given  gun  safety  materials  and 
checklists  to  share  with  their  par- 
ents. 

Next,  West  Bend  Pride,  a jazzy 
dance-drama  group  of  students  of 
all  shapes  and  sizes  from  West  Bend, 
took  the  stage.  The  group  combined 
song,  dance  and  skits  in  an  effort  to 
help  students  understand  a little  bit 
of  kindness  and  caring  can  go  a long 
way  to  ease  an  otherwise  difficult 
situation.  The  young  performers 
drew  positive  reviews  for  their  dis- 
play of  enthusiasm  and  dedication. 

Bob  Lenz,  a motivational  speaker 
from  Appleton,  was  a big  hit,  bring- 
ing kids  a strong  message  of  self 
respect  and  awareness.  Lenz  has  a 
knack  for  distilling  problems  down 


to  their  bare  essence.  "Sometimes 
your  girlfriend  or  boyfriend  will  say, 
'We  gotta  do  it  (have  sex).  I love 
you.'  You  know  what?,"  Lenz  ques- 
tioned. "Love  is  a commitment.  It's 
not  about  having  sex.  I walk  around 
the  halls  in  middle  schools  and  high 
schools  all  over  this  state  and 
hormones  are  bouncing  off  the  walls 
there.  They  almost  knock  you  over. 

"Instead  of  saying  in  a fit  of  pas- 
sion, 'I  love  you,"  these  kids  should 
be  telling  the  truth.  They  should  be 
saying,  'I  hormone  you/"  Lenz 
noted,  generating  approving  giggles 
and  nods  in  his  audience. 

Adrienne  Diercks,  of  Possibilities, 
Inc.,  Minneapolis,  discussed  how 
participants  could  make  a differ- 
ence in  their  own  self  esteem  and  the 
self  esteem  of  others.  Students 
jumped  to  the  microphones  in  an 
effort  to  share  what  they  had  learned 
helps  them  feel  good  about  them- 
selves so  they  feel  strong  enough  to 
make  healthy  choices  in  their  lives. ❖ 
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Physician  Briefs 

*Daniel  Albert,  MD,  professor  and 
chair  of  the  UW  Department  of  Oph- 
thalmology and  Visual  Sciences,  has 
been  named  editor  of  Archives  of 
Ophthalmology,  a publication  of  the 
American  Medical  Association. 

^Pamela  J.  Butler,  MD,  has  joined 
All  Saints  Healthcare  System.  Dr 
Butler,  a dermatologist,  will  work  at 
All  Saints  Kurten  Medical  and  is  a 
graduate  of  the  University  of  Texas. 

*Michelle  Laundrie  Cihla,  MD, 
joined  the  Rhinelander  Medical 
Center  clinic  staff  as  a dermatolo- 
gist. 

Michael  J.  Dunn,  MD,  a native  Mil- 
waukeean and  a nationally  recog- 
nized kidney  specialist,  has  accepted 
the  offer  to  serve  as  dean  of  the 
Medical  College  of  Wisconsin  start- 
ing in  January,  1995.  He  is  currently 
the  Hanna  Payne  professor  of  medi- 
cine at  Case  Western  Reserve  Uni- 
versity School  of  Medicine  and  di- 
rector of  the  division  of  nephrology 
at  University  Hospitals  of  Cleve- 
land. Dr  Dunn  received  his  medical 
degree  from  the  Marquette  Univer- 
sity School  of  Medicine,  and  served 
an  internship  and  residency  in  in- 
ternal medicine  at  Johns  Hopkins 
Hospital,  Baltimore.  He  took  a neph- 
rology fellowship  at  the  University 
of  North  Carolina  for  a year,  and 
spent  three  years  of  military  duty  as 
a research  internist  at  the  Walter 
Reed  Army  Institute  of  Research.  Dr 
Dunn  served  as  a clinical  nephrolo- 
gist at  the  University  Hospitals  of 
Cleveland  for  almost  two  decades. 

*Mary  C.  Flynn,  MD,  has  joined 
Physicians  Plus  Medical  Group  as 
an  internal  medicine  specialist. 

*Orlando  M.  Francisco,  MD,  a phy- 
sician in  Tomahawk  since  1962,  was 
recently  honored  with  the  Sacred 
Heart  Hospital  Foundation  prestig- 


ious "Partner  in  Health"  award  for 
his  "outstanding  contributions"  in 
the  health  field.  He  received  his 
medical  degree  at  the  University  of 
St.  Tomas  in  Manila.  He  completed 
his  residency  in  Milwaukee. 

Donald  Garland,  MD,  occupational 
medicine,  has  joined  the  Occupa- 
tional Health  program  of  All  Saints 
Medical  Group  of  Racine.  Most  re- 
cently in  private  practice  in  Minnea- 
polis, Dr  Garland  specialized  in  treat- 
ing patients  who  have  been  hurt  or 
injured  in  the  work  environment. 


He  received  his  medical  degree  from 
the  University  of  Rochester  School 
of  Medicine  and  his  master's  degree 
in  industrial  health  from  the  Uni- 
versity of  Michigan. 

Robin  Gavelin,  MD,  has  joined 
Physicians  Plus  Medical  Group  as  a 
pain  management  anesthesiologist. 

^Timothy  Harrington,  MD,  has  been 
named  regional  medical  director  of 
Physicians  Plus  Medical  Group.  A 
rheumatologist,  he  will  divide  time 
Continued  on  next  page 


Annual  meeting  resolutions  due 

The  1995  annual  meeting  of  the  State  Medical  Society  of  Wiscon- 
sin will  convene  at  4 PM  on  Friday,  April  7,  1995,  at  the  Grand 
Geneva  Resort,  in  Lake  Geneva. 

Resolutions  must  be  submitted  in  proper  form  to  the  executive 
vice  president's  office  no  later  than  2 months  prior  to  the  opening 
session  of  the  House  of  Delegates.  The  deadline  for  receipt  of  resolu- 
tions is  Friday,  Feb  3, 1995. 

It  is  important  that  all  resolutions  be  submitted  in  time  so  they  can 
be  included  in  the  handbook.  Unanimous  consent  of  the  House  of 
Delegates  shall  be  required  for  the  introduction  of  any  late  resolutions, 
except  those  that  are  submitted  by  the  Board,  a Board  member  or  the 
Society's  constitutional  officers. 

When  drafting  resolutions  for  submission,  please  give  close  at- 
tention to  the  following:  1)  the  title  of  the  resolution  should  appropri- 
ately reflect  the  action  for  which  it  calls;  2)  information  contained  in  the 
resolution  should  be  checked  for  accuracy;  3)  the  resolves  should  stand 
alone,  since  the  House  adopts  only  the  resolves  and  the  whereases  do 
not  appear  in  the  proceedings. 

Fiscal  notes  will  be  added  to  all  resolutions  whose  implementa- 
tion would  require  funds  not  normally  included  in  the  SMS  budget.  For 
each  resolution  submitted,  a sponsor  should  be  in  attendance  at  refer- 
ence committee  hearings  to  provide  background  information. 

Reference  committees  will  meet  on  Saturday,  April  8, 1995  at  8:30 
AM  and  the  second  session  of  the  House  will  begin  on  Saturday  at  3 
PM.* 
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Continued  from  preceding  page 
between  his  practice  and  the  admin- 
istrative post. 

*John  T.  Heinrich,  MD,  has  joined 
the  Milwaukee  Orthopaedic  Group, 
Ltd.,  and  the  staff  of  Sinai  Samaritan 
Medical  Center,  hie  completed  his 
undergraduate  studies,  medical 
school  and  orthopaedic  surgery  resi- 
dency at  the  University  of  Wiscon- 
sin-Madison.  Lie  recently  completed 
an  orthopaedic  sports  medicine  fel- 
lowship at  the  Southern  California 
Center  for  Sports  Medicine,  Long 
Beach, California. 

Mark  Juckett,  MD,  has  been  ap- 
pointed assistant  professor  of  medi- 
cine in  the  division  of  hematology/ 
oncology  at  the  Medical  College  of 
Wisconsin. 

•Christopher  Kearns,  MD,  has  es- 
tablished his  practice  specializing  in 
urology  at  2015  E.  Newport  Ave- 
nue, Milwaukee. 

•Raymond  W.  Knight,  MD,  has 
been  named  medical  director  of  the 
Clinical  Practice  Division  of  Kenosha 
Hospital  and  Medical  Center.  He 
has  practiced  internal  medicine. 


hematology  and  oncology  in  Ke- 
nosha since  1977.  He  received  his 
medical  degree  from  Ohio  State 
University.  He  interned  at  Rush 
Presbyterian-St.  Luke's  Medical 
Center,  Chicago.  After  a tour  of  duty 
in  the  Navy,  he  returned  to  Rush 
Presbyterian  for  his  residency  and 
fellowship. 

Venkat  Mantha,  MD,  has  joined 
Sacred  Heart-Saint  Mary's  Hospi- 
tals, Inc.  as  an  anesthesiologist.  He 
practiced  anesthesiology  in  Great 
Britain  for  10  years  and  most  re- 
cently completed  a residency  in 
anesthesia  at  Rush-Presbyterian-St. 
Lukes  Medical  Center,  Chicago.  He 
is  a graduate  of  Osmania  Univer- 
sity, Hyderabad,  India.  He  received 
his  diploma  in  anesthesia  in  Lon- 
don, and  is  a fellow  of  the  Faculty  of 
Anesthesiologists  in  the  Royal  Col- 
lege of  Surgeons  in  Ireland. 

Daniel  J.  McCarty,  Jr,  MD,  director 
of  the  Arthritis  Institute  and  Will 
and  Cava  Ross  professor  of  medi- 
cine at  the  Medical  College  of  Wis- 
consin in  Milwaukee,  was  named  a 
Master  of  the  American  College  of 
Rheumatology  during  the  college's 
National  Scientific  Meeting  in  Min- 


neapolis, in  October.  He  received 
the  college's  highest  honor.  The  Gold 
Metal,  at  the  annual  meeting  in  1993. 

Ann  Nattinger,  MD,  MPH,  assis- 
tant professor  of  medicine  at  the 
Medical  College  of  Wisconsin  and 
breast  cancer  researcher,  has  been 
awarded  a four-year  $738,000  grant 
from  the  US  Army  Medical  Research 
and  Development  Command.  She 
will  study  variations  in  and  out- 
comes of  care  after  initial  treatment 
for  breast  cancer.  A native  of  Liber- 
tyville,  Illinois,  Dr  Nattinger  re- 
ceived her  medical  degree  from  the 
University  of  Illinois,  Chicago. 

Gregory  Pae,  MD,  has  joined  All 
Saints  Healthcare  System.  Dr  Pae, 
an  obstetrician/gynecologist,  will 
work  at  the  St.  Luke's  Hospital 
Medical  Office.  He  is  a graduate  of 
the  Rush  Medical  School  in  Chicago. 

Richard  A.  Proctor,  MD,  Professor 
of  Medicine  and  Medical  Microbiol- 
ogy/Immunology  at  the  University 
of  Wisconsin  Medical  School  and  an 
infectious  disease  specialist  at  Uni- 
versity of  Wisconsin  Hospital  and 
Clinics,  has  been  awarded  the  Alex- 
ander von  Humboldt  senior  research 
award.  Germany's  top  honor  to 
eminent  non-German  scientists,  the 
award  carries  a $55,000  stipend,  an 
opportunity  to  meet  with  the  Ger- 
man president,  and  an  invitation  to 
spend  a year  conducting  research  at 
a German  university.  Dr  Proctor 
received  his  medical  degree  from 
the  University  of  Michigan  Medical 
School  in  1970.  Following  an  intern- 
ship at  UW  Hospital  and  Clinics,  he 
completed  residency  training  at 
Georgetown  University. 

•Thomas  Screnock,  MD,  will  be 
joining  the  Physician's  Clinic  of  the 
Osseo  Area  Hospital  on  January  3, 
1995.  He  received  his  medical  de- 
gree at  the  Universityof  Wisconsin- 
Madison,  and  did  post-graduate 
work  at  the  St.  Paul  Ramsey  Hospi- 
tal in  St.  Paul. 


Mark  your  calendar! 

Now  is  your  chance  to  influence  the  political  process!  The  SMS 
Legislative  Day  will  be  on  Tuesday,  March  14, 1995  at  9 AM  at 
the  Concourse  Hotel  in  Madison.  This  is  your  chance  to  ensure  elected 
representatives  hear  firsthand  Wisconsin  physicians'  concerns  regard- 
ing: The  need  for  tort  reform;  relief  from  Wisconsin's  inadequate  Medi- 
caid reimbursement;  the  expense  of  bureaucratic  paperwork  hassles, 
etc...  The  morning  session  will  include  remarks  from  powerful  state 
leaders.  After  lunch,  you  will  meet  with  your  own  elected  representa- 
tives to  discuss  these  and  other  important  issues.  Contact  SMS  Govern- 
ment Relations  at  1-800-362-9080  to  register. ❖ 
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Mark  Simms,  MD,  MPH,  has  been 
appointed  associate  professor  of 
pediatrics  at  the  Medical  College  of 
Wisconsin.  A specialist  in  child 
development  and  rehabilitation 
services  and  an  expert  on  the  medi- 
cal issues  of  foster  care,  he  will  prac- 
tice at  Children's  Hospital  of  Wis- 
consin. Prior  to  his  appointment,  he 
served  as  associate  clinical  profes- 
sor of  pediatrics  at  Yale  University 
School  of  Medicine  and  adjunct 
associate  professor  of  pediatrics  at 
Dartmouth  Medical  School  in  New 
Haven,  Conn.  Dr  Simms  completed 
his  fellowship  in  child  rehabilita- 
tion and  development  at  Children's 
Hospital  of  Philadelphia  and  his 
residency  in  pediatrics  at  Monte- 
fiore  Hospital  in  the  Bronx,  NY.  Dr 
Simms  received  his  Master  of  Public 
Health  degree  from  the  Johns 
Hopkins  University  School  of  Hy- 
giene and  Public  Health  in  Balti- 
more and  his  MD  degree  from  State 
University  of  New  York  (SUNY) 
Upstate  Medical  Center  in  Syracuse. 

*Craig  Siverhus,  MD,  has  estab- 
lished his  practice  specializing  in 
general  and  vascular  surgery  at  2015 
E.  Newport  Avenue,  Milwaukee. 

Reeta  Thukral,  MD,  has  joined  La 
Salle  Clinic  as  a nephrologist.  She 
had  practiced  medicine  privately  in 
Kenner,  La.,  and  was  also  chief  of 
staff  of  St.  Jude  Medical  Center, 
Kenner. 

State  Representative  Frank  H.  Ur- 
ban, MD,  of  Brookfield,  received  an 
Award  of  Distinction  from  the 
American  Heart  Association  of  Wis- 
consin at  its  annual  volunteer  awards 
reception  in  Pewaukee  on  October 
26.  A bill  he  authored  to  ban  the  sale 
of  single  cigarettes  became  law  last 
April.  He  is  also  responsible  for  a 
law  that  requires  cigarette  vending 
machines  to  be  in  view  of  employ- 
ees to  reduce  illegal  sales  to  minors. 
As  the  only  physician  in  the  state 
legislature,  Dr  Urban  has  worked 
with  the  American  Heart  Associa- 


tion and  the  Tobacco-Free  Wiscon- 
sin Coalition  to  educate  legislators 
about  the  hazards  of  tobacco  use. 

^Michael  P.  Vrabec,  MD,  FACS, 
has  joined  the  ophthalmology  prac- 
tice of  Valley  Eye  Associates  in  Ap- 
pleton, Wisconsin.  Dr  Vrabec  is 
board  certified  in  ophthalmology. 
He  graduated  from  the  University 
of  Wisconsin  Medical  School  and 
completed  his  residency  in  ophthal- 
mology at  the  University  of  Wiscon- 
sin with  fellowship  training  in  cor- 
neal transplantation  at  the  Univer- 
sity of  Iowa  and  refractive  surgery 
at  the  Hunkeler  Eye  Clinic  of  Kansas 
City,  Missouri.  He  served  as  an  as- 
sociate professor  of  ophthalmology 


Brown.  The  Brown  County  Medical 
Society  met  Nov  10,  1994,  at  the 
Embassy  Suites  in  Green  Bay.  The 
speaker  was  John  Eversman,  MD, 
Associate  Director  of  Clinical  Af- 
fairs, Medical  College  of  Wisconsin. 
New  members  accepted  into  the 
society  are:  Dale  Rustad,  MD;  Daniel 
Linehan,  MD;  C.  John  Abcan,  MD; 
Kakan  Naha,  MD;  and  Mark  Laukka, 
MD. 

Fond  du  Lac.  Dr  Lars  G.  Ostman, 
MD,  has  been  approved  for  mem- 
bership in  the  Fond  du  Lac  County 
Medical  Society. 

Green.  The  Green  County  Medical 
Society  approved  membership  for 
Anthony  Rogerson,  MD;  James  Link, 
MD;  Lester  Nider,  MD;  and  Peter 
Szachnowski,  MD. 

Green  Lake-Waushara.  Anthony 
Racki,  MD,  has  been  accepted  as  a 
member  of  the  Green  Lake- 


at  the  University  of  Vermont  prior 
to  moving  to  Appleton. 

James  N.  Warren,  Jr.,  MD,  has  joined 
the  Mercy  Health  System,  provid- 
ing physical  medicine  and  rehabili- 
tation services  to  Janesville  area 
patients.  A native  of  Brooklyn,  NY, 
Dr  Warren  received  his  medical 
degree  from  Temple  University  in 
Philadelphia,  PA,  and  continued  his 
training  at  Thomas  Jefferson  Uni- 
versity Hospital,  where  he  com- 
pleted a three-year  residency  in  in- 
ternal medicine.  Dr  Warren  is  cur- 
rently completing  an  intensive  fel- 
lowship in  physical  medicine  and 
rehabilitation  at  the  University  of 
Minnesota.  ❖ 


Waushara  County  Medical  Society. 

Marathon.  The  following  physicians 
were  accepted  into  the  Marathon 
County  Medical  Society  Nov  7, 1994: 
Fred  D.  Stahmann,  MD;  and  Scott  D. 
Howells,  MD. 

Marinette-Florence.  Robert  D.  Mer- 
rill, MD;  and  Virginia  M.S.  Vallalon, 
MD,  have  been  approved  for  mem- 
bership in  the  Marinette-Florence 
County  Medical  Society. 

Monroe.  Howard  D.  Schumaker, 
MD,  has  been  approved  for  mem- 
bership in  the  Monroe  County 
Medical  Society. 

Oneida-Vilas.  The  Oneida-Vilas 
County  Medical  Society  meeting  was 
held  Oct  5,  1994  at  Tula's  in  Eagle 
River.  The  speaker  was  Dr  Richard 
Roberts,  president  of  the  SMS,  and 
Iris  topic  of  discussion  was  gun  safety 
Continued  on  page  652 
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Obituaries 


Bitter,  Reuben  H.,  MD,  died  Aug  17,  1994,  in  Wild 
Rose.  He  was  born  Oct  28,  1895.  He  received  his 
medical  degree  from  Marquette  University  in  1922, 
and  served  his  internship  at  Mercy  Hospital  in 
Oshkosh.  Dr  Bitter  served  in  the  armed  forces  from 
1941-1946.  He  served  on  the  medical  staff  of  Mercy 
Medical  Center  and  as  medical  director  of  Winne- 
bago County  Institutions.  He  was  also  attending 
physician  at  Sunny  View  Sanitorium  in  Winnebago 
from  1923  to  1932.  Dr  Bitter  was  a member  of  the 
Winnebago  County  Medical  Society,  the  State  Medi- 
cal Society,  and  the  American  Medical  Association. 
He  is  survived  by  two  great  nephews;  and  three  great 
nieces. 

Handeyside,  Robert  G.,  MD,  died  Aug  29,  1994,  in 
Fort  Atkinson.  He  was  born  Dec  29, 1921.  He  gradu- 
ated from  Marquette  University  and  served  his  sur- 
gical residency  at  Milwaukee  Hospital.  He  was  a 
lieutenant  in  the  US  Navy.  Dr  Handeyside  began  his 
medical  practice  in  Paymyra  in  1949.  During  his  af- 
filiation with  Fort  Atkinson  Memorial  Hospital,  he 
served  as  chief  of  surgery  and  chief  of  staff.  Fie  was 
a member  of  the  hospital's  executive  committee  and 
served  as  the  medical  staff's  representative  to  the 
board  of  directors.  He  was  a Diploma  te  and  Fellow  of 
the  American  Academy  of  General  Practice  and  the 
American  Academy  of  Family  Physicians.  Fie  served 
as  president  of  the  Marquette  University  Medical 
School  Alumni  Association.  Dr  Handeyside  is  sur- 
vived by  two  sons,  Robert  of  Frankenmuth,  Mich, 
and  Thomas  of  Phoenix,  Ariz;  three  daughters,  Mary 
Flartenian  of  Manitowoc,  Martha  of  Madrid,  Spain, 
and  H.  Kate  Nehmer  of  Fort  Atkinson;  a brother;  a 
sister;  and  six  grandchildren. 

Janssen,  William  Charles,  MD,  died  Sept  9, 1994.  He 
was  born  Aug  18,  1925.  He  graduated  from  Mar- 
quette University  Medical  School  in  1954,  and  com- 
pleted his  internship  and  residency  at  Columbia 
Hospital  in  Milwaukee.  Dr  Janssen  was  director  of 
clinical  research.  Lakeside  Laboratories  in  Milwau- 
kee until  1975.  He  later  practiced  with  the  Allergy 
Clinic  of  Milwaukee  and  retired  in  1993.  He  is  sur- 
vived by  his  wife,  Joan;  his  sons,  William  C.  Janssen, 
Jr.,  Palo  Alto,  Calif,  Dr.  Peter  G.  Janssen,  Middleton; 
and  two  daughters,  Margaret  Janssen-Brown,  Boul- 
der, Colo,  and  Virginia  Janssen-Gallus,  Green  Bay; 
and  a granddaughter. 

Kniaz,  Albert,  MD,  died  Aug  29, 1994  in  Glendale. 
He  was  born  May  30,  1922.  He  graduated  from  the 


Tributes  to  loved  ones 
can  help  others 

The  memorial  program  of  the  Charitable, 
Educational  and  Scientific  Foundation  of  the 
SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or 
friend  through  a gift  to  the  foundation.  A 
memorial  contribution  can  provide  financial 
aid  to  a needy  medical  student,  help  stimulate 
research  on  behalf  of  the  public  health  or  aid  in 
the  preservation  of  Wisconsin's  medical  history. 
When  a memorial  gift  is  made  to  the  foundation, 
the  deceased  person's  family  receives  a special 
card  with  the  name  of  the  donor.  For  more 
information,  contact  the  foundation  staff  at  the 
SMS.-> 


University  of  Lausanne,  Switzerland,  in  June  1956. 
Fie  served  his  internship  at  the  Milwaukee  Ev.  Dea- 
coness, and  his  residency  at  Milwaukee  County 
Flospital  for  Mental  Diseases.  Dr  Kniaz  was  the 
medical  director  of  the  St.  Michael  Hospital  Mental 
I Iealth  Center  in  Milwaukee. 

Oelhafen,  Col.  Wayne  R.,  MD,  died  Sept  18, 1994,  in 
Rhinelander.  He  was  born  Oct  20,  1919  in  Toma- 
hawk. He  graduated  from  the  Medical  School  of 
Wisconsin  in  1944.  Fie  served  in  the  US  Army  until 
retiring  from  the  service  in  1963.  He  served  in  World 
War  II,  the  Korean  War  and  Vietnam.  Fie  served  as 
the  surgeon  general  for  the  7th  division  during  the 
Korean  War.  Dr  Oehlafen  received  the  Bernard  Var- 
uch  Fellowship  in  Medicine  award  from  the  Mayo 
Clinic,  was  on  the  faculty  of  the  Medical  Service 
School  in  San  Antonio,  Texas,  and  was  a member  of 
the  American  Congress  of  Physicians.  Fie  is  survived 
by  two  sisters,  nieces  and  nephews. 

Olson,  Lester  J.,  MD,  died  on  Aug  25,  1994.  Fie 
received  his  medical  degree  from  the  University  of 
Minnesota  in  June  1943,  after  serving  an  internship  at 
Brooke  General  Hospital,  Fort  Sam  Houston,  Texas. 
He  served  in  the  US  Army  from  1943  to  1946,  in  the 
ETO,  301  Medical  Battalion  of  the  76th  division. 
Upon  discharge  from  the  army.  Dr  Olson  opened  a 
practice  in  Spooner,  where  he  stayed  until  his  retire- 
ment in  1980.  Lie  died  in  the  Spooner  Memorial 
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Hospital  where  he  had  worked  so  diligently  to  estab- 
lish the  current  complex.  He  is  survived  by  his  wife, 
Jeannette,  two  sons,  Jon  and  Gregory,  and  daughter, 
Susan  Olson  Jackson. 

Pawlisch,  Otto  V.,  MD,  died  Aug  3, 1994.  Dr  Pawl- 
isch  received  his  medical  degree  from  the  University 
of  Illinois.  He  practiced  medicine  at  the  Reedsburg 
Memorial  Hospital  for  more  than  50  years,  retiring  in 
1982.  He  also  served  as  the  Sauk  County  Coroner.  Dr 
Pawlisch  was  a member  of  the  Sauk  County  Medical 
Society,  The  State  Medical  Society  and  the  American 
Medical  Association.  He  is  survived  by  his  sons,  Carl 
O.  Pawlish  of  LaValle,  Dr  James  T.  Pawlisch  of 


Reedsburg,  and  Dr  Paul  Pawlisch  of  Whitefish  Bay; 
and  by  five  grandchildren  and  five  great-grandchil- 
dren. 

Simenson,  Raymond  S.,  MD,  died  Sept  5, 1994.  He 
was  born  Nov  17,  1906.  He  received  his  medical 
degree  from  the  University  of  Wisconsin,  Madison. 
He  began  practice  in  Valders  in  the  early  1930s.  He 
served  in  the  US  Army,  and  continued  his  practice  in 
Manitowoc  until  the  early  1950s.  Dr  Simenson  moved 
to  Appleton  and  practiced  medicine  until  his  retire- 
ment in  1984.  Survivors  include  his  wife,  Violet;  two 
daughters,  Karen  Kurtz,  Bayfield,  Colo,  and  Barbara 
Lewis,  Albuquerque,  NM;  and  a sister.-:* 


EMERGENCY  ROOM  POSITION 
IMMEDIATE  OPENING! 

Experienced  Physician  needed  immediately  to 
fill  position  in  24  hr.  Emergency  Room  at  Saint 
Joseph  Hospital,  a 100  bed  Level  II  Trauma  Center 
in  Belvidere,  Illinois  (1  hour  west  of  Chicago). 

• Must  be  willing  to  see  all  ages 

• Over  7,100  ER  visits  in  1994 

• ACLS  and  ATLS  certification  preferred 

• 24  hrs  on/ 48  hrs  off  (with  no  call) 

• Full-time  salaried  position 

• Comprehensive  benefits  (CME  & vacation) 

For  more  information: 
contact  Marie  Noeth  at  800-438-3745 
or  fax  CV  to  309-685-1997 

. . . Saint  Joseph  Hospital 
is  a member  of  OSF  Healthcare  . . . 


Great  Lakes. . . 
Great  Locations. . . 


£ »olo,  group  practice  and  employment 
^^^opportunities  available  for  BC/BE  physicians. 
V J Choose  a thriving  suburban  location  or  sce- 
nicTake  country  setting  near  Milwaukee,  Madison 
and  Chicago.  Superior  quality  of  living  and  com- 
petitive income/benefit  package. 


•Ob/Gyn 
•Pediatrics 
•Family  Practice 
•FP  Faculty 
•Internal  Medicine 

Please  contact: 

Susan  Brewster 
800-326-2011,  Ext.  4700 


Practice  Opportunities  in  Waukesha  County 

725  American  Avenue  ‘Waukesha,  Wl  53188 
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The  Wisconsin  Senior  Physician’s  Association  enjoying  their  fall  annual  meeting  in 
Door  County. 


Continued  from  page  649 
among  children.  The  following  phy- 
sicians were  approved  for  member- 
ship: Kurt  Landauer,  MD;  John 
Kozisek,  MD;  Matthew  M.  Drewry, 
MD;  Margaret  Abel,  MD;  Michelle 
Cihla,  MD;  Gary  Dier,  MD;  and  Anne 
Drewry,  MD. 

Outagamie.  The  following  physi- 
cians were  approved  for  member- 
ship in  the  Outagamie  County 
Medical  Society:  William  Gustafson, 
MD;  Jill  P.  Harman,  MD;  Steven  L. 
Kagen,  MD;  John  E.  Kirkpatrick,  MD; 
Robert  M.  Makeever,  MD;  Diane  M. 
Mayland,  MD;  and  Michael  P.  Vra- 
bec,  MD. 

Racine.  Ronald  L.  Allen,  MD,  has 
been  approved  for  membership  in 
the  Racine  County  Medical  Society. 

Sauk.  The  following  physicians  have 
been  approved  for  membership  in 
the  Sauk  County  Medical  Society: 
Scott  Ehman,  MD;  Mark  Meier,  MD; 
Karen  Ailsworth,  MD;  Craig  Maskil, 
MD;  and  Naeem  Jahirkheli,  MD. 

Shawano.  Michael  J.  Michalske,  MD, 
and  John  R.  Spencer,  MD,  were 
elected  to  membership  in  the  Sha- 
wano County  Medical  Society. 

Winnebago.  The  following  physi- 
cians have  been  approved  for 
membership  in  the  Winnebago 
County  Medical  Society:  Timothy 
Seline,  MD;  Michael  Pech,  MD; 
David  Finch,  MD;  Ward  Jankus,  MD; 
Nora  Rowley,  MD;  Edward  Ford, 
MD;  Robert  Bechard,MD;  Stephen 
Brink,  MD;  Jeffrey  Burkett,  MD; 


Allison  Martin,  MD;  and  Susan 
Szabo,  MD. 

Wood.  The  Wood  County  Medical 
Society  approved  membership  for 
the  following  physicians:  Timothy 
Boyle,  MD;  Kamilla  Buddemeier, 
MD;  Amy  Camacho,  MD;  Patrick 
Chen,  MD;  Margo  Cousins,  MD; 
Frank  DeStefano,  MD;  Tom  Fa- 
ciszewski,  MD;  David  Heegeman, 
MD;  James  Lee,  MD;  Karen  Mielke, 
MD;  Thomas  Nelson,  MD;  Shereif 
Rezkalla,  MD;  Roxann  Rokey,  MD; 
Loren  Rolak,  MD;  Maria  Roma- 
nenko, MD;  Ann  Smith,  MD;  Gwen 
Stone,  MD;  Jaye  Sticker,  MD;  Pat- 
rick Sullivan,  MD;  Timothy  Swan, 
MD;  Wayne  Thorne,  MD;  and  An- 
drew Urquhart,  MD.* 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of 
the  SMS. 

October,  1994 
Arif,  Abdul  O. 

Blackmer,  Franklin  H. 

* Bolger,  John  T. 

* Burko,  Henry 

* Dicus,  William  T. 

* Gunsolly,  Brent  L. 

* Hardacre,  Jerry  M. 

* Hathway,  Stephen  D. 

* Lemon,  Richard  A. 

* Luther,  Dennis  M. 

* Nassiff,  Marie  D. 

* Rokey,  Roxann 

* Thomason,  Jessica  L. 

Torres,  Roger  Yen  Soriano* 


TODAY’S 


Stop  Smoking. 

American  Heart 
Association 
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Nordstrom,  David  L.,  MS,  Marshfield:12-636 

Phillips,  Jerri  Linn,  MA,  CTR,  Madison:9-483 

Reeves,  Mathew,  BVSc,  PhD,  Atlanta:9-480;9-483 
Remington,  Patrick  L.,  Madison:l-21;2-63;3-125;4- 
173;5-217;6-275;9-480;9-483;10-531;ll-569 

Scheckler,  William  E.,  Madison:8-444 
Schiedermayer,  David,  Milwaukee:6-271 


Schulz,  Rockwell,  PhD,  Madison:8-444 
Selkurt,  Joanne,  Whitehall:l-29 
Sheridan,  Marian,  RN,  Fond  du  Lac:ll-585 
Stoll,  Rick,  BS,  Green  Bay:8-441 

Utech,  Susan,  MS,  CHES,  Madison:5-217 

Van  Gilder,  Thomas  J.,  Madison:ll-569 

Wencel,  Sally  L.,  JD,  Madison:8-433 
Wood,  Susan,  Madison:l-21 

Yoast,  Richard  A.,  PhD,  Madison:ll-578 

Zvara,  Judith,  Madison:l-21 

Scientific  articles, 
abstracts  and  information 
Adrenal  hyperchogenicity  in  hemolytic  uremic  syn- 
drome (Wells,  Sty,Brummond):9-467 
AIDS:  Sonography  of  hyperechonic  renal  pyramids 
in  renal  candidiasis  (Sty,Wells,Hardie):12-621 
Breast  milk:  Should  mothers  be  routinely  screened?, 
Lead  in  (Tellier,Aronson):6-257 
Cancer  at  the  time  of  diagnosis.  Trends  in  the  stage 
of  (Redlich,McAuliffe,Robinson,Reith):5-207 
Chronic  pain  patients  4 years  after  multidiscipli- 
nary care,  The  outcome  status  of 
(Tyre,Walworth,Tyre):l-9 

Coumadin  toxicity.  Unusual  complication  of 
(Shah,Kraklow,Lamb):5-212 

DNA  testing  and  genetic  counseling:  truth  or  con- 
sequences (Reynolds,Lebel,Hamsher,Blackwell, 
Elejalde,  Winter)  :2-51 

Domestic  violence  in  your  medical  practice,  screen- 
ing men  for  (Chelmowski,Hamberger):12-623 
Elderly,  Use  of  devices  for  mobility  by  the 
(Brooks,Wertsch,Duthie):l-16 

Firearm  deaths  in  Wisconsin:  an  analysis  for  exam- 
ining prevention  strategies,  Trends  in  motor  vehicle 
and  (Hargarten,O'Brien):10-521 
Firearm  injuries  among  children  and  adolescents: 

I.  The  Facts  (Katcher):10-511 

Firearm  injuries  among  children  and  adolescents: 

II.  The  physician's  role  in  prevention  (Katcher):10- 
515 

Firearm  mortality  trends  in  Wisconsin  (Nashold):10- 
525 

Geriatric  trauma  in  southeastern  Wisconsin,  A pro- 
file of  (Valley,Hepp,DeBehnke,Lawrence,  Apraha- 
mian):4-165 

Health  education  delivery  by  Wisconsin  veterinari- 
ans (Reding,Fischer,Lappe,Gunderson):12-627 
Health  Information  Technology  Center  at  the  Medi- 
cal College  of  Wisconsin,  The  (Hendee,Urlakis,  Black- 
welder):4-159 
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HIV,  The  surgeon,  needle-sticks,  and  (Kranendonk):3- 
109 

Incarcerated  hernia  with  intestinal  obstruction  after 
laparoscopic  cholecystectomy  (Wagner, Farley):4-169 
LEEP:  Early  experience  with  a new  approach  to 
cervical  lesions  (Gundersen, Nichols)  :2-58 
Mobitz  Type  II  heart  block  presenting  as  weight 
loss  (Wirtz,Hayes):8-426 

Newborn  screening  for  cystic  fibrosis  in  Wiscon- 
sin: first  application  of  population-based  molecular 
(Farrell,  Aronson,Hoffman):8-415 
Outcomes  of  resuscitative  efforts  at  Wild  Rose  Hos- 
pital (Fifield):2-55 

Pancreatectomy  for  ductal  adenocarcinoma  of  the 
head  of  the  pancreas.  Survival  13  years  after  (Eck- 
stam):6-266 

Pedal  radiocolloid  lymphoscintigraphy  in  demon- 
stration of  a post-surgical  lymphatic  leak 
(Uygur,  Akansel,Kolindou,Isi  tman,Krasnow,Collier)  :9- 
470 

Takayasu's  arteritis:  a report  of  three  cases 
(Raikar,Rezkalla)  :6-261 

Vaginal  contraceptive  suppository  into  the  urinary 
bladder.  Transurethral  insertion  of  a 
(Mayersak,Viviano):l-13 

Vaginal  hysterectomy  in  a community  hospital. 
Outpatient  (Meyer, Lalich,Meyer,Widener):8-422 
Vasectomy  reversal  at  the  Medical  College  of  Wis- 
consin, Experience  with  macroscopic  (Dewire, 
Lawson)  :3-107 

Vitamin  Bn  replacement  therapy:  how  much  is 
enough?  (Watts):5-203 

Wisconsin  Primary  Care  Research  Forum,  Proceed- 
ings of  the  1993:3-113 


Socioeconomic  and  ancillary  articles 
Abortions  to  state.  Medical  facilities  must  report 
information  about:  12-640 

AMA  compiles  "railroad  Medicare"  complaints:5- 
222 

AMA  unveils  legislative  initiative  to  protect  pa- 
tients:6-277 

Arsenic  in  private  drinking  water  wells  in  Out- 
agamie and  Winnebago  counties,  Wisconsin,  Public 
Health(Goldring,Haupert,Stoll):8-441 
Asthma  hospitalizations  in  Wisconsin:  public  health 
implications  (Goldring, Hanrahan, Anderson) :2-63 
Business  seminar  scheduled  for  Wisconsin  physi- 
cians:2-74 

Cancer  Control  Program,  The  Wisconsin  Women's, 
Public  Health  (Remington, Hasking, Zvara,Henls- 
Lowe;Bush;Cardell,Wood):l-21 
Cardiovascular  risk  factors  among  diabetics  and 
non-diabetics  in  Wisconsin,  Public  Health  (Reming- 


ton, Chudy):4-173 

Cigarettes  on  Wisconsin  communities,  1994,  The 
health  care  burden  of  (Van  Gilder,Remington):ll- 
569 

Clarifying  goals,  improving  communication,  and 

finding  joy  in  the  doctor-patient  relationship 

(Maigaard,Schiedermayer):6-271 

Death  in  Wisconsin,  Preventable  causes  of.  Public 

Health  (Remington):3-125 

Domestic  violence  unique  to  rural  areas.  Issues  of 
(Goeckermann,Hamberger,Barber):9-473 
Epidemiology  of  osteoarthritis  (Nordstrom):12-636 
Firearm  injury  surveillance  system,  The  Wisconsin, 
Public  Health  (Remington,Chudy,Nashold):10-531 
Fraud  and  abuse  safe  harbors.  New  (Katayama):8- 
438 

Good  Samaritan  bill,  Thompson  signs:l-26 
HMOs  in  Dane  County:  1983-1993,  Physician  satis- 
faction with  the  development  of  (Scheckler, 
Schulz,Moberg):8-444 

In  situ  breast  cancer  A local  area  analysis  of  Dane 

County,  Wisconsin,  Public  Health,  (Herzog,Bush, 

Remington,Reeves,Adler):9-480 

In  situ  breast  cancer  correlates  with  mammography 

use,  Wisconsin:1980-1992  (Bush,Remington,Reeves, 

Phillips):9-483 

Liability  protection.  The  use  of  practice  guidelines 
in  Wisconsin  for:2-69 

Medical  Examining  Board  elects  officers:2-72 
Medical  Outcomes  Research  Project,  The  SMS-CESF 
(Ingalls,  Wencel,Alles):8-433 

Papanicolaou  smear  tests  among  women  after  hys- 
terectomy, Self-reporting  of,  Public  Health 
(Kvale,Remington,Lantz):6-275 
PIC  Wisconsin:  Continued  commitment  to  physi- 
cians (Edwards):12-639 
Public  Health 

- The  Wisconsin  Women's  Cancer  Control  Program 
(Remington,  Hasking,  Zvara,Henls-Lowe; 
Bush,Cardell,Wood):l-21 

- Asthma  hospitalizations  in  Wisconsin:  public  health 
implications  (Goldring, Hanrahan, Anderson):2-63 

- Preventable  causes  of  death  in  Wisconsin  (Reming- 
ton):3-125 

- Self-reported  cardiovascular  risk  factors  among 
diabetics  and  non-diabetics  in  Wisconsin 
(Remington,  Chudy):4-173 

- Regional  differences  in  smoking  rates  among 
women  giving  birth  in  Wisconsin,  1990-1992 
(Remington):5-217 

- Self-reporting  of  Papanicolaou  smear  tests  among 
women  after  hysterectomy  (Kvale,Remington, 
Lantz):6-275 

- Aresenic  in  private  drinking  water  wells  in  Out- 
agamie and  Winnebago  counties,  Wisconsin 
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(Goldring,Haupert, Stoll)  :8-441 

- In  situ  breast  cancer:  A local  area  analysis  of  Dane 
County,  Wisconsin  (Herzog,Bush,Remington, 
Reeves,  Adler)  :9-480 

- In  situ  breast  cancer  correlates  with  mammogra- 
phy use,  Wisconsin:  1980-1992  (Bush,Remington, 
Reeves,Phillips):9-483 

- The  Wisconsin  firearm  injury  surveillance  system 
(Remington,Chudy,Nashold):10-531 

- The  health  care  burden  of  cigarettes  on  Wisconsin 
communities,  1994  (Van  Gilder,Remington):ll-569 

- Epidemiology  of  osteoarthritis  (Nordstrom,  MS):12- 
636 

Quality  of  care:  Joining  forces  to  define  it  (Hoover):8- 
429 

Service  corporation  bill.  Legislators  to  introduce:l- 
27 

Smoking  in  an  average  Wisconsin  community,  The 
daily  burden  of  (Yoast):ll-578 

Smoking  rates  among  women  giving  birth  in  Wis- 
consin, 1990-1992,  Regional  differences,  Public  Health 
(Remington):5-217 

Stark  realities:  Coping  with  federal  and  state  self- 
referral paranoia  (Katayama,Lyons):12-631 
Tobacco  acquisition  practices  of  adolescents  in  two 
Wisconsin  communities  (Cismoski,Sheridan):ll-585 
Tobacco  control  policies,  Attitudes  of  the  Wisconsin 
State  Legislature  toward  (Gifford, Brindley):ll-582 
Tobacco  possession  laws  against  minors.  Blinded 
by  the  light:  The  folly  of  (Cismoski):ll-591 
Tobacco  use?.  Is  your  waiting  room  reading  material 
promoting:ll-573 

Wisconsin  peer  review.  The  health  care  quality  im- 
provement program  (Gold,Heuer):5-219 
Wisconsin  physician  named  to  national  health  post:2- 
68 

State  Medical  Society  - Organizational 
A glimpse  into  our  past  (Sautter):6-279;9-487 
Accreditation  program  for  continuing  medical  edu- 
cation:7-350 

Adams,  Thomas  L.,  EVP  Report:l-4;2-44;3-101;4- 
156;5-196;6-246;7-298;8-408;9-464,Y0-504;ll-561,Y2- 
616 

- Is  anybody  listening? 

- The  value  of  a Wisconsin  physician  defense  "asso- 
ciation" 

- Taking  measure  of  the  new  AMA 

- This  is  no  time  to  turn  and  run 

- Making  the  SMS  world  a little  bit  safer 

- Addressing  some  issues  raised  by  our  recent  sur- 
vey 

- Peeling  onions  under  the  summer  sun 

- Stumbling  in  the  dark 

- The  sun  also  rises 


- An  ounce  of  prevention  is  worth  a pound  of  gov- 
ernment 

- Neither  Rome  nor  the  SMS  was  built  in  a day 

- At  the  heart  of  medicine  lies  the  heart  of  humanity 
AMA  advisory  committee,  Ulmer,  Newcomer  to 
serve  on:2-83 

AMA  advisory  group,  Kirby  appointed  to:5-230 
AMA  awards:5-228;9-493;ll-606;12-652 
AMA  candidate  Tim  Flaherty,  MD,  tackles  issues 
facing  physicians  (Hamilton):3-129AMA  compiles 
"railroad  Medicare"  complaints:5-222 
AMA  seeks  recommendations  for  committee  ap- 
pointments:! 1-601 
Annual  meeting 

- 1994  House  actions  on  resolutions  and  reports:7- 
369 

- House  of  Delegates  Nominating  Committee:  1994- 
1995:7-373 

- Presidential  address,  A great  flame  follows  a little 
spark  (Jackson):7-374 

- Address  of  the  president  elect.  Children,  gun  vio- 
lence and  the  healing  community:  Wisconsin  phy- 
sicians together  making  the  difference  (Roberts):7- 
375 

- EVP  report  to  the  House  of  Delegates,  Crazy  times 
demand  crazy  organizations  (Adams):7-378 

- Awards  given  by  the  SMS  in  1994:7-381 

- Reference  committees:  1994:7-384 

- Annual  meeting  resolutions  due:12-647 
Annual  meeting  resolutions  are  due  Feb  11:1-30 
Blue  Cross  lawsuit,  SMS  Executive  Committee  calls 
for  withdrawal  of:3-137 

Book  review.  The  Life  and  Times  of  a Country 
Doctor  (Hamilton):2-81 

Book  review,  Out  of  Dr  Bill's  Black  Bag:  From 

Northern  Wisconsin  a Country  Doctor  Looks  Back 

(King):3-136 

Call  for  papers,  A:4-188 

CES  Foundation  donors:3-144;10-547 

CESF  Foundation 

- A CESF  guide  to  gif ts:7-386 

- CESF  facts:7-387 

- CESF  history:7-388 

- Foundation  grant  allocation:7-389 

- The  Fort  Crawford  Medical  Museum:7-390 

- CESF  Foundation  awards  two  research  grants:12- 
645 

Charitable  giving  through  the  PIC-Wisconsin  match- 
ing grant  program.  Making  the  most  of  your:ll-606 
Charter  law  of  the  SMS:7-358 
CHILD  SAFE  questions:10-539 
CHILD  SAFE  health  initiative  to  reduce  firearm  in- 
juries, deaths  among  children,  teens,  SMS  kicks  off 
statewide  (Hamilton):10-535 

Constitutional  amendment.  Notice  to  members  of 
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proposed:l-30 

Constitution  and  Bylaws:7-359 

County  society  news:2-84;3-142;5-233;6-283;7-395;8- 

454;9-491  ;1 0-545;l  1-604;1 2-651 

- Ashland-Bayfield-Iron:ll-604 

- Brown:2-84;6-283;10-545;l 2-651 

- Chippewa:10-545 

- Clark:10-545 

- Columbia-Marquette-Adams:ll-604 

- Dane:2-84;3-142;5-233;6-283;7-395;8-454;10-545;ll- 
604 

- Dodge:ll-604 

- Door-Kewaunee:ll-604 

- Douglas:ll-604 

- Eau  Claire-Dunn-Pepin:2-84;3-142 

- Fond  du  Lac:2-84;3-142;5-233;7-395;ll-604;12-651 

- Grant:2-84;9-491 

- Green:12-651 

- Green  Lake-Waushara:2-84;8-454;10-546;12-651 

- Jefferson:2-84;10-546 

- Kenosha:2-85;6-283;10-546 

- LaCrosse:3-142;9-491;ll-604 

- Langlade:3-142 

- Marathon:3-142;5-233;6-283;9-491;12-651 

- Marinette-Florence:2-85;12-651 

- Milwaukee:2-85;5-233;6-283;8-454;9-491;ll-604 

- Monroe:6-283;12-651 

- Oneida-Vilas:2-86;5-234;7-395;12-651 

- Outagamie:6-283;10-546;1 2-651 

- Ozaukee:2-86;5-234;ll-605 

- Pierce-St.  Croix:5-234 

- Price:3-142 

- Racine:2-86;3-142;5-234;10-546;12-651 

- Richland:2-86;3-142;6-283;9-491 

- Rock:2-86;3-142;5-234;ll-605 

- Sauk:2-86;3-142;12-651 

- Sawyer:10-546 

- Shawano:12-651 

- Sheboygan:2-86;5-234;10-546 

- Taylor:2-86;10-546 

- Trempealeau-Jackson-Buffalo:ll-605 

- Walworth:8-454;10-546 

- Washington:7-395;11-605 

- Waukesha:2-86;3-142;5-234;6-283;10-546;ll-605 

- Waupaca:2-86 

- Winnebago:2-86;6-283;10-546;12-651 

- Wood:9-491;12-651 

Dates  for  1994,  Reserve  these:l-29 

Domestic  violence,  SMS  annual  meeting  program 

on:2-80 

Domestic  violence,  SMS  Board  of  Directors  approves 
policy  on  reporting  of:4-178 

Domestic  abuse,  model  protocol.  The  assessment 
and  treatment  of:4-178 


Editorials:  5-198;10-506;ll-563 

- Percentages  must  go  (Lewis):5-198 

- Primary  care  and  nurses  (Sautter):5-198 

- A clarification  of  WMJ  policy  (Sautter):10-506 

- Primary  care  and  nurses  (Sautter):ll-563 
Electronic  bulletin  board  system,  Survey  to  deter- 
mine interest  in  SMS:2-80 

Electronic  claims  network,  SMS  enters  agreement 
with:5-231 

Expense  reimbursement  policy  and  procedure  for 

physicians  on  SMS  business:7-356 

Gun  injuries.  Are  Wisconsin  kids  really  at  risk  for:10- 

538 

Gun  safety  checklist:10-541 

Gun  safety  initiative,  Rock  County  physicians  seize 
(McCollum):10-537 

Gun  violence,  SMS  board  approves  plan  for  joint 
conference  on:8-449 

Health  system  reform,  Wisconsin  delegation  joins 

unity  demonstration  on:4-177 

Health  system  reform,  SMS  issues  call  to  action  on:8- 

447 

HIV,  nicotine  released.  New  guidelines  on:2-87 
Letters:l-6,7;2-48,50;3-102,103;5-200,201;6-253;7- 
300;8-410,412;ll-564,565,566,T  2-617 

- Support  for  generalist  track  in  medical  school 
(Jensen) 

- Medicine  ruled  by  the  whims  of  tyranny  (Fogarty) 

- WIPRO  petition  draws  fire  (Gay) 

- Food  for  thought  (Cameron) 

- Health  care,  rights  and  the  Wizard  of  Oz  (Correll) 

- WMJ  article  on  carpal  tunnel  release  inspires  dis- 
cussion (Siegert) 

- Recruiting  effort  draws  fire  (Kloster) 

- Reform  must  fill  the  Medicare  gaps  (Elfton) 

- Lyme  disease  and  Hippocrates  (Reske) 

- AM  A recruiting  effort  draws  more  fire  (Smith) 

- And  still  more  (Rengel) 

- Kudos  for  the  new  president  (Hammer) 

- An  added  resolution  (Lewis) 

- WMJ  article  on  surgeons  and  HIV  prompts  con- 
cern (Gessert,Brennam) 

- Physician  petition  leads  to  changes  at  WIPRO 
(Kief,Simmons) 

- Joy  is  the  only  perfection  (Lewin-Fetter) 

- We  need  both  enthusiasm  and  wisdom  (Bauer) 

- The  physician  is  sick  (Chelius) 

- Comments  of  the  CHILD  SAFE  program  (Walz) 

- Friend  or  foe?  (Koons) 

- The  costs  of  poor  choices  (Schultz) 

Mediation  and  peer  review  services:7-349 
Medical  liability,  SMS  commission  to  sponsor  pro- 
gram on:2-85 

Medical  student  program  sponsors  sought:2-86 
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Medical  students  hear  of  need  for  involvement:ll- 
602 

Membership  fact:7-351 

Mike2:  A potent  formula  for  organized  medicine 
(Hamilton):5-225 

Mini-internships,  Racine,  Milwaukee,  and  Rock 
counties  hold:2-87 

Mini  internship  report:  Creating  new  and  stronger 
allies  (Hamilton):12-641 

MinnesotaCare  challenge,  Court  reinstates:8-450 
Nominating  Committee  compiles  slate  of  candi- 
dates; Dr  Ulmer  nominated  for  1995  president  elect :11- 
601 

Nurse  prescribing  rules,  SMS  requests  hearing  on:ll- 
605 

Obituaries:2-88;3-145;4-186;5-235;7-395;8-455;9- 

492;12-650 

- Allin,  Robert  Nail,  Madison:9-492 

- Anderson,  John  M.,  Madison:4-186 

- Bachhuber,  Max  O.,  Alma:7-395 

- Balder,  Roy  B.,  Jr.,  Hillsboro:5-235 

- Bauer,  Carroll  A.,  West  Bend:4-186 

- Benjamin,  Hiram  B.,  Milwaukee:3-145 

- Bitter,  Reuben  H.,  Wild  Rose:12-650 

- Bonner,  Joseph  N.,  N.  Fort  Myers,  Fla.:2-88 

- Bortin,  Mortimer  M.,  Milwaukee:9-492 

- Brah,  William  A.,  Mequon:3-145 

- Caffrey,  James  F.,  Green  Bay:2-88 

- Cohen,  Philip  P.,  Portland,  Ore.:2-88 

- Culver,  John  R.,  Oconto  Falls:3-146 

- Cupery,  Dowe  P.,  Markesan:7-395 

- Dorr,  Robert  H.,  Cedarburg:3-146 

- Dunst,  Carl  G.,  Milwaukee:2-88 

- Fifrick,  Lloyd  L.,  Milwaukee:4-187 

- Fine,  Jacob  M.,  Milwaukee:2-88 

- Freuhauf,  Richard  P.,  Superior:3-146 

- Hacker,  Louis  C.,  Marshfield:5-235 

- Halser,  Joseph  G.,  Milwaukee:5-235 

- Handeyside,  Robert  G.,  Fort  Atkinson:12-650 

- Hirschboeck,  John  S.,  Milwaukee:3-146 

- House,  Jerome  W.,  Jr.,  Milwaukee:2-89 

- Hoyer,  John  K.,  Marshfield:9-492 

- Lluebner, Jewel  Steiner,  Oshkosh:2-89 

- Jachowicz,  Robert  B.,  Milwaukee:5-236 

- Jackson,  C.  Robert:8-455 

- Jansen,  Ruth  L.,  Milwaukee:5-236 

- Janssen,  William  Charles,  Milwaukee:12-650 

- Johnson,  John  M.,  Oconomowoc:7-396 

- Johnson,  Ronald  C.,  Boca  Raton,  Fl.:2-89 

- Kniaz,  Albert,  Glendale:12-650 

- Kustermann,  Alois  F.,  Milwaukee:2-89 

- Lakritz,  Leo  W.,  Beloit:7-396 

- Lennon,  Edward  J.,  Milwaukee:3-146 

- Logemann,  Ronald  L.,  Shawano:2-90 

- McNamee,  James  R.,  Boscobel:4-187 


- Miller,  Joseph  F.,  Madison:4-187 

- Milliken,  Lyle  David,  Kenosha:2-90 

- Nimz,  Robert  A.,  Milwaukee:3-147 

- Oelhafen,  Col.  Wayne  R.,  Rhinelander:l 2-650 

- Olson,  Lester  J.,  Spooner:12-650 

- Pawlisch,  Otto  V.,  Reedsburg:12-650 

- Peckham,  Ben  M.,  Madison:9-492 

- Peterson,  Marvin  G.,  Brookfield:4-188 

- Polacheck,  Walter  S.,  Shorewood:7-396 

- Reyes,  Cesar  N.,  Jr.,  Marshfield:5-236 

- Rudman,  Daniel,  Wauwatosa:8-396 

- Saladar,  Rafael  S.,  Rockford,  Ill.:5-236 

- Sanfelippo,  Anthony  J.,  San  Deigo:7-396 

- Sattler,  Chester  A.,  Kenosha:5-236 

- Scheunemann,  Wallace  E.,  Milwaukee:7-396 

- Schroeder,  Charles  Morrison,  Milwaukee:7-396 

- Schubert,  Edward  F.,  Stevens  Point:8-455 

- Simenson,  Raymond  S.,  Appleton:12-650 

- Sroka,  William  Charles:9-493 

- Steffen,  Elizabeth  Allen,  Milwaukee:3-147 

- Stoerker,  Ruth  A.,  Madison:3-147 

- Struthers,  James  L.,  Marshfield:2-90 

- Taborsky,  Charles  R.,  Madison:3-148 

- Temple,  Robert  L.,  Wood:5-236 

- Tonkens,  Samuel  W.,  Milwaukee:3-148 

- Wisler,  Robert  J.,  Milwaukee:5-236 

- Yatso,  Michael  G.,  Milwaukee:7-397 

- Zintek,  Arthur  R.,  Milwaukee:2-90 

Offices  of  Wisconsin's  county  medical  societies:7- 
330 

Officers  of  the  SMS  specialty  and  specialty  sec- 
tions:7-335 

Officers  of  Wisconsin  specialty  societies:7-339 
Physician  briefs:l-32;2-82;3-140;4-185;5-230;6-282;7- 
394;8-450;10-543;l  1-602;1 2-647 
Physician-Citizen  of  the  Year  award  nominations, 
deadline  nears:l-32 

President's  Page:l-3;2-43;3-99;4-155;5-195;6-245;7- 
295;8-405;9-461;l  0-501  ;1 1 -557;12-61 3 

- Chicken  soup  (Jackson) 

- Physicians  remain  vital  to  the  war  on  tobacco 
(Jackson) 

- We  have  very  good  friends  at  330  Lakeside  (Jackson) 

- We  face  the  challenges  together  (Jackson) 

- On  making  the  difference  (Roberts) 

- Answering  the  call  (Roberts) 

- The  rough  riders  of  reform  (Roberts) 

- All  aboard  the  ship  of  reform?  (Due  in  DC  means 
doin'  DC)(Roberts) 

- My  campaign  slogan:  Politics  is  too  important  to  be 
left  to  politicians  (Roberts) 

- The  New  Math:  Kids  + Guns  = Dead  (Roberts) 

- Ciphering  the  new  alphabet:  Rx  for  APN  (Roberts) 

- A New  Year's  resolution  for  the  new  era's  revolu- 
tion: Leading  change  through  a changing  lead 
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(Roberts) 

Publications  available:7-342 

Registration  begins  for  special  SMS  PO/PHO  semi- 
nar:9-488 

Request  for  bids  issued  in  Waukesha  County:5-233 
Smoke-free  kids  at  state  Capitol,  Dr  Roberts  meets:4- 
183 

SMS  commission.  New  members  appointed  to  re- 
structured:6-281 

SMS  commissions  and  task  forces:  1994-1995:7-321 
SMS  Executive  Committee  calls  for  withdrawal  of 
Blue  Cross  lawsuit:3-137 
SMS  financial  report:7-357 

SMS  headquarters  gain  new  security  system:7-393 
SMS  message  to  Washington,  Dr  Roberts  carries:8- 
448 

SMS  offices:  1994-1995,  Nominees  for:2-77 
SMS  officers  and  directors:  1994-1995:7-303 
SMS  officers  and  directors  by  district:7-353 
SMS  physician  support  program:7-348 
SMS  president  appointed  to  special  legislative  com- 
mittee:9-487 

SMS  resource  directon7-316 

SMS  shares  Medicaid  reimbursement  concerns  with 
state  officials:9-491 

Soundings:6-251;10-508,509;11-567;12-618 
- Farewell  to  a friend:  Morry  Schroeder,  MD,  1908- 


1994  (Boulanger):6-251 

- The  tragedy  of  gun  violence  (Bincer):10-508 

- Guns  and  me  (Hirsch):10-509 

- Revenge  (Kindschi):ll-567 

- Class  reunion  (Moskalewicz):12-618 
Statewide  Physician  Health  Program:7-345 
Teen  Workshop  on  Health  brings  safety  message  to 
Wisconsin  kids:12-646 

Teens  and  domestic  violence,  Special  series 
(Selkurt):l-29 

Terminal  care  in  long-term  care  facilities  and  at 
home,  SMS  commission  updates  guidelines  on:3-138 
Transportation,  SMS  Board  restructures  Commis- 
sion on  Safe:3-138 

Vaccine  information  forms  needed  after  Oct  1, 
New:10-542 

WIPRO  encourages  ideas  for  local  improvement 

projects:10-543 

WIPRO  investigated:3-143 

Wisconsin  delegation  carries  resolutions  to  AMA:8- 
449 

Wisconsin  Medical  Journal 

- Instructions  to  authors:5-237;6-284;9-494 

- Index  to  articles:12-653 

WISPAC  and  Physicians  for  Better  Govemment:7- 

346* 
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Health  Volunteers 


Overseas  is  dedicated  to 
improving  the  availability 
and  quality  o f health  care  in 
de  veloping  countries  through  training  and  education. 
Volunteer  your  skills!  Become  a member  of  Health  Volunteers  Overseas! 


For  more  information,  call  202-296-0928 
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Wisconsin  Medical  Journal 
instructions  to  authors 


Authorship 

Manuscripts  are  considered  with  the 
understanding  that  they  have  not 
been  published  previously  and  are 
not  under  consideration  by  another 
publication. 

Each  scientific  and  socioeconomic 
manuscript  must  be  accompanied 
by  a cover  letter  containing  the  fol- 
lowing sentence:  "In  consideration 
of  the  Wisconsin  Medical  Journal's 
taking  action  in  reviewing  and  edit- 
ing this  submission,  the  author(s) 
hereby  transfer(s),  assign(s),  or  oth- 
erwise convey(s)  all  copyright  own- 
ership to  the  WMJ  in  the  event  that 
this  work  is  published  in  the  WMJ." 
All  co-authors  must  sign  the  letter. 

The  cover  letter  must  also  desig- 
nate one  author  as  correspondent 
and  provide  a complete  address  and 
telephone  number.  All  coauthors 
should  have  contributed  to  the  study 
and  manuscript  preparation.  They 
should  be  thoroughly  familiar  with 
the  substance  of  the  final  manuscript 
and  be  able  to  defend  its  conclu- 
sions. 

The  Journal  expects  authors  to  dis- 
close any  commercial  associations 
that  might  pose  a conflict  of  interest 
in  connection  with  the  submitted 
article.  All  funding  sources  support- 
ing the  work  should  be  routinely  ac- 
knowledged on  the  title  pages,  as 
should  all  institutional  or  corporate 
affiliations  of  the  authors. 

Editing 

All  manuscripts  will  be  edited  by 
the  Journal  staff  for  clarity,  organiza- 
tion, grammar,  spelling,  and  punc- 
tuation, and  in  accordance  with 
AM  A style  (AM  A Manual  of  Style, 
8th  ed,  and  AMA  Manual  for  Authors 
and  Editors).  Suggestions  for  titles 
are  welcome,  but  are  subject  to  the 
constraints  of  clarity,  space,  gram- 
mar and  style. 


The  corresponding  author  will  be 
asked  to  review  a galley  proof  prior 
to  publication  to  verify  statements 
of  fact.  Galley  proofs  are  for  correct- 
ing errors;  revisions  should  be  made 
before  submission,  but  must  be  made 
prior  to  final  acceptance  of  the  pa- 
per. The  authors  are  responsible  for 
all  statements  made  in  their  work, 
including  any  changes  made  by  the 
editors  and  authorized  by  the  corre- 
sponding author. 

Preparation  of 
scientific  manuscripts 

• Submit  papers  to:  Wisconsin  Medi- 
cal Journal,  PO  Box  1109,  Madison, 
WI 53701;  Ph:  608-257-6781  or  1-800- 
362-9080;  FAX:  608-283-5401. 

• Authors  are  encouraged,  when- 
ever possible,  to  submit  manuscripts 
on  computer  disks,  using  IBM-com- 
patible software.  Electronic  submis- 
sions are  also  possible.  A printed 
copy  must  accompany  all  disk  and 
electronic  submissions. 

• Typed  manuscripts  must  be  sub- 
mitted in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side  only 
of  standard-sized  white  bond  pa- 
per, using  1-inch  margins.  Double- 
Space throughout. 

• Organization  for  scientific  papers: 

Abstracts— 150  words  or  less,  stat- 
ing the  problem  considered,  meth- 
ods, results  and  conclusions.  Cite  no 
references. 

Methods— Describe  the  selection  of 
observational  or  experimental  sub- 
jects, including  controls.  Identify  the 
methods,  procedures  and  equipment 
well  enough  to  allow  replication. 

Results— Provide  results  in  the  test, 
tables  or  illustrations.  If  tables  or  il- 
lustrations are  used,  emphasize  or 
summarize  only  the  most  important 
observations  in  the  text. 

Discussion— Discuss  the  conclu- 
sions that  follow  from  the  results,  as 


well  as  their  limitations  and  rela- 
tions to  other  studies.  Show  how  the 
conclusions  relate  to  the  purpose  of 
the  study.  Recommendations,  when 
appropriate,  may  be  included. 

References— Limit  to  20.  Authors 
are  responsible  for  the  accuracy  and 
completeness  of  references.  Refer- 
ences must  follow  AMA  style  and 
abbreviations  of  journal  names  must 
follow  those  in  Index  Medicus.  Con- 
sult the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations  and 
tables  taken  from  other  publications, 
and  submit  written  permission  to 
reprint  from  the  original  publishers. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their  use 
in  the  text.  Acceptable  abbreviations 
of  clinical,  technical  and  general 
terms  can  be  found  in  the  AMA 
Manual  for  Authors  and  Editors  and 
AMA  Manual  of  Style. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  particular 
to  conversations  among  medical  per- 
sonnel are  inappropriate  in  scien- 
tific writing.  (Examples:  For  "pre- 
sented with"  use  "had;"  for  "experi- 
enced a weight  loss"  use  "lost 
weight.") 

• Authors  are  responsible  for  sup- 
plying the  full  and  correct  names  of 
drugs.  Use  generic  names  of  drugs, 
unless  the  specific  trade  name  of  a 
drug  is  directly  relevant  to  the  dis- 
cussion. If  the  author  so  desires, 
brand  names  may  be  inserted  in  pa- 
rentheses. 

• Units  of  measure  are  to  be  pro- 
vided in  metric,  followed  by  Inter- 
national System  units  (SI)  in  paren- 
theses. 

• Provide  each  author's  full  name 
and  highest  academic  degree  in  the 
byline.  If  an  author  holds  two  doc- 
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toral  degrees  (eg,  MD  and  PhD,  or 
MD  and  DDS),  either  or  both  may  be 
used,  according  to  the  author's  pref- 
erence. Honorary  American  desig- 
nations (eg  FACP  or  FACS)  are  omit- 
ted. If  the  author  holds  a doctorate, 
master's  and  bachelor's  degrees  are 
omitted.  Courtesy  titles  (eg,  Mr, 
Mrs,  Ms)  are  omitted  from  bylines 
and  text. 

Illustrations 

Authors  are  encouraged  to  submit 
black  and  white  photos,  graphs  and 
charts  when  such  illustrations  will 
aid  in  the  readers'  understanding  of 
the  article.  If  color  illustrations,  suit- 
able for  use  on  the  WMJ  cover  are 
available,  the  author  should  notify 
the  WMJ  office  when  the  paper  is 
submitted.  Use  of  art  submitted  as 
cover  illustrations  is  not  guaranteed. 

Review  process 

Each  scientific  manuscript  is  re- 
viewed by  the  medical  editor  and 
the  members  of  the  editorial  board. 


The  opinions  of  outside  consultants 
may  be  sought  at  the  medical  edi- 
tor's discretion.  The  medical  editor 
has  the  final  decision  as  to  whether 
a scientific  paper  will  be  published. 

Socioeconomic  manuscripts  are 
reviewed  by  the  SMS  senior  staff 
and  legal  counsel.  As  publisher,  the 
SMS  secretary-general  manager  has 
the  final  decision  as  to  whether  a 
socioeconomic  paper  is  published. 

Editorials,  letters,  and  soundings 
are  reviewed  by  the  medical  editor, 
SMS  senior  staff,  and  legal  counsel. 
Authorship  of  editorials  is  reserved 
for  members  of  the  WMJ  editorial 
board,  editorial  associates,  and  SMS 
elected  officials.  Editorials  are  signed 
by  the  authors,  are  the  authors'  opin- 
ions, and  do  not  necessarily  reflect 
the  policies  of  the  SMS.  Letters  are 
signed  by  the  authors,  are  the  au- 
thors' opinions,  and  do  not  neces- 
sarily reflect  the  policies  of  the  SMS. 
Authorship  of  letters  is  open  to  the 
public,  but  letters  are  limited  to  500 


words  and  subject  to  editing  for 
length,  clarity  and  style. 

Publication  support 
Authors  of  articles  that  are  longer 
than  2 typeset  pages  (including 
tables  or  illustrations),  or  roughly  5 
typewritten  pages,  may  be  asked  by 
the  editorial  board  to  provide  publi- 
cation support  in  the  amount  of  $100 
per  typeset  page  beyond  the  second. 
Such  support  is  not  mandatory  and 
is  not  asked  for  until  after  a paper  is 
accepted  for  publication.  Provision 
of  support  helps  defray  the  cost  of 
publishing  the  Journal  and  is  left  to 
the  conscience  of  each  author. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or  in 
whole,  without  permission  from  the 
Journal.  Abstracts  may  be  repro- 
duced without  specific  permission, 
provided  that  acknowledgement  of 
the  source  is  made.* 


If  you’ve  ever 
been  involved  with 
Easter  Seals, 
you’re  history. 

If  you’ve  ever  been  involved  with  Easter  Seals, 
you’re  part  of  our  history.  Whether  you’ve 
been  a client,  volunteer,  or  employee,  we’d 
like  to  know  how  you  were  touched  by  Easter 
Seals.  It’s  all  part  of  our  75th 
Anniversary  celebration.  So  give 
us  a ring  today  and  tell  us  your 
Easter  Seal  story.  Tomorrow, 
you  could  be  history. 

The  Easter  Seal  Story  Search 

1-800-STORIES  (Voice  or  TDD) 
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Do  You  Know 

The  Physician-Citizen  of  the  Year? 

The  State  Medical  Society  of  Wisconsin  is  asking  the  people  of  Wisconsin  to 
nominate  doctors  for  the  Physician-Citizen  of  the  Year  award.  The  award  was 
created  to  recognize  the  civic,  cultural,  economic,  charitable  and  health  care 
services  provided  by  doctors  to  their  local  or  state  communities.  Here  are  the 
criteria: 

• The  doctor  must  be  a Wisconsin  resident. 

• The  doctor  must  be  either  an  MD  or  a DO. 

• Except  in  unusual  circumstances,  the  service  to  the  community  should  be 
uncompensated.  (Preference  is  given  to  current  service  over  lifetime 
service.) 

• Previous  winners  of  the  award  are  not  eligible.  (The  Medical  Society  will 
notify  you  if  the  doctor  yon  nominate  is  a previous  winner.) 

• The  deadline  for  submitting  nominations  is  Feb.  3,  1995. 

How  do  you  nominate  someone? 

Write  to  the  Medical  Society  and  provide: 

• The  name  of  the  doctor. 

• The  doctor’s  home  or  office  address. 

• Your  name  and  address. 

• Why  you  think  the  doctor  deserves  to  win:  What  has  the  doctor  done  for 
the  community? 

• Send  to:  Commission  on  Public  Information,  State  Medical  Society  of 
Wisconsin,  P.O.  Box  1109,  Madison,  WI  53701. 
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Classified  ads 


SOUTHERN  WISCONSIN  - Dean 
Medical  Center  seeks  BC/BE  family 
physicians  for  regional  offices.  Options 
include  traditional  family  practice  and 
ambulatory  care  settings.  Relaxed  call 
schedule,  competitive  guarantee,  com- 
prehensive benefits.  Proximity  to  Madi- 
son, Milwaukee  and  Chicago.  Strong 
economic  climate,  exceptional  schools, 
affordable  housing.  Call  or  send  C.V.  to 
Jane  Vogt,  800-765-3055,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105,  Fax  314- 
726-3009.  12/94 

PHYSICIAN  ASSISTANT- MILWAU- 
KEE 17-physician  primary  care  group 
practice  comprised  of  physicians  spe- 
cializing in  Internal  Medicine,  Pediat- 
rics, OB/GYN  and  Occupational  Medi- 
cine is  seeking  Physician  Assistants.  In- 
house  lab.  X-ray,  pharmacy,  physical  and 
occupational  therapy,  an  optical  dispen- 
sary and  a complete  emergency  suite. 
Surgical  and  subspecialty  consultants 
also  see  patients  in  the  clinic.  Compre- 
hensive benefit  package.  To  learn  more, 
please  call  Barbara  (800)243-4353  or  send 
CV  to:  Strelcheck  & Associates,  Inc.,  10624 
N.  Port  Washington  Road,  Mequon,  WI 
53092.  12/94-1/95 

EMERGENCY  MEDICINE:  Be  a part- 
ner in  your  own  independent  demo- 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


cratic  group  in  family  oriented  commu- 
nity located  30  miles  northwest  of  Mil- 
waukee. ED  with  7,500  patient  visits. 
Full-time  staff  position  available.  Call 
414-332-6228  or  send  CV  to  the  Emer- 
gency Resources  Group,  509  W. 
Montclaire  Avenue,  Milwaukee,  Wiscon- 
sin 53217.  12/94 

PEDIATRICIANS  - Private  practice 
options  for  caliber  pediatricians  in 
NORTHWEST  CHICAGO  suburbs. 
Diverse  caseload;  excellent  collections. 
Rewarding  financial  potential.  Contact 
Rebecca  Turley,  1-800-338-7107;  Fax  1- 
414-785-0895.  11/94-1/95 

MICHIGAN  - Opportunity  for  1-2  pe- 
diatricians in  pretty  southern  Michigan 
community  of  10,000  + . Three+  way  call; 
established  patient  base.  Supportive 
medical  staff.  Enjoy  all  the  Midwest  has 
to  offer  - affordable  living,  low  crime, 
good  schools  and  plenty  of  recreational 
options.  Beautiful  lake  area.  First  year 
income  guarantee  in  $120,000  range  and 


Excellent  opportunities  are  cur- 
rently available  for  BC/BE  physi- 
cians in  the  following  areas: 

• OB/GYN 

• Pediatrics 

• Ophthalmology 

• Family  Practice 

• Internal  Medicine 


Beloit  Clinic,  S.C.  is  a 47-physician 
multispecialty  group  located  ad- 
jacent to  a modern,  progressive, 
180-bed  hospital.  Excellent  fam- 
ily environment,  90  miles  from 
Chicago,  in  Southern-Wisconsin 
college  community  of  50,000  plus 
with  good  proximity  to  a variety 
of  cultural  and  lifestyle  amenities. 
Guaranteed  salary  with  incentive 
and  excellent  benefit  package. 


Send  C.V.  to: 

James  F.  Ruethling 

-rtsrfiFT  Administrat°r 

1905  Huebbe  Parkway 


Beloit,  WI  53511 
(608)  364-2380 


more!  Call  Rebecca  Turley  1-800-338- 
7107;  Fax  1-414-785-0895.  11/94-1/95 

INTERNAL  MEDICINE,  CARROLL, 
IOWA  - Outstanding  professional  op- 
portunity for  an  internal  medicine  phy- 
sician in  a progressive,  safe  and  clean 
community  of  10,000  located  in  west 
central  Iowa,  90  miles  from  Des  Moines, 
Iowa  or  Omaha,  Nebraska.  This  oppor- 
tunity is  available  for  either  an  in  prac- 
tice internal  medicine  physician,  or  the 
internal  medicine  physician  just  begin- 
ning practice.  Excellent  schools  (Catho- 
lic and  public),  quality  hospital  featur- 
ing a radiation  oncology  center,  dialysis 
center,  and  a new  32,000  sq.  ft.  outpa- 
tient addition.  Significant  income  po- 
tential available.  For  more  information, 
call  Randy  Simmons,  Vice  President,  at 


Child/General  Psychiatrist 

A full-time  general  or  child/gen- 
eral psychiatrist  is  needed  in  beau- 
tiful northern  Wisconsin! 

This  area  affords  the  best  in  rural 
living  with  many  beautiful  lakes, 
streams  and  rivers.  We  are  a 20 
bed  acute,  JCAHO  accredited, 
psychiatric  unit  located  at  Saint 
Mary's  Hospital  in  Rhinelander, 
WI.  We  service  both  inpatients 
and  outpatients  within  a 75  mile 
radius.  Our  goal  is  to  make  this 
the  mental  health  center  of  the 
northwoods.  We  have  an  excel- 
lent salary  and  benefit  package 
available.  Weekend  coverage  is 
provided. 

A challenging  but  rewarding  po- 
sition for  a mature  competent 
psychiatrist. 

Contact  or  send  CV  to: 

N.  Wilson,  MD 
1044  Kabel  Avenue 
Rhinelander,  WI  54501 
(715)  369-6433 

Equal  opportunity  employer. 

8-12/94 
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Physicians  Exchange 

Continued 

1-800-382-4197  or  write  St.  Anthony 
Regional  Hospital,  South  Clark  Street, 
Carroll,  IA  51401.  11/94-4/95 

WISCONSIN:  Full-time  position  avail- 
able to  join  young,  well-established, 
residency-trained/  board-certified  EM 
group  located  in  southern  Wisconsin. 
Recently  renovated,  state-of-the-art  ED 
and  hospital  facilities  with  strong  medi- 
cal staff  support.  ED  volume  of  30,000 
plus  with  MD/PA  double  coverage.  Op- 
portunities compensation  package  in 
excess  of  $150,000  for  first  year.  Strong, 
stable  local  economy  with  low  cost  of 
living.  Easy  drive  to  Chicago,  Madison 
and  Milwaukee.  For  more  information 
send  CV  to  Jacquelyn  Degenhardt,  Phy- 
sician Recruitment;  Beloit  Memorial  Hos- 
pital, 1969  West  Hart  Road,  Beloit,  WI 
53511;  800-637-2641,  ext.  5757.  11-12/94 

MILWAUKEE  AREA.  A rapidly  expand- 
ing 70  physician  multi-specialty  clinic 
seeks  BC/BE  physicians  in  the  follow- 
ing specialties:  family  practice,  internal 
medicine,  urology,  oncology,  pediatrics, 
general  surgery  and  OB/GYN.  Com- 
petitive salary,  excellent  fringe  benefits. 
Address  inquiries  and  CV  to:  Medical 


MADISON,  WI 

Family  Practice 
Opportunities 

Physicians  Plus  Medical  Group,  a multi- 
specialty group  of  225  physicians  seeks 
additional  Family  Physicians  for  it's  rapidly 
expanding  department  Established  and 
new  locations  Large  call  groups  Full  lab 
and  x-ray.  Guaranteed  salary  plus 
incentives  with  a full  benefits  package 
Send  CV  or  call  collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608)252-8580 

FAX:  (608)282-8288 

Physicians 

^Plus 

An  Equal  Opportunity  Employer 


Associates  Administrator,  PO  Box  427, 
Menomonee  Falls,  WI  53052-0427. 

11/94-4/95 

OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Family  Practice, 
Emergency  Medicine,  Orthopedic  Sur- 
gery, and  Pulmonology.  Mercy  Medical 
Center  has  an  active  medical  staff  of  150 
physicians  in  all  medical  specialties. 
Oshkosh  is  an  attractive  and  comfort- 
able community  of  55,000  people,  lo- 
cated on  the  shores  of  Lake  Winnebago 
and  in  the  heart  of  Wisconsin's  beautiful 
Fox  River  Valley  (metro  area  of  350,000 
people).  University  of  12,000  students. 
Good  local  schools.  Low  crime  area. 
Contact:  Christopher  Kashnig,  Mercy 
Medical  Center,  631  Hazel  Street, 
Oshkosh,  WI  54902.  Call  414-236-2430. 
Fax414-236-1312.  11-12/94 

FAMILY  PRACTICE,  MINNEAPOLIS 

- BC/BE  Family  Practice  Physicians 
needed  to  join  the  Family  Practice  De- 
partment of  a 380-physician  multi-spe- 
cialty clinic  in  desirable  Twin  Cities  area. 
Currently  we  have  positions  available  at 
our  Prior  Lake  and  Shakopee  offices. 
Salary  and  benefits  are  highly  competi- 
tive. For  additional  information  contact 


PHYSICIAN  WANTED 

Community  Care  for  the  Elderly 
is  looking  for  a board  certified 
internist  with  an  interest  in  the 
care  of  the  elderly.  The  position 
offers  an  opportunity  to  care  for 
the  frail  elderly  of  the  community 
in  an  adult  health  care  center  and 
clinic.  An  understanding  of  the 
elderly  and  the  ability  to  work 
with  a multidisciplinary  team  is 
needed.  The  positions  available 
are  part-time  and  full-time  prac- 
tice. Interested  individuals  should 
contact: 

Mary  Gavinski,  MD 
Medical  Director 
Community  Care  for  the  Elderly 
5228  W.  Fond  du  Lac  Avenue 
Milwaukee,  WI  53216 
414-536-2110,  ext.  239. 

10-12/94 


Patrick  Moylan  at  612-927-3286  or  send 
CV  and  letters  of  inquiry  to  Physician 
Recruitment,  Park  Nicollet  Medical 
Center,  5000  West  39th  Street,  Minnea- 
polis, MN  55416,  or  Fax  612-924-2819. 

11-12/94 

INTERNAL  MEDICINE  AND  OB- 
GYN  PRACTICE  OPPORTUNITIES: 
Rural  Lake  Country  Community  is  seek- 
ing the  above  practitioners  to  join  an 
active  12  (soon  to  bel4)  physician  multis- 
pecialty group.  Quality,  comfortable 
living  environment,  multiple  recreational 
activities,  fine  educational  opportuni- 
ties and  cultural  activities  abound. 
Opportunity  includes  relaxed  call,  lib- 
eral salary  and  exceptional  benefits.  Send 
curriculum  vitae  or  inquires  to:  Lake 
Region  Clinic,  PC,  Attn:  Joel  Rotvold, 
PO  Box  1100,  Devils  Lake,  ND  58301,  or 
call  (800)648-8898  for  further  informa- 
tion. 10-12/94 

WISCONSIN:  Family  practitioner-inter- 
nal medicine  needed  by  a growing  prac- 
tice of  a four  physician  group  in  a friendly 
rural  community  in  Northeast  Wiscon- 
sin near  Green  Bay.  This  is  an  excellent 
opportunity  to  join  an  established  or- 
ganization. Highly  competitive  salary 
with  benefits.  Please  contact:  Artwich 
Clinic,  Oconto  Falls,  Wisconsin  54154. 

9/94-5/95 

NATIONWIDE  - Opportunities  for  the 
following:  IM,  FP,  OB/GYN,  PED,  ONC, 
CD,  and  more.  Send  CV  to  Stan  Kent, 
Stan  Kent  & Associates,  P.O.  Box  904, 
Tremont,  IL  61568,  or  call  800-831-5679, 
FAX  309-925-5842.  5-12/94 


Excellent  practice  opportunities  in 
Minnesota  and  Western  Wiscon- 
sin communities.  Primary  care 
and  specialties.  For  more  infor- 
mation, call  1-800-248-4921. 

8-12/94 


PPS  for  PSP2' 

to  S'  ± Practices  Seeking  Physicians 

s physicians  Seeking  Practices 

Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791*  Brookfield,  WI  53008  0791 

1-800-747-0606  (414)  784-9524 
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JANESVILLE,  WISCONSIN:  Dean 
Medical  Center,  a 300  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville,  Milton  and  Delavan, 
Wisconsin.  Traditional  family  practice 
and  urgent  care  opportunities  are  avail- 
able. Janesville,  population  55,000,  is  a 
beautiful,  family  oriented  community 
with  excellent  schools  and  abundant 
recreational  activities.  Excellent  compen- 
sation and  benefits  are  provided  with 
employment  leading  to  shareholder 
status.  Send  C.V.  to  Stan  Gruhn,  MD, 
Riverview  Clinic,  P.O.  Box  551,  Janesville, 
WI 53547  or  call  (608)755-3500.  An  Equal 
Opportunity  Employer.  10-12/94 

GENERAL  SURGEON/FAMILY 
PRACTICE/OB-GYN/INTERNAL 
MEDICINE  to  join  progressive  13-phy- 
sician  group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 
and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022. 715- 
425-6701.  8/94-1/95 


St.  Croix  Falls,  Wisconsin 

Community  of  2000  seeks  addi- 
tional Family  Practitioner.  Prac- 
tice consists  of  13  Family  Practi- 
tioners, 2 Internists,  1 General 
Surgeon  and  1 Orthopedic  Sur- 
geon. Many  specialists  available 
on  a part-time  basis.  We  are  at- 
tached to  a 90-bed  hospital  with 
comprehensive  service  available. 
We  have  a stable  medical  group 
with  pleasant  working  conditions 
in  a continuous  growth  mode. 

We  are  50  miles  NE  of  the  Twin 
Cities.  We  offer  guaranteed  first 
year  salary  with  second  year  part- 
nership, and  excellent  fringes  in- 
cluding retirement  package. 

Send  detailed  CV: 

Cathy  Kortas 
River  Valley  Medical 
Center 

208  S.  Adams  Street 
St.  Croix  Falls,  WI  54024 
(715)  483-3221. 


FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 

60.000.  Ninety  miles  from  Minneapo- 
lis/St. Paul.  Primarily  prepaid  practice 
with  large  component  FFS.  Highly  com- 
petitive salary  with  excellent  fringe  bene- 
fits. Practice  quality  care  in  good  recrea- 
tional area.  Send  CV  to  James  A.  Volk, 
MD,  Medical  Director,  PO  Box  3217,  Eau 
Claire,  WI  54702-3217;  Ph  715-836-8552. 

8-12/94 

JANESVILLE,  WISCONSIN  - ADULT 
NEUROLOGY/CIIILD  NEUROLOGY: 
Riverview  Clinic,  a division  of  Dean 
Medical  Center,  is  actively  recruiting  a 
BE/BC  adult  or  child  neurologist  to  join 
their  medical  staff  of  2 BC  adult  neurolo- 
gists. Excellent  compensation  and  bene- 
fits are  provided.  Janesville,  population 

55.000,  is  a beautiful,  family  oriented 
community  with  excellent  schools  and 
abundant  recreational  activities.  Excel- 
lent compensation  and  benefits  are  pro- 
vided with  employment  leading  to  share- 
holder status.  For  more  information 
contact:  Scott  M.  Lindblom,  Medical  Staff 


Practice  in  the  NW  Twin  Cities 

• opportunities  in  FP,  IM,  OB/GYN 
• eligible  for  up  to  $15,000  on  start  date 
• large,  small,  urban  & semi-niral  practices 
• 25  owned/affiliated  North  Memorial  clinics 

Interested  BC/BE  MDs,  send  CV  or  call: 
North  Medical  Programs 
North  Memorial  Medical  Center 
3300  Oakdale  Avenue  North 
Robbinsdale,  MN  55422 
800-275-4790 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

11-12/94-1/95 


Recruiter,  Dean  Business  Office,  1808 
West  Beltline  Highway,  P.O.  Box  9328, 
Madison,  Wisconsin,  53715-0328,  work 
toll-free  1-800-279-9966  or  (608)259-5151, 
home  (608)276-8989  or  FAX  (608)259- 
5131.  10-12/94 

FAMILY  PRACTICE  PHYSICIAN 
needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwestern 
Wisconsin  community  of  8,000  with  serv- 
ice area  of  40,000,  located  on  the  door- 
step of  Wisconsin's  fabulous  lake  coun- 
try. Practice  medicine  in  a small  family- 
oriented  community  within  two  hours 
of  Minneapolis/St.  Paul.  Competitive 


WISCONSIN 

Planned  Parenthood  of  Wiscon- 
sin (PPW)  is  seeking  a full-time 
Medical  Director  certified  in  OB/ 
GYN  or  Family  Practice.  The 
candidate  should  be  innovative, 
energetic,  visionary,  and  commit- 
ted to  reproductive  choice.  The 
position  provides  the  opportunity 
for  strategic  planning,  academic 
and  clinical  involvement,  admin- 
istrative oversight  of  medical  serv- 
ices, and  a public  presence  in  the 
promotion  of  reproductive  choice 
and  primary  health  care  for  women 
and  families. 

PPW  is  the  largest  Planned  Par- 
enthood in  the  nation  providing 
health  and  education  services 
statewide  to  over  102,000  clients 
in  40  clinics.  In  addition,  PPW 
offers  statewide  sexuality  educa- 
tion to  communities  and  profes- 
sionals. PPW  also  offers  an  ac- 
credited OB/GYN  nurse  practi- 
tioner program.  The  PPW  corpo- 
rate offices  are  located  in  down- 
town Milwaukee  adjacent  to  Lake 
Michigan  and  within  a 10  mile 
radius  of  two  schools  of  medicine. 

PPW  offers  a competitive  salary 
and  fringe  benefits.  Submit  CVs 
or  direct  inquiries  to  Nancy  M. 
Tabor,  Senior  Vice  President  Pro- 
gram Services,  Planned  Parent- 
hood of  Wisconsin,  302  N.  Jackson 
St.,  Milwaukee,  WI  53202.  (414) 
271-8045. 
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salary  and  excellent  fringe  package.  Send 
CV  to  James  A.  Volk,  MD,  Medical  Di- 
rector, PO  Box  3217,  Eau  Claire,  WI 54702- 
3217;  Ph  715-836-8552.  8-12/94 

THE  WAUSAU  MEDICAL  CENTER 
is  seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  In- 
ternal Medicine,  Family  Medicine,  Ob- 
stetrics/Gynecology, Occupational 
Medicine  and  Urology.  Large  multi- 
specialty group  located  in  central  Wis- 
consin. Competitive  salary  (incentive 
after  first  year).  Comprehensive  benefit 
package  including  malpractice  insur- 
ance, flexible  benefit  plan  and  profit 
sharing.  Modem  facility  located  directly 
across  the  street  from  250-bed  acute  care 
facility.  The  area  is  ideal  for  outdoor  en- 
thusiasts (including  large  downhill  ski 
area)  with  outstanding  cultural  activi- 
ties year  round.  Write  or  call  collect 
David  K.  Aughenbaugh,  MD,  Medical 
Director,  Wausau  Medical  Center,  2727 
Plaza  Drive,  Wausau,  Wisconsin  54401, 
telephone  (715)  847-3235.  2/  93;TFN 


Miscellaneous 


VXCXTION  IN  OUJC 
JXMXICX  VILLX. 
MXID,  COOK,  POOL, 
8 CXCH,  TICXNQJLH  Lliy, 
SLffPf  8.  608-23M003. 


State  Medical  Society  of 
Wisconsin 

Date  and  location  of 
1995  ANNUAL  MEETING 

April  7-9 

Grand  Geneva  Resort  & Spa 

Further  information:  Call  the 
SMS  Meetings  Department. 
Local  Telephone:  257-6781;  toll- 
free:  1-800-362-9080. 


Miscellaneous 


Hunting  Club 

Looking  for  two  partners  to  join  in 
purchase  of  private  200  acre  hunt- 
ing club  located  on  Wolf  River 
near  Fremont.  Property  is  heavily 
timbered  bottomland  with 
marshes  and  offers  excellent  duck 
and  deer  hunting.  Legal  IRA  in- 
vestment because  land  is  in  DNR 
forest  program  and  will  generate 
income  when  timber  is  harvested. 
Minimum  $30,000  investment 
required,  (414)  628-3438. 

TFN  12/94 


Business  Solutions 
For  Healthcare 

Innovative  consulting  services 

Physician  - Hospital 
Network  Development 
Specialty  Network 
Development 

Practice  Valuation  and  Sale 
Strategies 

Practice  Management 
Services: 

• Financial  Analysis 

• Overhead  Reducation 

• Contract  Negotiations 

• Fee  Schedule 
Development 

• Practice  Startup 

• Information  Systems 

Over  15  years  of  experience, 
MBA,  references 

William  Borchardt 
707  Oak  Hill  Lane 
Fort  Atkinson,  WI  53538 
414/563-2504 

Fellow,  American  College  of  Medical 
Practice  Executives 


For  Sale 


FOR  SALE:  OFFICE  EQUIPMENT  AT 
50%  DISCOUNT  OR  BEST  OFFER:  4 
examining  tables,  1 Burdick  EKG,  1 
magnethern,  1 autoclave,  1 office  table,  3 
large  filing  cabinets.  Call  Mrs.  Lleva, 
(608)323-3712  or  (715)743-2324. 

12/94 


Advertisers 

AIS  Medical  Systems  620 
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THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in  coop- 
eration with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling  pro- 
grams in  conflict  with  others.  Hospitals, 
clinics,  specialty  societies,  and  medical 
schools  are  particularly  invited  to  utilize 
this  listing  service.  There  is  a nominal 
charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates: 
55  cents  per  word,  with  a minimum 
charge  of  $25.00  per  listing.  All  listings 
must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific  meetings 
will  be  included  at  the  discretion  of  the 
editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  is- 
sue is  due  by  July  1.  Address  communi- 
cations to:  Wisconsin  Medical  Journal, 
Box  1109,  Madison,  WI  53701;  or  phone 
608-257-6781;  or  toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United  States 
are  published  in  the  first  issue  of  each 
month  of  the  Journal  of  the  American 
Medical  Association. 
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Attention:  Physicians 


Have  your  patients'  medicines 
had  a check-up? 


IVIany  of  your  patients  take  several  different  medicines  every  day.  Separately 
each  one  works  well.  But  if  they  take  two  or  more  different  medicines  in 

combination  without  checking  with 

you  to  be  sure  they  work  safely  VEC,  , 

, , J Ycb!  Please  send  me  free  information  to  use  when  talking 

together,  they  can  sometimes  be  | with  my  patients  about  their  multiple  medicine  use. 

harmful. ..even  dangerous. 

Name 


The  next  time  you  prescribe  a 
medicine,  ask  your  patients: 

" What  other  prescription  and 
nonprescription  medicines 
are  you  taking?” 


Address 


City 


State 


L 


Mail  to: 

% |£  NCPIE 

mg  666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 


Zipcode 


A public  service  message  from  the  National  Council  on  Patient  Information  and  Education  (NCPIE)  and  the  U.S.  Administration  on  Aging 


Happy  Holidays! 

PIC  Wisconsin  wishes  you  a 
joyous  holiday  season,  and  a 
healthy  and  prosperous 
New  Year. 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


1002  Deming  Way 
P.O.  Box  45650, 

Madison,  Wl  53744-5650 


(608)  831-8331  • (800)  279-8331  • FAX  (608)  831-0084 


